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TUESDAY, JULY 8, 1958 


House or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10 a. m., in room 356, Old House Office 
Building, Hon. Charles M. Teague (chairman) presiding. 

The CHarrMaAn. The committee will come to order. 

I would like the record to show that Mrs. Kee, Mr. Mitchell, and 
Mr. Weaver are present at the hearing. 

There are no other members present. 

Mr. Administrator, I want to apologize to you, but I will not con- 
duct a hearing as important as this with so few members present. 

I want the clerk of the committee to call the other members this 
afternoon and ask them whether or not they are coming; and, if not, 
when they will come. 

Again, Mr. Administrator, I want to apologize to you and the 
members of your staff. 

I will notify you later as to the time of the next meeting. 

I will not hold a hearing so important as this one, a program having 
to do with our hospitals, unless there is a quorum present. 

Until then the committee hearing is adjourned. 

(Hearing adjourned at 10:10 a. m.) 
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TUESDAY, JULY 15, 1958 


House or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met, pursuant to notice, at 10 a. m. in room 356, 
Old House Office Building, Hon. Olin E. Teague (chairman) 
presiding. 

The CuarrMan. The committee will come to order. 

Mr. Administrator, I am glad to say we have a quorum for you this 
morning. 

This is a committee hearing that I hoped we would never have to 
have. All members are aware of the letters that have gone back and 
oat between the White House and the Administrator of Veterans’ 
Affairs. 

These hearings are being held for the purpose of reviewing the 
operation of the veterans’ hospital and medical program. In my 
opinion, eligibility for hospital care for the veteran who is unable to 
pay for his own care is one of the most important benefits available 
to veterans. We are all proud of the Veterans’ Administration hos- 
pital program and I am sure that the Veterans’ Administration shares 
the desire of this committee to provide the best care possible for 
veterans. 

Because of the increasing number of complaints which the com- 
mittee has been receiving regarding the operation of various hospitals 
all over the United States, | requested the Veterans’ Administration 
to furnish the committee with a report of vacant beds in Veterans’ 
Administration hospitals. That report was forwarded to the com- 
mittee effective December 31, 1957, and it showed that there were 
7,308 beds unavailable in Veterans’ Administration hospitals and 
that 4,974 of these beds were categoried by Veterans’ Administration 
as “not required to meet current operating plan.” 

A detailed listing of these beds was obtained from the Veterans’ 
Administration and on April 22, 1958, I wrote to the President and 
referred to 3 rules which have been laid down for the Veterans’ 
Administration to follow by the Bureau of the Budget, and asked the 
President to advise the committee as to whether the closing of approxi- 
mately 5,000 Veterans’ Administration beds was being accomplished 
with the knowledge and approval of the President. On June 13, 1958, 
the President replied to my letter; however, he did not deal with the 
specific questions which I raised and deferred to the Administrator 
of Veterans’ Affairs. 

On June 20, 1958, the Administrator of Veterans’ Affairs wrote, 
referring to the President’s letter, and stated: 

The 4,974 unavailable beds as of December 31, 1957, which you mentioned, 
reflect, in the main, administrative decisions of the Veterans’ Administration, 
not reductions made to enforce arbitrary rules of the Bureau of the Budget. 

This 4,974 were of the types of beds not required to meet the current operating 


plan of Veterans’ Administration for the best geographic distribution of total 
beds to be maintained within the limits of available funds. 2 
3925 








3926 VETERANS’ ADMINISTRATION HOSPITALS 


I have read the hearings of the Independent Offices Appropriations 
Subcommittee and that committee questioned the Veterans’ Ad- 
ministration regarding beds closed as “not required to meet current 
operating plans.’”’ The chairman of the subcommittee requested to 
be advised as to whether the Veterans’ Administration needed addi- 
tional money to operate these beds, however, no request for addi- 
tional funds by Veterans’ Administration was made for the purpose 
of opening these beds. In these hearings, I hope that we can learn 
just what policies the Bureau of the Budget requires the Veterans’ 
Administration to observe when it develops its plans and requests 
appropriations from the Congress. I hope that we can learn what 
Veterans’ Administration means by ‘‘current operating plans.”’ 

The beds now closed in Veterans’ Administration hospitals are the 
equivalent of about ten 500-bed hospitals. According to statements 
made when the budget was submitted to Congress, the closing of an 
additional 1,000 beds is contemplated. During the hearings with 
the Independent Offices Appropriations Subcommittee, reference was 
made to the closing of seven hospitals which were not named. I hope 
that in these hearings we can learn by what authority the Adminis- 
trator of Veterans’ Affairs arrives at decisions to close hospitals which 
have been created by Congress for the care of veterans. 

As I understand the law relating to the care of veterans, the Ad- 
ministrator is obligated to provide care to certain classes of veterans 
meeting the eligibility requirements set out in the law, ‘‘within the 
limits of facilities available’ to him. By administrative decision, 
some of which apparently is derived from the Bureau of the Budget, 
the facilities available to the Administrator are being limited. The 
question arises, If the Administrator can close 5,000 beds, why not 
10,000? In the face of the curtailment of bed capacity which is being 
effected by administrative decision, there are demands from various 
parts of the country for the creation of new facilities. The Congress 
and the public generally has shown a willingness to support the vet- 
erans’ hospital program, yet there are demands being made from other 
sources that it be drastically curtailed. 

This is the background which has resulted in these hearings and I 
hope that it will be possible for us to review the entire program and 
the policies which created it. I hope that we can create a long-range 
policy which will guide us in the future. 

At this point, without objection, I will insert in the record my letter 
to the President and the teblion of the President and the Administrator. 

(The matter referred to follows:) 


House or REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C., April 22, 1958. 
Hon. Dwiext D. E1sennower, 
President of the United States, 
The White House, Washington, D. C. 

Dear Mr. Presipent: The basic law providing authority for the 
furnishing of hospital or domiciliary care and medical treatment for 
veterans is as follows (Public Law 85-56, title V, pt. 5, sec. 510): 


ELIGIBILITY FOR HOSPITAL AND DOMICILIARY CARE 


Sec. 510. (a) The Administrator, within the limits of Veterans’ Administra- 
tion facilities, may furnish hospital care which he determines is needed to— 
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(1) a veteran of any war for a service-connected disability incurred or 
aggravated during a period of war, or for any other disability if such veteran 
is unable to defray the expenses of necessary hospital care; 

(2) a veteran whose discharge or release from the active military, naval 
or air service was for a disability incurred or aggravated in line of duty; and 

(3) a person who is in receipt of disability compensation. 

(b) The Administrator, within the limits of Veterans’ Administration facilities, 
may furnish domiciliary care to— 

(1) a veteran who was discharged or released from the active military, 
naval, or air service for a disability incurred or aggravated in line of duty 
or a person who is in — of disability compensation, when he is suffering 
from a permanent disability or tuberculosis or neuropsychiatric ailment 
and is incapacitated from earning a living and has no adequate means of 
support; and 

(2) a veteran of any war who is in need of domiciliary care, if he is unable 
to defray the expenses of necessary domiciliary care. 


The above quoted provision of law establishes the policy that the 
Administrator of Veterans’ Affairs, within the limits of Veterans’ Ad- 
ministration facilities, may furnish hospital care which he determines 
is needed to [italics supplied]— 

(1) veterans with service-connected disabilities; and 
(2) veterans with nonservice-connected disabilities who are 
unable to defray the expenses of necessary hospital care. 

Current policies being followed by the Veterans’ Administration 
at the direction of the Bureau of the Budget are circumventing the 
policy for hospitalization of war veterans as established by Congress. 
At the direction of the Bureau of the Budget, Veterans’ Administra- 
tion has withdrawn from use by veterans, effective December 31, 1957, 
4,974 hospital beds. These beds are characterized by Veterans’ Ad- 
ministration as “not required to meet current operating plan.” The 
4,974 unavailable beds are distributed as follows: (See Item 5, at- 
tached schedule.) 


‘Ties Wee... 3... oc echacccccd anc c se onstewcdstintlsMaaineeaaiel 1, 354 
PIOUIORMUIAC HOEK iw. Sh. 5 ona chi n+ oo nnn coketinee abeteisenmmennl 101 
General medical and surgical beds- -_-..-...--2.------..----.-------- 3, 519 


The budget submitted to Congress by the Administration, if enacted 
as submitted, will result in a further reduction of about 1,000 beds in 
Veterans’ Administration ene 

The closing of Veterans’ Administration hospital beds is being ac- 
complished by the Bureau of the Budget primarily through enforce- 
ment of three arbitrary rules which it has laid down for Veterans’ 
Administration, as follows: 

(1) Beds which are eliminated through alteration, modernization, 
or conversion programs may not be replaced. 

(2) Beds withdrawn from a particular use, such as treatment of 
tuberculosis patients, may not be converted for the care of patients 
with other disabilities. 

(3) Veterans’ Administration plans for development of a program 
of — = long-term chronic or intermediate type patients will not be 
expanded. 

Will ou please advise as to whether the closing of approximately 
5,000 Veterans’ Administration hospital beds through the policies 
enumerated above is being accomplished with the Saaabide and 
— of the President. 

have drafted bills for consideration by the House Committee on 
Veterans’ Affairs which, if enacted, would direct the Administrator to 
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provide medical care to veterans through the operation of a specific 


number of beds. 


Introduction and consideration of these bills is being delayed pend- 
ing receipt of information from the President as to plans of the admin- 


istration in this connection for the future. 


be very much appreciated. 
Very truly yours, 


An expeditious reply will 


Ouw E. Tracusz, Chairman. 


Unavailable beds in VA hospitals (as of Dec. 31, 1957) 




































































Type of bed 
| 
Reason for unavailable beds Total | Psychiatric General 
Tuber- | si to | Neuro- | medical 
| culosis | | logical and 
| |Psychotic! Other | | surgical 
| | | 

na —_ r | , | | 

1. Total unavailable beds_...........----- 7, 308 | 1, 904 980 | 96 | 199 4, 129 
Tuberculosis hospitals _ _-.-......-.- 1, 356 OOS F.2SsLs Jibicoswel ee Lit coe 
Neuropsychiatric hospitals... --..-.| Missle sccecuicierd | ee 76 113 
General medical and surgical hos- | | | 

UN ihe hd sada cha ~ Sens 5, 286 548 | 503 96 123 4, 016 

2. Beds in process of activation -_.......... | 299 | 2 59 | gee}. caaludf--108 40 
OUD ENG. Sanne] on onan om Rimecieraeaege te inrekecita lanseette ee Bir gy 
Neuropsychiatric hospitals___...---- } ee } DB Ai: nisanhtainnictd b635b<udeqoiaoaddeeeh- 
General medical and surgical hos- 

BeOS. 2D! 214 59 8 4. i. £0. Ieee se. 40 

3. Construction or maintenance-.---_.-...-- \ 1,018 |.........- q 155 ee Suacaeerece 863 
Tuberculosis hospitals_-__--.......-- eth nas ee eee oe Spee eh cee ae ee 
Neuropsychiatric hospitals _____.__- | 006 762.2 TUP Prisma de WNC STA Pe 9 
General medical and surgical hos- | | 

nee oteettensctmatep ee yeeros ene s cree ane |----------]----------]---------- 854 

4. Difficult to recruit required wenta..1 ee 391 | 96 147 118 
Tuberculosis hospitals.............- b= <= eae > eee OEY, Coot |epxcynnsnelaceneeense 
Neuropsychiatric hospitals. ____---- 906 {52 2.2<.<5. | Oto ees eb | 50 19 
General medical and surgical hos- | | 

a a inne OP Deis dons | 325 96 97 99 

5. Types of beds not required to meet | | a 

current operating plan .._...........-- | 4,974 1, 843 tL Li.) 52 3, 050 
Tuberculosis hospitals anm 1, 354 
Neuropsychiatric hospitals- -._--_..- 101 
General medical and surgical hos- 
Peels Lia 3, 519 489 O54. 23155..50 26 2,975 
| =| Wekh OCS) 

Be I So ice cosa caceeheaanee | 265 2 Se Teeowttowce | Staecoten | 58 
Tuberculosis hospitals_...........-- 2 | Oe  sahihn cacti to esinanmnsatath aiisnudie-haltaatlhmiadtibn dann 
Neuropsychiatric hospitals. -_...-_- Be eeerrast S00 fh. Jock iacebuslnn 10 
General medical and surgical hos- 

Nc aickdidicia-atbeiiggnactitnnmints atttiewewe 82 48 





tIncludes beds unavailable for patient care because (1) the —— is megane to quarter personnel (ade- 
ng us 


quate housing is not available in the vicinity); (2) on 
equipment for an individual patient’s care; (3) substandard an 


quarter mem ber-em ployees. 


ei for research activities or special 
not suitable for patient care; or (4) used to 
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Controller, Department of Medicine and Surgery, Reporis and Statistics Service, 
Veterans’ Administration, Jan. 23, 1958 


BEDS IN THE PROCESS OF ACTIVATION 


























Tubercular hospitals__.......-- None | General medical and surgical hos- 
Neuropsychiatric hospitals.-- .- - BSt = aiete .  eccucoucdilgubus 214 
Jefferson Barracks, Mo... - 43 DE Se cccedannnae 155 
Salisbury, N. C.......--.-.- 42 Lincoln, Nebr.........---- 30 
Minneapolis, Minn---._--_- 10 
West Haven, Conn_-_-_----- 19 

CONSTRUCTION OR MAINTENANCE 

Tuberculosis hospitals__......-- None| General medical and surgical 
Neuropsychiatric hospitals__._-- 164 IIS iis since, ins cane iretsence tC 854 
rery Point, Md. ......-.. 155 SG, TE Wis css vin Jou tend 68 
Tuskegee) Ai sc... 226. 9 PE, Ils! Davedwas ncaa 41 
= Cy a 388 
Long Beach, Calif.....-.-- 220 
Los Angeles, Calif.._...-._-- 86 
San Francisco, Calif. .....- 51 

DIFFICULT TO RECRUIT REQUIRED PERSONNEL 

Tuberculosis hospitals____---~--- None| General medical and surgical 
Neuropsychiatric hospitals_-.---- SER 1 . RORIG ad cent dacs ccsite 617 
Jefferson Barracks, Mo-_---- 66 Ann Arbor, Mich......---- 102 
oe Sy eee 19 Cleveland, Ohio-_--.-...-.-.-. 56 
Salisbury, N, O.........-. 50 A ee 107 
— Jackson, Miss_.....222<5- 70 
Kansas City, Mo__-------- 10 
Memphis, Tenn_._-.------ 170 
Minot, N. Dak_--------_-- 14 
Muskogee, Okla_..-------- 35 
Pittsburgh, PS... i Ju 32 
Poplar Bluff, Mo_.....---- 21 

TYPE OF BED NOT REQUIRED TO MEET CURRENT OPERATING PLAN 
Tuberculosis hospitals__..._..... 1, 354 Birmingham, Ala_-------_- 29 
Cincinnati, Ohio_______-__- 14 
Batavia, N. Y-.---- pe: 25 Clarksburg, W. Va___.__-- 16 
Brecksville, Ohio_____-__-- 46 Cleveland, Ohio_--_--___-.-_-- 111 
Castic Point, N. Y.......- 156 COOMIORTI, Ble seen ~ a eeen a 10 
Excelsior Springs, Mo---- -- 26 Dayton; Olies. sé cused Xue. 269 
Livermore, Calif_....._--- 64 Dearborn, Mich_- --- 2 33 
Madison, Wis-_.- - Pans 28 en, SIO ok eccane os ; 24 
Memphis, Tenn---------- 50 Erie, Pa__- acta a 12 
CRN Ne Te. scenes ingie'd 933 Pergo, IN, DOK... <2 c ss 28 
Outwood, Ky-_-_-- ae 26 Fayetteville, N. C_..__-- 26 
—— Ft. Harrison, Mont___-_- 63 
Neuropsychiatric hospitals____ 101 Hines) Tiis2.5'i5i.. 30. 38008 863 
-— = Jackson, Miss_........._-- 126 
Murfreesboro, Tenn_ _- 22 McKinney, Tex______.__-_- 557 
Topeka, Kans__-_--_- 79 Memphis, Tenn........... 365 
<= Minot, N. Dak___--_- 4 59 
General medical and _ surgical Omaha, Nebr_--_--- sche 26 
hospitals _ - . aw, eioee Richmond, Va_ ---. a sine 54 
Ha Shreveport, La___- eon 6 
Alexandria, La_- 435 Vancouver, Wash_- 74 
Aspinwall, Pa__--- ; 75 Wadsworth, Kans_ wu. ORS 
Bath, N. Y- abies ak 20 West Haven, Conn__.-__-_-_- 88 
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Veterans’ Administration, Jan. 23, 1958—Continued 


OTHER REASONS 
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Tuberculosis hospitals: San General medical and surgical 
UII ADIN sittin meen 2b Se MRUOMEMOBAR sits KML bt ae ke 82 
Neuropsychiatric hospitals___- -- 181 —— 
oe Bronx, BUY sisscindl saccol 3 
Momthoee, NY ts So. wecwe 171 Fort Thomas, Ky. ..-.- =: 45 
Sepulveda, Calif.........-- 10 Kecoughtan, Va__....-.--- 34 
VA hospitals acquired from the Army or Navy after 1945 
Dec. 31, 1957 
Armed |. 
Forces | Date opened 
VA hospital Former name of hospital bed ca-| VA- |Operat-) Beds by VA 
pacity | rated ing not in 
bed ca-| beds use 
pacity 
(a) | (b) (c) (d) (e) 
i iat tec tela imitial cenacenaneetmnes i ccmmiemmnstnntiteslcigensagaatiaiatn 
Augusta, Ga. (general | Oliver General (Army)-......-.| 2,240 425 421 24| July 9,1951 
medicaland surgical) .! 
Butler, Pa- .-.----| Deshon General (Army). ----- 1, 612 500 500 |_.......| Sept. 20, 1946 
Cleveland, te 8 ta, Crile General (Army)---...---.| 2,132 1, 000 833 167 | June 17, 1946 
Coral Gables, Keerane Pratt General (Army)----.-- 900 450 ote on, July 17, 1947 
Downey, Ill....-------- Camp Lawrence and’ Melntire. 2,000 | 2,487) 2,487 |-....... Jan. 21, 1947 
SN sccscwincniotes U.S. Navy-..--- = 900 500 476 24) July 1,1948 
Fort Thomas, Ky-....-- Fort Thesees (Army)... sonal 595 395 350 45 | Sept. 2, 1947 
is camentes Vaughan General (Army).---- 1,921 | 33,092 | 2,122 970 | Mar. 27, 1946 
Houston, Tex... ....-.-- MPs We SEN ao canna e <asnc<eudat 942 | 41,368 | 1,213 155 | Apr. 15, 1949 
Jackson, Miss...........| Foster General (Army)-.......| 2,273 750 554 196 | Jan. 21, 1946 
Long Beach, Calif. --_--- RN i iitatdn caancma ines 1,287 | 1,600; 1,380 220 | June 1, 1950 
Martinsburg, W. Va..... Newton Baker General} 2,140} £900; 4900 j..____-. Nov. 15, 1946 
(Army). 6 500 6 500 
McKinney, Tex......-- Ashburn General (Army) ----- 2,106 | 1,000 443 557 | May 1, 1946 
Memphis, Tenn-----..- Kennedy General (Army).-.-- 4,546 | 1,750] 1,215 535 | July 1, 1946 
Nashville, Tenn-.-.---- Thayer General (Army)-..---- 2, 024 520  Avensaass Mar. 4, 1946 
Oakland, Calif.........- Oakland (Army).------ af aya 712 FU t ihtede Aug. 1, 1946 
Richmond, Va........_..| McGuire General (Army).- Reus 2,563 | 1,100} 1,046 54 | Apr. 1, 1946 
TE BI ic ce meses Xk ae ae ae 200 200 dy Nov. 1, 1946 
Swannanoa, N. C.......| Moore Gessral (army). «Js... 2,365 | 1,052 237 815 | Nov. 16, 1946 
Temple, Tex..........._.| McCloskey General (Army)-..| 4, 158 «800 3 800 12 | June 13, 1946 
383 371 
Topeka, Kans.--.-..---- Winter General (Army)...---.| 2,255 | 1,250] 1,171 79 | Jan. 1, 1946 
Vancouver, Wash.......| Barnes General (Army) ------ 1, 402 575 | 501 74 Aug. 1, 1946 





1 Does not include the neuropsychiatric division of Augusta which has 1,319 beds in the old portion. 

2 Space not being used for patient care—to be deleted from rated capacity. 
- bo one figure reflects the rated capacity of the entire hospital which includes the Hines portion as well as 

aughan. 

4 Includes 258 beds in a new neuropsychiatric building opened in 1957 

5 Hospital. 

6 Domiciliary. 

Tue Wuite Hovss, 
Washington, June 13, 1958. 
Hon. Ourn E. Teacue, 
House of Representatives, 


Washington, D. C. 

Dear ConcressMAN TeaGue: Your letter of April 22, 1958, arrived 
just as work was being completed on a study of patient loads in vet- 
erans’ hospitals which was begun, at my request, in August of 1957. 
It is now possible for the first time to describe the age, legal eligibility, 
and geographical distribution of the total veteran patient load with 
some degree of accuracy. The United States Public Health Service 
and the American Hospital Association assisted in gathering the infor- 
mation. Prior to completion of this study we had no figures beyond 
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Veterans’ Administration experience to provide a basis for formulating 
policy on the future size of the Veterans’ Administration hospit 
system. A copy of the study is enclosed. I believe that it will be 
useful to you during your planned hearings. 

The committee’s consideration of the problem of medical care for 
veterans will have the full cooperation of the executive agencies. I 
am sure that your findings will be most helpful to all of us as we 
attempt to define future policy. 

My deep concern about the welfare of veterans and their dependents 
has led me to keep closely in touch with veterans’ programs and par- 
ticularly with the excellent hospital and medical care now being given 
to veterans in 172 hospitals and 17 domiciliary facilities spread across 
our country. It is a matter of deep satisfaction to me, as I know it 
is to your committee, to know that every veteran with a disability, 
incurred as a result of military service, is admitted to a veterans 
hospital without delay. There is no waiting list at any hospital for 
service-connected cases. 

With respect to veterans in need of hospitalization but who are not 
suffering from disabilities incurred as a result of service, the situation 
is somewhat different. Currently the Veterans’ Administration, in 
accordance with law, is admitting non-service-connected patients, who 
state that they are unable to pay the costs of hospitalization, to the 
limit of beds available under the appropriations for each fiscal year. 
The study which I have enclosed indicates that more beds will be 
available for veterans with non-service-connected disabilities as the 
service-connected veteran load goes down. It is, therefore, an oppor- 
tune time for both the executive and legislative branches to review the 
situation and to determine the policies to control this program in 
future years. 

The Veterans’ Administrator will write you in more detail concern- 
ing the questions referred to in your letter. 

Sincerely, 


Dwiaeat D. EISENHOWER. 


CURRENT AND PROJECTED VETERAN PATIENT LOAD THROUGH 
1986 


Veterans’ Administration, Controller, Department of Medicine and Surgery— 
Bureau of the Budget, Hospital Programs, Labor and Welfare Division, June 
4, 1958 


CURRENT AND PROJECTED VETERAN PATIENT LOAD 


INTRODUCTION 
Introduction 


In the execution of any program, long-range planning is necessary for adminis- 
trative decision, 

This is true of the Federal program for providing hospital care to eligible 
veterans. As a consequence, the following study is a joint effort of the Veterans’ 
Administration and the Bureau of the Budget to determine the present extent 
to which the Federal Government is providing care to veterans. A series of 
estimates of the future hospital requirements of the veteran population have been 
made using different assumptions. The current situation and the projections 
provide a basis for formulating a policy on the extent to which the Federal Gov- 
ernment should assume responsibility for the care of veterans. It also provides 
data for assessing the long-range ramifications of any policy. 

During the past year, three separat2 surveys were conducted for the Veterans’ 
Administration and the Bureau of the Budget by the United States Public Health 
Service and the American Hospital Association. The purpose of these studies 
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was to determine the number of male veterans hospitalized in public and private 
hospitals in the United States and Puerto Rico. For the first time, information 
was obtained on the age and geographical distribution of veterans in non-VA 
hospitals. Survey findings were then combined with similar data on the com- 
position of the Veterans’ Administration patient load to provide a complete 
picture of the current veteran patient load. These data have been the basis for 
estimates of future patient loads for each of the three major types of patients, 
i. e., tuberculous, psychiatric, and general medical, surgical, or neurological. 
Current and potential patient load data refer to the number of veterans in hos- 
pital, but do not represent expected changes in the total number of veterans 
admitted to VA and non-VA hospitals. Detailed information on current patient 
loads and projections for each of the three patient categories is presented in 
appendixes A, B, and C. 


Current patient load 


The following table shows the total number of veterans in hospital as of June 
1957 according to their eligibility status and the percent who are given care in 
Veterans’ Administration facilities: 


ALL VETERAN PATIENTS (SERVICE AND NONSERVICE CONNECTED) 


In hospital | In hospital Percent in 


Total under VA j|not under VA hospital 
auspices auspices under VA 

auspices 
ee nck chm mesknboyrdviureons 187, 800 110, 200 77, 600 | 7 
I S55 iss oss. ashi abc adshed 18, 200 12, 200 6, 000 67.0 
I i i halter teiniite aimeaiei 84, 900 57, 300 27, 600 67.5 
General medical, surgical, and neurological_.... 84, 700 40, 700 44, 000 48.1 

' 


VETERANS IN HOSPITAL FOR NON-SERVICE-CONNECTED DISABILITIES 





! 


A See ete 148, 800 71, 200 | 77, 600 47.8 
NR nc dp oenkahtennarbucaabae cation 15, 100 9, 100 6, 000 60.3 
i cetidcundd war dsobbichasshionécceswnd 53, 600 26, 000 27, 600 48.5 
General medical, surgical, and neurological_._.- 80, 100 36, 100 44, 000 45.1 





It is assumed that all veterans hospitalized for treatment of service-connected 
disabilities are given care under VA auspices. 

This summary points up the extent to which the Federal Government has 
assumed responsibility for the care of veterans whose disabilities are not related 
to their military service. Such care is provided under legislation permitting hos- 
pitalization on a facilities available basis when veterans certify their medical 
indigency. 

Almost half of all veterans currently in hospital for non-service-connected dis- 
abilities are cared for at Federal expense. An analysis of this distribution by 
type of patient is most significant. 

hree out of five veteran patients with tuberculosis not attributable to service 
are in the agency’s hospitals. One of every two veteran patients with non-service- 
connected psychiatric conditions is being cared for by the Veterans’ Administra- 
tion. Almost the same proportion prevails among veterans with general medical, 
and neurological conditions unrelated to service. 

Marked differences, according to State of residence, were found in the propor- 
tion of veterans receiving care for non-service-connected conditions in Veterans’ 
Administration hospitals. These comparisons are shown in each of the appendixes. 

The extent to which veterans obtain their care from the Veterans’ Administra- 
tion for conditions unrelated to service increases markedly with advancing age as 
demonstrated by attached table 1. Of even more significance in preparing future 
estimates of total bed requirements of the veteran population as it advances in 
age, are the data on hospital prevalence rates shown in the following table. They 
show that the age “ prevalence’”’ rates of non-service-connected patients per 100,000 
living veterans increases from 340 for veterans under age 25 to 4,759 for those 
aged 70 and older. 
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Type of patient 

Age group All types General 

Tubercu- |Psychiatric} medical, 

lous surgical, 

and neu- 

rological 
OE ian smiiigaewcuiphatinas deiveeniediniamaaial 655. 6 66. 6 235.1 353. 9 
I i diaeiitncnincwissateacndteteceegeceeaiedtadnas 340.4 29. 2 106. 5 204. 7 
FE I ictiresicccvdtcdcsscuns ibn nddabewddmodsnuee 224.2 18.7 71.4 134.1 
SE Peed ie wkcviencesesocncdimucbbanennddembitnweeeaill 346. 4 34.7 151.0 160.7 
SE ites de deanedass cicpicccmtobenncntieadiaesuee 369. 0 39.3 141.5 188, 2 
Ce Bi ign tens nuscercsdeninastbeh«ssasebel 481.7 64.7 153.1 263.9 
ads nckeesdnocscceecomtudeddntstits Thaecs eel 708. 6 92.5 239. 7 376.4 
BR iiarweeidcnndcescccccuckbaheniegusnde amelie 1, 035. 6 153.8 295.7 586.1 
Se idcetbinketignnnneaue cientiuiniee hig cana opemictndlte 1, 515.7 171.6 574.1 770.0 
OO Fie tintatncceceudeccscdssctdéscnssnminaabehnel 1, 785. 5 189.4 632. 4 963. 7 
OF BO Gliese ccenssctdecesvcakasceniancebea taeeenanans 2, 464. 7 207.1 903. 2 1,354.4 
FORE CON oi cicccaneccsuncdpigiobisetinnnbentepedaael 4, 759.1 235.9 1,575.9 2, 947.3 





Summary of future projections 


Assuming that peacetime conditions will prevail in the future and that there 
will be no change in existing eligibility criteria, estimates of future veteran patient 
loads were derived from present experience. These projections do not take into 
account the future effects of such major factors as possible dramatic advances 
in medicine and possible changes in the economic status of the veterans. 

The veteran population is expected to decline gradually for a number of years. 
By 1986 there are expected to be 7.5 million fewer war veterans than there are 
now. However, at that time the number of living veterans over 55 years of age 
will be about 13 million in comparison to 3.4 million today. Attached table 2 
shows this projected decline through 1986 with the estimated age distribution of 
living veterans. 

It may be expected that the service-connected patient load will decrease con- 
tinuously as time elapses after a war. However, the effects of the aging of the 
veteran population will result in a continual increase in the patient load of 
veterans with non-service-connected conditions. The patient loads representing 
the total number of veterans in VA or non-VA hospitals at 15-year intervals 
through 1986 have been computed as follows: 


Thousands of —- 
in hospital as of June 30— 






































Eligibility status Type of patient 
1957 1971 1986 
Service-connected.......... RE i cititiicnbtincnciinabeecineed 39.0 29.7 23.6 
NNO its a ccicince biasing oatiiiindstiniedeitaaaeaaa 3.1 .8 3 
| | RRL IS. se rE 31.3 26. 6 22.0 
General medical, surgical, and neurological........ 4.6 2.3 1.3 
Non-service-connected_..... TE II i ccit cstsinen atiguitintia dhiniaantsitialiiaaitaagialea 148.8 | 228.3 304. 5 
Pehl. os concoctciibdbeeaadibeienipinsenieaie 15.1 13.1 14.4 
OI a is oc a cist iain a lee 53.6 78. 5 100. 5 
General medical, surgical, and neurological... ....- 80.1 | 136.7 189. 6 


It is possible to envision a variety of policies under which the Federal Govern- 
ment could assume responsibility for providing hospital care in future years. 
The following graphs delineate five alternate approaches ranging from caring for 
only service-connected conditions to caring for all conditions regardless of ability 
to pay. Attached table 3 provides the detailed projections for all types of pa- 
tients. Similar detail for each type of patient is shown in the appendixes. 
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Qualifications of projections 

Except for tuberculosis patients, for which a further decline in ‘‘prevalence’’ 
rates is anticipated, these projections are based upon an assumption that existing 
veteran hospitalization ‘‘prevalence’’ rates will continue in the future. No 
assumptions have been made of the effect on future veteran patient loads of fur- 
ther changes in medical practices and economic conditions. 

For example, the dramatic drop in the tuberculosis load being experienced 
now could not have been anticipated a few years ago. Many medical develop- 
ments affecting other infirmities of man might have potential for breakthrough 
in the future. On the other hand, therapeutic advances are not necessarily 
associated with decreased bed requirements. 

Another assumption which has been made is that the age prevalence rates of 
World War I veterans today may be used to project the number of World War 
II and Korean veterans who would be in hospitals when they attain comparable 
ages. It is difficult to assess whether this assumption results in an overestimate 
or underestimate of the future veteran patient load since it is not possible to 
determine the effect of the differences in environment or the adequacy of medical 
care received by the veterans of these two generations. 

Uncertainties exist also in the economic and social context within which medical 
care is provided. Estimates of the extent to which the older veteran in the future 
will seek care at Federal expense are based upon present experience with older 
veterans. Because of the GI bill, expanded social security and other retirement 
programs and extension of medical and hospital insurance, there is every reason 
to believe that the World War II and Korean veterans in their old age will be 
better able to afford medical care in nonpublic facilities than are the World 
War veterans today. 

Due to the inability to forecast the effects of these medical and economic fac- 
tors on the future veteran hospital patient loads, they should be recognized as 
qualifications of projections based on present experience. 


TaBLeE 1.—Non-service-connected veteran patients with war service by age and hospital 
jurisdiction as of June 1957 





Number of patients Percent of total patients 
In non-VA In non-VA 
Age group In VA hospitals In VA hospitals 
Total hospitals ! | not under | hospitals! | not under 
VA aus- VA aus- 
pices? pices ? 
Se is ile non niielveigiiamaaliticidania , 353 1,110 2, 243 33.1 66.9 
i lad ci ncrthaoescenta ln centinnticatbeiasghaelion 24, 528 9, 006 15, 522 36.7 63.3 
Og ee SRS Rr eae 31, 346 12, 806 18, 40.9 59.1 
CR tidhinnintdndedibladidipeerssersnee 18, 074 7, 465 10, 609 41.3 58.7 
og SO eS RS oh ee 40, 074 22, 122 17, 952 55.2 44.8 
FE acancnnceiddstiinthonccdtnane 25, 15, 061 L 59.5 40.5 
Ce GOR eencccdisesksnnwicccsocescte 5, 2, 846 2, 382 54.4 45.6 


1 Includes veterans with war service hospitalized under VA auspices in non-VA hospitals. 
2 Includes only male veterans with war service. 


TasLe 2.—Estimated age distribution of veteran population excluding peacetime 
veterans, 1957-86 





Thousands of veterans as of June 30 


Age group 







1986 


ett inektiiiieniceanthciteanaenenienannel 17,085 | 15, 107 
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TaBLE 3.—Current and projected Veterans’ Administration patient loads under 
certain alternative assumptions of the extent to which care would be provided by 
Veterans’ Administration, 1957-86 


ASSUMPTION A. VA TO CARE FOR THE TOTAL VETERAN PATIENT LOAD 


Eligibility status 1957 1961 1966 1971 1976 1981 1986 
(actual) 

TEE a tnctmanisightnthadawkgaapehl 110, 200 | 201,000 | 229,300 | 258,000 | 281,100 | 299,600 | 328, 100 
Service connected... -..............---..- 39,000 | 36,600 | 33,000 | 29,700 | 26,800 | 25,000 | 23,600 
Nonservice connected. -...........-.--- 71, 200 | 164,400 | 196,300 | 228,300 | 254,300 | 274,600 | 304, 500 
Percent of total non-service-connected 

WRSUG BING a sksced: . 1csiis 38s -2J- 47.8 100.0 100. 0 100.0 100.0 100.0 100.0 


ASSUMPTION B,. VA TO CARE FOR ALL SERVICE-CONNEOCTED AND SAME 
PROPORTION OF NON-SERVICE-CONNECTED, AGE FOR AGE, AS IN 1957 


TI, So thinks dicgeacagecictdp ag 110, 200 | 117,200 | 130,200 | 143, 500 | 157,100 | 172,300 | 193, 800 
Service connected...................... 39,000 | 36,600 | 33,000 | 29,700 | 26,800 | 25,000 | 23,600 
Nonservice connected. ...........-...-- 71, 200 | 80,600 | 97,200 | 113,800 | 130,300 | 147,300 | 170,200 


Percent of total non-service-connected 
Ee 47.8 49.0 49.5 49.8 51.2 53.6 55.9 


ASSUMPTION C. VA TO CARE FOR ALL SERVICE-CONNECTED PATIENTS AND SAME 
OVERALL PROPORTION OF NON-SERVICE-CONNECTED PATIENTS IN EACH DIAG- 
NOSTIC CATEGORY AS IN 1957 





DI Rin hicrialiaiinaidiinndi nas emed 110, 200 | 114, 800 | 125,900 | 137,400 | 146,400 | 154,000 | 166, 500 
Service connected ..................--.- 39,000 | 36,600 | 33,000 | 29,700) 26,800 | 25,000 23,600 
Nonservice connected_................- 71,200 | 78,200 | 92,900 | 107,700 | 119,600 | 129,000 | 142, 900 
Percent of total non-service-connected 

GS IO us cdl cticncccccceucssescs 47.8 47.6 47.3 47.2 47.0 47.0 46.9 


ASSUMPTION D. VA TO CARE FOR ALL SERVICE-CONNECTED PATIENTS AND SUFFI- 
CIENT NON-SERVIOCE-CONNECTED PATIENTS TO MAINTAIN LOAD AT PRESENT 
LEVEL 


BID ccinvictinwgndchtbemmaittiabaie 110, 200 | 110, 200 | 110, 200 | 110,200 | 110,200 | 110, 200 | 110, 200 
Service connected..............-.-.--.- 39,000 | 36,600} 33,000 | 29,700 | 26,800 | 25,000 | 23,600 
Nonservice connected... ...........-...- 71,200 | 73,600 | 77,200 | 80,500 | 83,400} 85,200] 86,600 


ON fein cctthgcdsiach Al 110, 200 | 36,600 | 33,000 | 29,700 | 26,800 | 25,000 | 23,600 
Service connected. --_............--.-.-. 39,000 | 36,600 | 33,000 | 29,700 | 26,800 | 25,000 | 23,600 
Nonservice connected. ................- CB BNO Bete ddsis bes car hw tides be cisades bh eeintions<one 





CURRENT AND PROJECTED VETERAN Patient Loaps, 1957-86 


A. TUBERCULOUS PATIENTS 
Current patient load 


Until recently the total number of veterans receiving-hospital care for tubercu- 
losis has not been known. Only the Veterans’ Administration’s patient load 
data have been available; non-Federal hospitals have not routinely identified 
tuberculous veteran patients in their patient census reports. 

At the request of the Veterans’ Administration and the Bureau of the Budget, 
the United States Public Health Service conducted a survey of all non-Federal 
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hospitals having five or more TB beds to determine the number of veterans 
hospitalized for tuberculosis on June 30, 1957. Replies were received from 
hospitals representing 90 percent of total TB beds in the hospitals surveyed. 
These data, expanded to reflect 100 percent coverage, have been added to data 
on the VA patient load on May 31, 1957. Table 1 shows the distribution of the 
estimated total tuberculosis patient load as of June 1957 according to the vet- 
eran’s legal eligibility status and the percentage hospitalized under VA auspices. 


TaBLe 1.—Total patient load of tuberculous veterans as of June 1957 














Number of patients | Percent of total patients 
Eligibility status In non-VA In non-VA 

In VA hospitals In VA hospitals 

Total hospitals ! | not under | hospitals! | not under 

VA aus- VA aus- 

pices pices 
EE: ELAS 3, 100 Rahat i ae 100. 0 

Nonservice connected __...........--.-.--- 15, 100 9, 100 6, 000 60. 3 39.7 


‘ Includes tuberculous veterans with war- and peace-time service hospitalized under VA auspices in 
non-VA hospitals. Excludes 125 tuberculous nonveterans in VA hospitals on May 31, 1957. 


As of June 1957, approximately two-thirds of the 18,200 veterans hospitalized 
for tuberculous conditions were receiving their care under VA auspices. All 
veterans (3,100) hospitalized for service-connected tuberculosis disabilities were 
assumed to be under VA auspices. Thus, we find that 6 out of every 10 veterans 
hospitalized for non-service-connected tuberculous conditions were provided care 
under VA auspices. 

As shown in table 2, the percentage of veterans with non-service-connected 
tuberculous conditions hospitalized under VA auspices was higher (70 percent) 
among the patients over 65 years of age than among the younger tuberculous 
veterans. 


TaBLEe 2.—Non-service-connected tuberculous veterans with war service by age and 
hospital jurisdiction, as of June 1957 


Number of patients Percent of total patients 





‘ In non-VA | In non-VA 





Age group In VA hospitals In VA hospitals 
Total hospitals ! | not under | hospitals! | not under 
aus- A aus- 
pices pices 
288 145 143 50.3 49.7 
2, 324 1, 260 1, 064 54.2 45.8 
3, 713 2, 227 1, 486 60. 0 40.0 
2, 492 1, 435 1, 057 57.6 42.4 
4,010 2, 452 1, 558 61.1 38.9 
2, 205 1, 551 654 70.3 29.7 





1 Includes tuberculous veterans with war service hospitalized under VA auspices in non-VA hospitals. 


The extent to which tuberculous veterans obtain their care from the VA appears 
to vary markedly according to their place of residence. (See table 3, attached.) 
In a number of the less populated States—Arizona, Idaho, New Mexico, Nebraska 
and Utah—all, or more than 90 percent, of the total hospitalized for non-service- 
connected tuberculous conditions were in VA hospitals. A higher than average 
percentage of the hospitalized tuberculous veterans residing in Texas (89 percent), 
Alabama (84 Seman and North Carolina (81 percent) received their care in VA 
hospitals. In contrast, only about 1 out of every 3 non-service-connected tubercu- 
lous veterans residing in Delaware (33 percent), Florida (37 percent), Michigan 
(27 percent) and Washington (37 percent) were hospitalized under VA auspices. 
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Projection of service-connected patient load .« 


In the case of tuberculosis, it no longer is possible, with rare exceptions, for 
additional veterans of World War I or World War II to be admitted for the first 
time to VA hospitals for treatment of service-connected disease. Veterans with 
service-connected conditions are generally younger than the general veteran 
population as their claim to service-connection so often is based upon the recency 
of their discharge. In projecting the future patient load for wartime service- 
connected cases it has been assumed that a rate of decline in the VA patient load 
based on the experience for the years 1953-57 will prevail in the future. 

There is a small group of peacetime veterans whose service did not occur 
during ® war period but who are receiving compensation from the Veterans’ 
Administration for disabilities incurred while in the armed services. The VA 
has information concerning patient loads for the pre-Korean peacetime military 
service group. For post-Korean peacetime military service no patient load data 
are available, but the current rate of transfer of such cases from military to VA 
hospitals became the basis for estimate. 

able 4 shows the decline in the service-connected patient load projected over 
the next 29 years. A more detailed breakdown of these data by period of military 
service is provided in table 8. 


TaBie 4.—Projection of service-connected tuberculosis patient load, 1957-86 


WG57ncbu Abs 4d dive codsousi se Bp FOU VEN 20a cine cndawiiior need’ de ebhis: 400 
Wi iiieh-S6 ok b ag -dHivdbs ae Bi MOT BOG Ld cinwa- sned aqehalnaiesade 300 
Ta ODN heed cn tna stoeavins sions | a eee were 300 
niet biddieceicneraadimdinag 800 

Projection of non-service-connected patient load . 


The declining veteran population will tend to decrease requirements for tuber- 
culosis hospital beds. owever, the greater prevalence of tuberculosis among 
veterans in the older age groups will exercise a strong counter influence on the 
expected rate of decline of patient loads. 

he effect of veteran’s age on the current hospital prevalence rates for non- 
service-connected tuberculosis is demonstrated by the following table. The 
tuberculosis bed requirements in 1957 increased with veteran’s age from 28 beds 
for each 100,000 veterans under 35 years to 236 for each 100,000 veterans over 
70 years of age. 


TaBLe 5.—War veterans hospitalized for non-service-connected tuberculous condi- 
tions, prevalence rates per 100,000 living veterans, by age group, June 1957 

















A a tion Total es ital S 
ge grou a r 
- thousands) patients 100, 

WD gaa ao 5 oc nas cos cocccsccecsezgeccqsaseseaerexests 22, 560 15, 032 66.6 
CE eccnn<kideoceveselacarandepennccwedesseansendamnae 985 288 29.2 
es avivichndenccacdotsabtbepetniatimndehgnnndelaemateled 3, 519 657 18.7 
SRD Gis i soso cc ssc csecin cc aceccscepenscsueassscsssuypsseseuues 4, 893 1, 667 34.7 
BEE teribarivds cies byod epacddty deeerh mupakiek behing soe 4, 846 1, 905 39.3 
Rh det hoe denc oc sensacee dos sheeentee dite deskhsbee te dat 2, 795 1,808 64.7 
ih init tuldenin adubetn tind wemeenieleedamine aides 1, 507 1, 304 92.5 
dct en beet heaton Sanaghas 714 1, 098 153.8 
Dt Mikdkcaratingdhtnanthaetiathbabertestencavecdineteheces<4 617 1, 354 1171.6 
CTL itnteeein cp vinaatonhgagh chan anes hae dette’ antehoaaie 1,740 2, 656 1 189. 4 
ID tea alaccdens drnvchhanior apo chums tidbiercresdibieibes anew 814 1, 686 207.1 
I eticodednnasinpiatiivninint- anieeteeemaastnemaenpntaiaan, 220 519 235. 9 


1 These are adjusted rates based on graphic interpolation. 


In projecting future hospital prevalence rates, recent technical advances in the 
treatment of tuberculosis must be given full weight. This was done with the 
counsel of United States Public Health Service and VA consultants. The 
projected rates shown in table 6 were applied to the estimated age distributions of 
the living veteran population from 1961 through 1986. The projected numbers 
of tuberculosis patients in each age group are shown in table 7. 
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TABLE 6.—Projected hospitalization prevalence rates for mnon-service-connected 
tuberculosis, in VA atid non-V A hospitals, 1957-58 


Patients in hospital per 100,000 veterans 





Age group 
1961 1966 1971 1976 1981 1986 

onnncehtiveeancsesere~s 28.4 19. 5 () (*) (*) 1) () 

26 00 20... sls eR Std 18.7 13.0 8.4 () () 1) (1) 
9900 0.55 Fh tn teen. 34.7 24.0 17.0 13.0 () }) 1 
OS a er 39.3 27.0 18.0 13.2 10.8 1) I 
SE tiipesinnpseneseccoconees 64.7 43.0 31.5 26.0 22.5 21.5 i 
SO Gus... 00d s 1. 92. 5 67.0 49.0 40.0 35.0 30. 0 28.0 
S00 TB cs - aids ce Gdpiws-<s5n0 153. 8 110.0 84.0 70.0 60.0 54.0 51.0 
tnd teteeracesnon 171.6 142.0 115.0 98.0 84.0 74.0 67.0 
GP nsccoseseerssasehwenenss 189. 4 158.0 130. 0 112.0 99.0 90. 0 87.0 
OW OL... sl i Ss 207.1 178.0 161.0 140. 0 131.0 125.0 120.0 
CO 235. 9 201.0 185. 0 178.0 170. 0 160. 0 155.0 





1 No rate required. 


Estimates were also made of the future non-service-connected tuberculosis pa- 
tient loads to be derived from veterans with peacetime service only who are expected 
to be on the VA compensation rolls for a non-TB service-connected disability. 
The results of these estimates are shown in table 8, together with a summary of 
the total projected patient loads by period of war service and service-connected 
status. 


Summary of future projections 


The service-connected patient load is expected to decrease from 3,100 in 1957 
to 1,200 in 1966 and to 400 by 1976. The non-service-connected patient load 
in all hospitals is expected to decrease from 15,100 in 1957 to 12,700 in 1966 and 
then increase slowly over the following 20-year period. Overall, the tuberculosis 
patient load is expected to decrease to about 13,900 in 1966, stabilize at that 
level for the next 15 years, and then ne rise to 14,700 in 1986. 

When assessing the responsibility for providing care for tuberculous veterans, 
it is important to keep in mind that it will almost always be a public responsibility. 
The veteran can seldom bear the expense of treatment so the issue is whether 
the Federal Government or other public jurisdictions will provide the care. 
The following tables compare the size of the projected tuberculosis patient load 
under five of many alternative assumptions of the extent to which care would 
be provided under VA auspices. 

(a) VA to care for the total veteran patient load.—One alternative is for VA to 
establish and maintain sufficient hospital facilities to meet the total bed require- 
ments of the entire veteran tuberculous patient load. The following table com- 
pares the present VA tuberculous patient load with that projected for the future 
if the agency cared for the entire demand. 
































1957 1961 1966 1971 1976 1981 1986 
(actual) 
ic hicenein spe eeiccnwwe 12, 200 | 15,400 | 13,900 | 13,900 | 13,900 | 14,100 | 14,700 
OL es ee 3,100 | 2,100 1,200 800 400 300 300 
Nomnservice connected. ....................- 9,100 | 13,300 | 12,700 | 13,100 | 13,500 | 13,800 | 14,400 
===SS==S=——a—_—] —_—_—_—_—_—_ 
Percent of total nonservice commected...._- 60.3 | 100.0 | 100.0 | 100.0 | 100.0} 100.0] 100.0 


(b) VA to care for all service-connected patients, and the proportion of non-service- 
connected patients in each age group as in 1957.—The VA is currently hospitalizin 
a higher percentage of the total non-service-connected tuberculous patient ional 
in the older age groups than among the younger age groups. Ifthe VA hospitalized 
all service-connected patients and the same proportion of the total non-service- 
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connected patient load projected in each age group as it did in 1957, the agency’s 
service-connected and non-service-connected patient loads would be as follows: 







1957 1961 1966 1971 1976 
actual 


| |] |] | | | 


Pe ntatiatichacncnucsenctuuecnnatiwabes 12, 200 | 10,400 | 9,300] 9,100} 8,800] 9,100 9, 900 
Gervaee commented... ... 0c ccccnccsceccnnss 3,100 | 2,100} 1,200 800 400 300 300 
Nonservice connected .........2....----..-..- 9,100 | 8,300] 8,100] 8,300) 8,400] 8,800 9, 600 

—_————S=_«—OWMD——XOX=—————_Y_U SX——SS| | a] _ SS -=—s-«a—wKw——————— 
Percent of total nonservice connected_-_....... 60.3 62.4 63.8 63.4 62.2 63.8 66.7 


(c) VA to care for all service-connected patients and same overall proportion of 
non-service-connected patients as in 1957.—If VA were to provide care to 
service-connected patients and hospitalize the same overall percentage of total 
non-service-connected tuberculous patients in the future that it now does, the 
eqancy’s service-connected and non-service-connected patient load would be as 
follows: 














1966 





1971 1976 1981 


ee ee 














A 12,200 10,100 | 8,900 | 8,700} 8,500/ 8,600 9, 000 
Sebvics conmetted ...................-.- Ss 8,100 | 2,100} 1,200 800 400 300 
Nonservice connected -.......-...--.-----.--- 9,100 | 8,000; 7,700 | 7,900; 8,100; 8,300 

—= ———=== 











60.3 60.3 60.3 60.3 60.3 60.3 


(d) VA to care for all service-connected patients and sufficient non-service-con- 
nected patients to maintain load at present level.—If the VA were to care for the 
entire service-connected tuberculosis patient load and as many of the non-service- 
connected tuberculosis veterans as would be necessary to maintain the total VA 
tuberculous patient load at the 1957 level (12,200), the trend in the agency’s 
patient load would be as follows: 


1957 1961 1966 1971 1976 1981 1986 


actual 
WN Gancs Dose cabep cnc cb<deckeanegun 12, 200 | 12,200 | 12,200 | 12,200 | 12,200 | 12,200 | 12,200 
I ieiccerccashccincrersidcnpmecbnntpess 3,100 | 2,100/} 1,200 800 400 300 300 
Nonservice connected. -................-.-...- 9,100 | 10,100 | 11,000 | 11,400 | 11,800 | 11,900} 11,900 
SSS |_ oO a————SSES|—_OOOloeoeoeoS_EUEaSSSS aE SSS ae 
Percent of total nonservice connected_........ 60.3 75.9 86.6 87 87.4 86. 2 82.6 


(e) VA to care for all service-connected patients only.—Considering only the fact 
that there is a surplus of tuberculosis beds throughout the country, the care of 
tuberculous non-service connected patients could possibly be absorbed by non- 
Federal public tuberculosis sanatoriums, A policy of care of service-connected 
cases only would result in a VA patient load of 1,200 in 1966 as compared with 
the present load of 12,200. By 1976 the service-connected patient load is ex- 
pected to drop to 400, and be 300 in 1986. 


1957 1961 1966 1971 1976 1981 1986 
actual 


—<—— | | qr cem i um |q—~— 
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TABLE 3.—Estimated number of veterans hospitalized under VA and non-VA 
auspices for non-service-connected conditions—Tuberculosis patients, by State of 
residence, June 1957 


Percent Percent 

hospital- Total | hospital- 

State un- State number un- 

der VA patients | der VA 

auspices auspices 
United States !...-..... No can einghae-os-vapes 82 | 56. 1 
BrOUeeeeOs <= s5-. U8 2s Balt 52 08.5 
I dnccindiiiinmendudeied i ctisiinintannnncntinein 36 | 100. 0 
SE 96.1 || New Hampshire.....---...--- 15 60. 0 
iE 66.5 || New Jersey. ....------------- 401 | 47.6 
Re acetone 681. 0 tye aeeneo. =. .-..-....,...- 01 100. 0 
Gameteees Kw... S5 554 -- 2 60. 5.) New York. _...-....-...--.- 1, 690 65. 5 
Connecticut... .....--..------ 63.1 || North Carolina............--- 415 81.2 
IE scnnen <ddiowd and de 33.3 || North Dakota.......--......- 21 42.9 
District of Columbia---.--.-- 62.0 Be awe nna ter eee e ee 733 48.4 
| ES NETR RE FT Aare 36.3 |} Oklahoma..-.-.--..-...-.-.--- 208 39. 4 
its diniiiniecis aenknoe DT TS 130 76.9 
a a eerie a 100.0 |} Pennsylvania. -_..-.......-..-- 1,116 §2.2 
al ansoensentieiih leva 60.3 || Rhode Island... -...-.....--- 52.3 
RE > wupciudedoned 55.7 || South Oarolina............--- 160 73.7 
Papa hike wie Sidon sstn ene EE MIO diss oss cap ws cons shade cudecs Beka ses g 
en in es ithe ential Oe. Bc enene®............-. + ...---0 317 65. 9 
ne th nisrienatecin’ ee ae a eames 733 89.4 
Ry «ieddes cabbe dginc EE fois. Se cScceuas dicen es 18 100. 0 
RP ee RE ty i EEA LTE AS 24 75.0 
Der eeO 5 a= oo s5-25 54255  °) Ue 324 81.5 
assachusetts...............- 63.8 || Washington. ................. 205 36.9 
YEE SS USE EES 26.6 |) West Virginia... ...-........ 142 57.7 
a ee = . oo deta ba Wewwins ea sircird = 63.7 
tetera 23... id... 5.8.0 ‘ pomining.. ..ccst snc sct. n.d 100. 0 

cla acs caiiees 59. 5 








1 Does not include approximately 300 tuberculous veterans hospitalized under VA auspices outside of 
continental United States. 


TABLE 7.—Estimated non-service-connected tuberculous patients, war service veterans, 
by age group, 1957-86 





Number of patients in thousands as of June— 


Age group 
1957 1961 | 1966 | 1971 | 1976 | 1981 | 1986 
(actual) 

ace Ree ated 15.0} 13.2] ° 126] 13.0] 183.4] 13.8 14.4 
rn 2s SEE 2) We sh 1 MD) - 4c cecscabcoscwcwafsnan Ql IOL.IRTIIRY 
end 2.3 1.1 Se 

Oh de aiccsaheeslies cn Sowsccdabcesensh 3.7 3.3 2.3 1.3 OE Oy 4221 
alas San a ncsecaicic cence 2.5 3.0 4.1 4.9 4.0 2.6.) 1.0 
SE ince tehapcccnnneie ‘ ; 4.0 1.9 2.0 3.4 5.4 6.5 5.8 
Ig 2.2 3.9 3.9 3.4 3.5 4.7 7.6 
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TaBLE 8.—Estimated tuberculous patients in hospitals under VA auspices and in 
non-V A hospitals not under VA auspices, war and peacetime service 


[In thousands] 





1957 





1966 





1971 


Total: 
All 


Service-conmected.. ..~-- 6. 2-0.0sssksd 
Non-service-connected _ _.........-....- 


Korean: 
hiss seds cqnseinedtshndo eudiebhedgnaand er 


Service-connected..............---..-.- 
Non-service-connected- -...........-..- 


World awe I and other wars: 
A 


Service-connected..................-.-- 
Non-service-connected ___..-...-.-...-- 


Total time: 


Service-connected..........-..-....-...- 
Non-service-connected _ ........-....-.- 


Pre-Korean peacetime: 
All 


Service-connected...............-...... 
Non-service-connected _ _.._..........-- 


Post-Korean peacetime: 


Service-connected.-_-.........--.--.-.. 
Non-service-connected __-...........-.-- 


} Less than 50 patients. 
2 Does not equal the sum of the parts due to rounding. 


B. PSYCHIATRIC PATIENTS 
Current patient load 


Non-Federal hospitals do not routinely report the number of psychiatric veter- 
ans under their care. Lacking a complete picture of the current patient load, it 
has always been difficult to prepare definitive estimates of the future bed require- 
ments of all veterans with psychiatric impairments. 

At the request of the Veterans’ Administration and the Bureau of the Budget, 
the National Institute of Mental Health (NIMH) requested each State mental 
hospital system to enumerate the male veterans hospitalized in their institutions 
at the end of their fiscal year 1958. Based on reports received from hospitals 
representing about 70 percent of total beds in all State mental hospitals, it is 
estimated that about 25,200 veterans with non-service-connected psychiatric dis- 
abilities were in State mental hospitals in June 1957. To complete the picture 
of veterans hospitalized outside of VA auspices, the American Hospital Associa- 
tion, at VA’s request, surveyed about 5,800 private and public hospitals (not 
including State hospitals) on January 22, 1958. This survey disclosed an addi- 
tional 2,400 veterans with non-service-connected psychiatric disabilities were 
under care at that time. These estimates were then combined with data on the 
psychiatric patient load under VA auspices on May 31, 1957. Table 1 shows the 
distribution of the estimated total psychiatric patient load as of June 1957, ac- 
cording to the veteran’s legal eligibility status and the percentage hospitalized 
under VA auspices. 
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TaBLE 1.—Total patient load of psychiatric veterans as of June 1957 





Number of patients Percent of total patients 
Eligibility status In non-VA In non-VA 
In VA hospitals In VA hospitals 


Total hospitals | | not under | hospitals ' | not under 


VA aus- VA aus- 
pices 2 pices 2 
Service eannected ... .......-.....-..5.-.-. 31, 300 BOO hicccccéccccn | 4, ee 
Nonservice connected -..........-.-..-.--- 53, 600 26, 000 27, 600 48.5 51.5 
SE A a ae 84, 900 57, 300 27, 600 67.5 32.5 


1 Includes psychiatric veterans with war and peacetime service hospitalized under VA auspices in non- 
VA hospitals. Excludes 103 psychiatric nonveterans in VA hospitals on May 31, 1957. 
3 Includes only male veterans with war service. 


Approximately 68 percent of the total veterans (84,900) a for 
sychiatric conditions as of June 1957 were receiving their care under VA auspices. 
t is assumed that all veterans with service-connected disabilities were hospitalized 

under VA auspices (31,300}. The responsibility for the care of the 53,600 veterans 

with non-service-connected psychiatric conditions was divided about equally 
between the VA and non-VA hospitals. 

The extent to which psychiatric veterans obtain their care from the VA appears 
to increase with advancing age (table 2). While 39 percent of the younger non- 
service-connected veterans (under 55 years of age) are receiving their psychiatric 
care in VA hospitals, about 58 percent of the 25,364 older veterans are in VA 
hospitals, and only 10,558 of the older veterans are in non-VA hospitals. 


TaBLEe 2.—Non-service-connected psychiatric veterans with war service, by age and 
hospital jurisdiction, as of June 1957 


Number of patients Percent of total patients 
In non-VA In non-VA 
Age group In VA hospitals In VA hospitals 
Total hospitals ! | not under | hospitals! | not under 
VA aus- VA aus- 
pices 2 pices ? 
a islet baneeapnentadl 1, 049 258 791 24.6 75.4 
TL LSS a tddinnininddniedcnmwtininebemnnie 9, 768 3, 651 6,117 37.4 62.6 
ints bint ctemninitinkipececenniven tain 11, 138 4, 749 6, 389 42.6 57.4 
ahaa ith ibadidulelaatieeimimbwandinicip eee 5, 724 2, 044 3, 680 35. 7 64.3 
i citbin ad aednimeit ia ediiiehinvindincemn edd 14, 535 8, 364 6, 181 57.5 42.5 
PE. dat ideicans>~paaksdiiedstinauasoda 9, 113 5, 484 3, 629 60. 2 39.8 
SO a ianntedninhinistepeinninispaddnRaner pies 1, 706 958 748 56. 2 43.8 
1 Includes pariniete veterans with war service hospitalized under VA auspices in non-VA hospitals, 
2 Includes only male veterans with war service. 


The extent to which non-service-connected psychiatric veterans currently 
receive their care in VA hospitals also varies quite widely from State to State. 
While veterans with non-service-connected psychiatric conditions, who claimed 
residence in such States as Arkansas, Maine, New Mexico, Oregon and South 
Dakota were predominantly (more than 80 percent) hospitalized under VA 
auspices, less than 40 percent of the veterans residing in Colorado, Delaware, 
Illinois, Nevada, New York, and Pennsylvania received care for non-service- 
connected psychiatric conditions under VA auspices. (See table 3, attached.) 


Projection of service-connected patient load 

In general, veterans are hospitalized for service-connected psychiatric disabilities 
in greatest numbers immediately following a period of war service since their claim 
to service connection is related to their service-incurred disabilities or the recency 
of their separation from service. However, the VA experience following both 
World War I and World War II indicates that the peak patient load of service- 
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connected psychiatric disabilities is reached about 10 years following the end of 
the war. ter that point in time, the service-connected patient load appears to 
decline at a fairly constant rate. 

In forecasting the size of the future service-connected psychiatric patient load 
vets had to be made for five separate groups of veteran patients: World 

ar I and prior wars, World War II, Korean conflict, pre-Korean peacetime, and 

st-Korean peacetime. Except for the Korean conflict veterans and the post- 

orean peacetime veterans, the psychiatric service-connected patient loads for 
each of the other three veteran groups has been declining. Graphic projections 
were made of the observed experience for each of these groups to obtain estimates 
of their future service-connected psychiatric loads. Based on the World War II 
experience between 1946 and 1956, the Korean service-connected psychiatric 
— load is expected to increase until about 1963 and then start to decrease. 

ased on current experience, the post-Korean peacetime service-connected 
psychiatric patient load is expected to increase at the rate of 1,750 patients each 
5 years on the assumptions: (1) that there would be 700 psychiatric patients 
transferred annually from military hospitals to the VA; and (2) that 50 percent 
of each group of admissions during a 5-year period would still be in VA hospitals 
at the end of the 5-year period. 

The estimates shown in table 4 are believed to be fairly conservative since it is 
believed that the current downward trends may not continue at the same rate 
over the entire 30-year period of our estimate. There are hundreds of thousands 
of veterans of World War II and Korea conflict who have been adjudicated as 
having a service-connected psychiatric disability which at present is considered 
in remission. As these veterans advance in age, it is possible that many will 
— hospitalization for psychiatric conditions related to their service-connected 

isabilities. 


TABLE 4.—Projection of service-connected psychiatric patient loads, 1957-86 


ae ee a Bic OOD) OTB isu; seselli csiccadi due 24, 600 
SORE Sallie coc. otde aad 91, SOO NOOsile. oi b cs cals auua sad 23, 200 
Wiser 21 Aidt... LLticl. bs OM MOPNANOG os. 55) dds wads tawelal 22, 000 
WP hich 10 ko ans a ae 26, 600 


Projection of non-service-connected patient load 


While the total veteran population will decline as time elapses, the greater 
prevalence of psychiatric diseases requiring hospitalization among older age 
groups is expected to cause patient loads to increase. The current prevalence of 
veterans hospitalized for non-service-connected psychiatric conditions per 100,000 
living veterans is shown in table 5 according to age. 

The hospitalization rates in table 5 reflect to some extent the recent technical 
advances in treatment of psychiatric diseases. However, in the older age groups 
there is a high proportion of patients suffering from chronic brain syndromes 
which are not susceptible to techniques effective in psychotic disorders. More- 
over, some mental disorders are directly associated with aging. Thus, we find 
that the hospitalization rate in the age group 65 to 69 is 4 times as high as that 
in the 45 to 49 group. 
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TABLE 5.— War veterans hospitalized for non-service-connected psychiatric conditions, 


prevalence rates per 100,000 living veterans by age group and period of service, 


June 1967 


Patients in hospital per 100,000 veterans 


Age group 


SASRSRSSSSSS 


1 Rate not shown for age groups ha coteeen prpsistion of less than 15,000. 

* Rates adjusted graphically on basis of observed rates for age groups 65 and over. 

3 Rates obtained by extrapolation of World War II prevalence ratios for groups under 60 years of 
age = of June 1957 by assu: the same rate of progression observed among World War II veterans below 
age 60. 


It was assumed that the age specific rates shown in table 5 for World War II 
veterans and for veterans of World War I and prior wars will be applicable 
throughout the entire 30-year period of estimate. 

The prevalence rates in 1957 observed for veterans of the Korean conflict were 
uniformly lower than those for veterans of World War II. This is associated 
with the fact that in 1957 World War II veterans have been out of service for 
about 11 years and Korean veterans have been out only 2 years. At the time of 
their separation from military service, both veteran groups had a zero prevalence 
rate of non-service-connected psychiatric disease. Because of the chronic nature 
of psychiatric illness and the presumption of service connection for 2 years follow- 
ing service, the prevalence of non-service-connected psychiatric conditions in- 
creases with the time out of service. Thus, it is expected that in 1966 the age 
specific prevalence rates for Korean veterans, who will then be out of service for 
about 11 years, will approximate the rates observed in 1957 for World War II 
veterans. Estimates of 1961 prevalence rates for Korean veterans were obtained 
by averaging those observed in 1957 and those estimated for 1966. The rates 
estimated for 1966 were assumed to apply for 1971 through 1986. 

The estimated rates were applied to the estimated age distributions of the 
living veteran population for each of these war groupings from 1961 through 
1986. The projected numbers of psychiatric patients, by age, are shown in table 6 
for veterans with wartime service. 

Estimates of the future psychiatric patient loads of the peacetime veteran 
population were obtained for the pre-Korean and post-Korean groups. Observed 
prevalence ratios were applied to the estimated number of veterans expected to 
be on the compensation rolls between 1961 and 1986. The results of these cal- 
culations are presented in table 7, together with a summary of the projected 
patient loads by period of war service and service-connected status. 
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Summary of future projections 


The service-connected psychiatric load is expected to decline from 31,300 in 
1957 to 29,200 in 1966, to 24,600 in 1976 and 22,000 in 1986. The number of 
veterans requiring hospitalization for non-service-connected psychiatric conditions 
is expected to increase from 53,600 in 1957 to 69,800 in 1966, to 85,600 in 1976, 
and to 100,500 in 1986. Overall, the psychiatric patient load for the entire vet- 
eran population is expected to increase from 84,900 in 1957 to 99,000 in 1966, 
to 110,200 in 1976 and to 122,500 in 1986. 

The responsibility for providing hospital care to veterans with psychiatric 
illness will generally be a public responsibility. These disabled veterans can 
seldom bear the expense of protracted hospitalization, so the issue is whether the 
Federal Government or some other governmental agency will provide the care. 
The following tables compare the size of the projected VA psychiatric patient 
load under five of many alternative assumptions of the extent to which care would 
be provided under VA auspices. 

(a) VA to care for the total veteran patient load.—One alternative is for VA to 
establish and maintain sufficient hospital facilities to meet the total bed require- 
ments of the entire veteran psychiatric patient load. The following table compares 
the present VA psychiatric patient load with that projected for the future if the 
agency cared for the entire demand. 



























































1957 1961 1966 1971 1976 1981 1986 
actual 
Es ecnschdatinneedaeaautines peers eh 57, 300 | 91, 100 | 99,000 |105, 100 late, 200 |114, 500 | 122, 500 
ee ~~ eo aineceowenwaeeue 31, 300 | 31,300 | 29,200 | 26,600 | 24,660 | 23, 200 22, 000 
Nonservice connected. -.............-...-.--.. 26, 000 | 59,800 | 69,800 | 78, 500 | 85,600 | 91,300 | 100, 500 
Percent of total nonservice connected.......-. | 48. 5 | ~ 100} 100° 100 100 100 100 


(b) VA to care for all service-connected patients, and the proportion of non- 
service-connected patients in each age group as in 1957.—The VA is currently 
hospitalizing a higher percentage of the total non-service-connected psychiatric 

atient load in the older age groups than among the younger age groups. If the 
VA hospitalized all service-connected patients and the same proportion of the total 
non-service-connected patient load projected in each age group as it did in 1957; 
the agency’s service-connected and non-service-connected patient loads would be 
as follows: 


1957 1961 1966 1971 1976 1981 1986 





actual 
ci Pe ee er ee 57, 300 | 60,900 | 63,800 | 65,700 | 68,400 | 72,800 | 79,600 
Der ete GUIIINE 6 ois dis iewsnnscncsvccccdgens 31, 300 | 31,300 | 29,200 | 26,600 | 24,600 | 23,200 | 22,000 
Nonservice connected..................-..-.- 26, 000 | 29, 600 | 34,600 | 39,100 | 43,800 | 49,600 | 57,600 








Percent of total nonservice connected_.-.....- 48.5 49.5 | 49.6 49.8 51.2 | 54.3 | 57.3 


(c) VA to care for all service-connected patients and some overall proportion of 
non-service-connected patients as in 1957.—If VA were to provide care to all 
service-connected patients and hospitalize the same overall percentage of total 
non-service-connected psychiatric patients in the future that it now does, the 
agency’s service-connected and non-service-connected patient{load would be as 
follows: 
































1957 1961 | 1966 | 1971 9176 1981 1986 
actual 
r rT 
Ns thin acini ct ak ta sel ee | 57, 300 


60, 300 | 63,100 | 64,700 | 66,100 | 67,500 | 70,7 





ey GI ene ec oabane aie 


Nonservice connected. ..............---.-J.- 


31,300 | 31,300 | 20,200 | 26,600 | 24,600 | 23,200 | 22, 000 
29, 000 | 33,900 | 38,100 | 41; 500 | 44,300 | 48, 700 


8.5 | 48.5 48.51 485] 485 














Percent of total nonservice connected_........ 








28678—58——3 
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(d) VA to care for all service-connected patients and sufficient non-service-connected’ 
patients to maintain load at present level.—If the VA were to care for the entire 
service-connected psychiatric patient load and as many of the non-service-con- 
nected psychiatric veterans as would be necessary to maintain the: total VA 
psychiatric patient load at the 1957 level (57,300), the trend in the agency’s: 
patient load would be as follows: 


1957 1961 1966 1971 1976 1981 1986 


actual 
a lh tceianrhii tities 57,300 | 57,300 | 57,300 | 57,300 | 57,300 | 57,300 | 57,300: 
RN oon ido donde nsdn denwesuets 31, 300 | 31,300 | 29,200 | 26,600 | 24,600 | 23,200 | 22,000- 
Nonservice connected._.........------------- 26, 000 | 26,000 | 28,100 | 30,700 | 32,700 | 34, 100 35, 300° 
Percent of total nonservice connected __-__-.-. 48.5 43.5 40.3 39.1 38. 2 37.3 35. £ 


(e) VA to care for all service-connected patients only.—If the VA were to provide 
care only to service-connected psychiatric patients, and the non-service-connected’ 
psychiatric patients currently hospitalized by the VA were either discharged or 
transferred before 1961 to State or other public mental hospitals, the current 
VA patient load of 57,300 would drop to 31,300 in 1961. After 1961, the VA 
psychiatric patient load would decline as follows: 


1957 1961 1966 1971 1976 1981 1986 














actual 
eet ote rs 82 eke 57, 300 | 31,300 | 29,200 | 26,600 | 24,600 | 23,200 22, 000» 
er III Bong cnc occ enc sccteckee 31, 300 “81, 300° 29, 200 26, 600. “24, 600° 23,200 | 22,000) 


TaBLe 3.—Estimated number of veterans hospitalized under VA and non-VA 
auspices for non-service-connected conditions—Psychiatric patients, by State of 
residence, June 1957 


| 
Percent 





Percent 
Total hospital- hospital- 
State number | ized un- State i un- 
patients | der VA der VA 
auspices auspices 
United States !__...... 53, 205 ES eee 64. 5. 
ee ar ee raaneegates ) 
TE Sethian nthlechan sade @) ® Nevada. --_. 37.0 
NE tniennliipadntedetirninitntets 67.4 || New Hampshire---..-------.-- 51.4 
BIE, 55, is dvinlbosceodia 608 Se Te aE... ines ee cesac 40.3 
SE £5 thitawitidekdonate (®) (® ST MD, cc snescwcse 83. 9 
ea ee econ cencccecncs oe 25.7 
sppoctions eb kcniedwenn dea @® (2) North Carolina........-..-.- 74. 4; 
Ne a 181 31.5 || North Dakota... .-.....-.-- 71. & 
District o of Columbia... ....-- 1, 577 321.2 || Ohio. __-- (2) 
PE cGdnelssdccpebciecces 909 8 1 Ones... ..-............. 40.3: 
() @ Ns isecciniess.cncbon aes 82.9 
153 52.9 Pennsylvania__-___--- 36. 0° 
4, 146 33.9 || Rhode Island---.---- (2) 
(2) ® South Carolina (4) 
652 61.0 || South Dakota. ----- 81.1 
714 CO Ea 77. & 
848 SE Ga eGkphoescksene-sseseay ) 
(?) (?) a 76. & 
SE se cainnndianeineemaies 59. # 
633 | ‘ BS FF Pe pepiicipes cesnesennees (2) 
(?) (2) Wenngtee >. ...............- 57.9 
@) @) EY WEED. 6 ca canccccncae 59.7 
@) sa cade taneanetiea il 65 * 
482 Ch EEE (?) 
1,191 62.0 | 





1 Does not Ag veterans hospitalized outside of continental United States. 
2 Data not a 
3 This percentage is ene since it was assumed that all veterans hospitalized in St. Elizabeths: 
Hospital, Washington, D. C., were residents of the District of Columbia. 
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TaBLe 6.—Estimated non-service-connected psychiatric patients, war service veterans 
by age group, 1957-86 





Number of patients in thousands as of June 





























Age grou 
eo 1966 1971 
actual 
Ri aiittckcntdceentntapsdveineiitl 153.1 69. 1 77.7 99.5 

BE Ebcan cota Cdeae ced sews cagteoeccpeereene 1.0 
Bitte ceneasndiscnsccacbateeviaesededea 9.8 
Pl nischbiabwiessesansbennbdadempeatunl 11.1 
ill ET AR A REGETERE AAT ng tht! 5.7 
PG, .oh ddcu@ahndédassécdecccuubacsoaucwnd 14.6 
UE caine ca apnicndndas dees dedi teiwetniat 9.1 
OD iit acciabencieidmidodtaidhantntied 1.7 





1 Does not equal the sum of the parts due to rounding of numbers. 


TaBLe 7.—Estimated psychiatric patients in hospitals under VA auspices and in 
non-V A hospitals not under VA auspices, war and peacetime service 

















[In thousands] 
1957 1961 1966 1971 1976 1981 
actual 
Total: 

a a a a ce 184.9 91.1 99.0 105.1 110.2 114.5 
Gervies eanmested... ..< << scecss<.<<-<adco 131.3 31.3 29.2 26.6 24.6 23.2 
Nonservice connected... ...............-.- 1 53.6 59. 8 69.8 78.5 85.6 91.3 

Korean: r a 

Dik db ublic andi cibatietbienwildcyas oan sade: 8.3 11.6 15.1 15.2 17.8 21.3 
UNIT oo connncecaceocncdecan 4.5 5.2 5.0 4.0 3.3 2.7 
Nonservice connected. .__..............-- 3.8 6.4 10.1 11.2 14.5 18.6 

World War IT: 
ae antes iets secinohiorntdapegceenespeeeee 42.7 43.9 46.6 52.3 58.3 67.1 















































Nonservice connected. __..........----.-- 25.0 27.2 32.4 40.5 48.6 59.4 
World War I and other wars: 
cadeadbbheda chlaiindtCeiiiciesin uit Sedimalea al 30.7 31.0 31.1 29.8 24.7 14.9 
Service connected ................-.....-- 6.5 5.4 4.5 3.8 3.0 2.5 
Nonservice connected ..............--..- 24.2 25.6 26. 6 26.0 21.7 12.4 
Total, peacetime: rc 
tat inkl ctehan nea va a Gaanecaie dale 3.2 4.6 6.2 7.8 9.4 11.2 
DOURINS GUANINE. 86 oso sin ectncs ccsnas nee 2.7 4.0 5.5 7.0 8.6 10.3 
Nonservice connected. -._.............--..- 5 6 7 8 8 9 
Pre-Korean, peacetime: ie a2 
RES ee eee 3.1 2.8 2.6 2.4 2.1 1.9 
te 2.6 2.2 2.0 1.8 1.6 1.5 
Nonservice connected... .............-.-- 5 6 6 6 5 4 
Post-Korean, peacetime: 
Te en a ee Ae 1 1.8 3.6 5.4 
Merwin cnnnte .osi nk se cc ocdecsnce 1 1.8 3.5 5.2 7.0 8.8 
Nonservice connected ___..............-.- (®) () 1 2 3 5 








1 Does not equal the sum of the parts due to rounding. 
? Less than 50. 


C. GENERAL MEDICAL, SURGICAL, AND NEUROLOGICAL PATIENTS 


Current patient load 


Until recently no definitive estimate was available of the total number of 
veterans receiving hospital care for general medical, surgical, and neurological 
conditions. Some insight of the extent to which veterans received their hospital 
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care outside of VA auspices was obtained from the experience reported by a sample 
group of veterans included in the 1955 morbidity survey in California. These’ 
data, however, could not be generalized for the entire veteran population. Ten- 
tative patient load projections wee also attempted on the basis of hospitalization 
prevalence rates for the general population, but these were viewed with consider- 
able skepticism. 

In September 1956, the Bureau of the Census conducted a survey of 29,000 
households in the United States which identified the veterans residing in the sur- 
veyed households, and included questions on their hospitalization experience 
during the previous year. The Bureau of the Budget and the Veterans’ Adminis- 
tration agreed that a tabulation of the survey findings might provide useful infor- 
mation for preparing VA patient load projections. In October 1957, the VA 
contracted for a series of tabulations by the Bureau of the Census. These data 
were analyzed jointly by VA and Bureau of the Budget staff members. Infor- 
mation of value was obtained on veteran’s income and the extent of hospitali- 
zation and medical insurance carried by veterans. On the basis of the survey 
findings, it was estimated that a total of 67,500 veterans were hospitalized for 
general medical, surgical, and neurological conditions, 46,500 of them in non-VA 
hospitals and 21,000 in VA hospitals. While the estimate of veterans in non-VA 
hospitals seemed reasonable, the estimate of 21,000 general medical, surgical, and 
neurological patients in VA hospitals was at variance with the actual patient load 
of almost 39,700. Detailed analysis of the survey data indicated that more 
definitive information was needed. Accordingly, efforts were initiated in Novem- 
ber 1957 to obtain a 1-day census of veterans hospitalized in non-VA hospitals for 
general medical, surgical, and neurological conditions. 

Through the cooperation of the American Hospital Association, a questionnaire 
was sent to about 5,800 private and public (except State) hospitals in the United 
States and Puerto Rico to determine the number of male veterans hospitalized on 
January 22, 1958. Approximately 85 percent of the hospitals surveyed com- 
pleted the questionnaire. On the basis of data reported, it is estimated that 
there were approximately 44,000 male veterans hospitalized for general medical, 
surgical, and neurologic: al conditions on January 22, 1958. This estimate does 
not include female veterans hospitalized outside of VA auspices, and probably 
understates the actual number of male veterans because of difficulties in properly 
identifying all male veterans under care. However, it is also recognized that a 
smaller number of male veterans would probably have been enumerated if the 
hospital census date had been June 1957 instead of January 1958, because of 
seasonal factors which increase hospital prevalence during the winter months 
It was, therefore, considered proper to combine the January 1958 estimate of 
male veterans hospitalized outside of VA auspices with the reported data on the 
veterans hospitalized for such conditions on May 31, 1957, to obtain an estimate 
of the total veterans (male and female) hospitalized for general medical, surgical, 
and neurological conditions as of June 1957. Table 1 shows the distributions of 
the estimated total general medical, surgical, and neurological patient load as of 
June 1957, according to the veteran’s legal eligibility status and the percentage 
hospitalized under VA auspices. 


TaBLE 1.—Total patient load of veterans hospitalized for general medical, surgical, 
and neurological conditions as of June 1957 




















Number of patients | Percent of total patients 
Eligibility status | In non-VA In non-VA 
In VA_ | hospitals | In VA | hospitals 
Total hospitals ' | not under hospitals ! | not under 
| VA aus- | VA aus- 
pices 2 pices 
crea hc tesa ES ake ae Ela ae -| oe ceecag ore adc einen cene amma Marc 
Service connected ____.-.._-.._-_--- 4, 600 4, 600 | 100. 0 ae 
Nonservice connected __-............-- 80, 100 | _ 3, 100 Pra 44,000 | 45.1 | 54.9 
Oe ia 84, 700 r “40,700 | 44,000 | 48.1 | 51.9 











1 Includes general medical, surgical, and neurological veterans with war and peacetime service hospitalized 
under VA auspices in non-VA hospitals. Excludes 240 general medical, surgical, and neurological none 
veterans in VA hospitals on May 31, 1957. 

2 Includes only male veterans with war service. 
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It is estimated that approximately 48 percent of the total veterans (84,700) 
hospitalized for general medical, surgical and neurological conditions as of June 
1957 were receiving their care under VA auspices. It is assumed that all veterans 
(4,600) with service-connected disabilities were hospitalized under VA auspices. 
Of the remaining 80,100 veterans hospitalized for non-service-connected general, 
medical, surgical, and neurological conditions, 36,100 (45 percent) were under 
VA a and 44,000 (55 percent) were in private or non-Federal public hos- 

itals. 

. While almost half of all veterans hospitalized for non-service-connected general 
medical, surgical, and neurological disabilities are receiving their care from the 
VA, the ratio increases markedly as age advances (table 2). Of the 40,805 
general medical, surgical, and neurological veterans hospitalized who were under 
55 years of age, 36 percent were in VA hospitals, whereas 54 percent of the older 
veterans were receiving hospital care for their general medical, surgical, and 
neurological disabilities under VA auspices. These differences are believed to 
be directly associated with the greater degree of medical indigency of the older 
veteran who suffers from relatively more chronic general medical, surgical, and 
neurological conditions which require longer periods of hospitalization. 


TaBLE 2.—Non-service-connected general medical, surgical, and neurological patients 
with war service, by age and hospital jurisdiction, as of June 1957 





Number of patients Percent of total patients 
Age group In non-VA In non-VA 
In VA hospitals In VA hospitals 
Total hospitals ' | not under | hospitals! | not under 
A aus- VA aus- 
pices ? pices 2 
2,016 707 1, 309 35. 1 64.9 
12, 436 4, 095 8, 341 32.9 67.1 
16, 495 5, 830 10, 665 35.3 64.7 
9, 858 3, 986 5, 872 40.4 59.6 
21, 519 11, 306 10, 213 52.5 47.5 
14, 145 8, 148 , 997 57.6 42.4 
3, 364 1, 766 1, 598 52.5 47.5 








1 Includes general medical, surgical, and neurological veterans with war service hospitalized under VA 
auspices in non-V A hospitals. 
2 Includes only male veterans with war service. 


The extent to which veterans with non-service-connected general medical, 
surgical, and neurological conditions currently receive their care in VA hospitals 
was found to vary markedly according to the veteran’s State of residence. (See 
table 3, attached.) While less than one-third of the hospitalized veterans resid- 
ing in Connecticut (25 percent), Massachusetts (30 percent), Michigan (31 per- 
cent) and New Jersey (30 percent) were receiving their care for non-service- 
connected general medical, surgical, and neurological conditions in VA hospitals, 
approximately two-thirds of the hospitalized veterans residing in Arkansas (66 
percent), Idaho (69 percent), Nevada (67 percent) and New Mexico (66 percent) 
received their care under VA auspices. 


Projection of service-connected patient load 


The number of veterans hospitalized under VA auspices for service-connected 
general medical, surgical, and neurological conditions has been steadily declining 
for each group of war veterans, and for veterans with pre-Korean peacetime 
service. These data were plotted on semilogarithmic graph paper for the period 
1953-57 and the curves projected to 1986. 

Table 4 shows the expected decline in the service-connected general medical 
surgical, and neurological patient load over the next 29 years. A more detaile 
breakdown of these data by period of military service is provided in table 7. 


TaBLe 4.—Projection of service-connected patient load with general medical, surgical, 
and neurological conditions, 1957-86 


eee RM ER See tent oeretconeessobanyes 1, 800 
et cs oro ort es one cece ok ee Gare 7 ST Pn ncedcghecesqusomenrsence 1, 500 
a aac Sheaves deel arate En scones ates eddenncheaon 1, 300 
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These estimates include approximately 100 service-connected general medical, 
surgical, and neurological patients with post-Korean peacetime service expected 
to be hospitalized under VA auspices at any given time during the period of esti- 
mate. This is based on the assumptions that (1) about 800 military patients with 
general medical, surgical, and neurological conditions will be transferred annually 
to the VA for care as veterans, and (2) the average length of stay of these patients 
in VA hospitals will be about 40 days. 


Projection of non-service-connected patient load 


The relationship between a veteran’s age and the likelihood of his being hos- 
pitalized for the care of a non-service-connected general medical, surgical, and 
neurological condition is strikingly demonstrated by the hospitalization prevalence 
rates shown in table 5. For each 100,000 veterans with war service who were 
under 35 years of age, 155 are receiving hospital care for a general medical, surgical, 
and neurological condition unrelated to his military service. The prevalence rate 
of hospitalized veterans rises precipitously with his advancing age. We find that 
for veterans in the age group 65 to 69, about 1,300 per 100,000, or 1.3 percent, are 
in a hospital bed being treated for a general medical, surgical, or neurological con- 
dition. The rate rises to about 5 percent for veterans over 80 years of age. 


TaBLE 5.—Non-service-connected general medical, surgical, and neurological patients 
with wartime service in hospital per 100,000 living veterans, by age, June 30, 1957 








Veteran Patients in 
Age group pulation Total hospital per 
thousands) patients 100,000 
| veterans 
22, 560 79, 833 353.9 
985 2, 016 204. 7 
3, 519 4,719 134.1 
4, 803 7, 717 160. 7 
4, 846 9, 119 188. 2 
2, 795 7, 376 263. 9 
1, 507 5, 673 376.4 
714 4, 185 586. 1 
617 4, 751 770.0 
1, 740 16, 768 963. 7 
814 11, 025 1, 354. 4 
141 3, 120 2, 212.8 
46 1, 646 3, 578.3 
33 1, 718 5, 206. 1 





Projections of the total general medical, surgical, and neurological patient load 
were based on the assumption that the age-specific prevalence rates shown in 
table 5 would continue to apply throughout the period of estimate. These rates 
were applied serially to the appropriate number of war veterans of specified age 
who are expected to be alive in 1961, 1966, etc. Table 6 summarizes these calcu- 
lations and shows that the total general medical, surgical, and neurological patient 
load is expected to more than double by 1986. Of perhaps greater import for 
future planning is the projected increase in the general medical, surgical, and neuro- 
logical patient load of veterans 65 years of age and over. At present, 17,500 of 
these older veterans are in hospital. This load will increase to 35,600 in 1961, to 
59,700 in 1971, and will approximate 115,300 general medical, surgical, and 
neurological patients 65 and over in 1986. 

Estimates of the future general medical, surgical, and neurological patient loads 
of the peacetime veteran group were obtained for the pre-Korean and post- 
Korean groups. Observed prevalence ratios were applied to the estimated num- 
ber of these peacetime veterans expected to be on the VA compensation rolls 
between 1961 and 1986. The results of these calculations are presented in table 
7, together with a summary of the projected patient loads by period of war 
service and service-connected status. 


Summary of future projections 


The service-connected patient load for general medical, surgical, and neuro- 
logical conditions is expected to decline from 4,600 in 1957 to 2,600 in 1966, to 
1,800 in 1976 and then to 1,300 in 1986. The number of non-service-connected 
veterans requiring hospitalization for general medical, surgical, and neurological 
conditions is expected to increase markedly from 80,100 in 1957 to 113,800 in 
1966, to 155,200 in 1971 and reach 189,600 in 1986. Overall, the general medical, 
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‘surgical, and neurological patient load for the entire veteran population is expected 
‘to increase from 84,700 in 1957 to 116,400 in 1966, to 157, in 1976 and to 
190,900 in 1986. 

The Veterans’ Administration is providing care for almost half of the total 
veteran population currently in hospital for the care of a non-service-connected 
general medical, surgical, or neurological condition. The following tables compare 
‘the size of the projected general medical, surgical, and neurological patient loads 
under five of many possible alternative assumptions of the extent to which care 
would be provided under VA auspices. 

(a) VA to care for the total veteran patient load.—One alternative is for VA to 
establish and maintain sufficient hospital facilities to meet the total bed require- 
ments of the entire veteran general medical, surgical, and neurological patient 
load. The following table compares the present VA general medical, surgical, and 
neurological patient load with that projected for the future if the agency cared for 
the entire demand. 








1957 1961 1966 1971 1976 1981 1986 
actual 
MO no! oo uduxap hc tenon 40, 700 | 94,500 | 116,400 | 139,000 | 157,000 | 171,000 | 190,000 
Service connected... .........-.--.-- 4,600 | 3,200 2, 600 2, 300 1, 800 1, 500 1,300 
Nonservice connected ..........-.-- 36,100 | 91,300 | 113,800 | 136,700 | 155,200 | 169,500 | 189,600 
Percent of total nonservice con- al 
Oe en Tee ee 45.1 | 100.0 100. 0 100. 0 100.0 100.0 100. 0 


(b) VA to care for all service-connected patients, and the proportion of non- 
service-connected patients in each age group as in 1957.—The VA is currentl 
hospitalizing a higher percentage of the total non-service-connected general, 
medical, surgical, and neurological patient load in the older age groups than 
amoung the younger age groups. If the VA hospitalized all service-connected 
patients and the same proportion of the total non-service-connected patient 
load projected in each age group as it did in 1957, the agency’s service-connected 
and non-service-connected patient loads would be as follows: 


1957 1961 1966 1971 1976 1981 1986 


(actual) 
cb sickcliniektnatitindinadentanenae 40,700 | 45,900 | 57, 100 | 68,700 | 79,900 | 90,400 | 104, 300 
yk a a 4,600 | 3,200 | 2,600| 2,300; 1,800; 1,500 1, 300 
Nonservice connected. ............-..-...--. 36, 100 | 42,700 | 54,600 | 66,400 | 78, 100 | 88,900 | 103, 000 
Percent of total nonservice connected...._.... 45.1 46.8 47.9 48.6 50.3 62.4 54.3 


(c) VA to care for all service-connected patients and same overall proportion of 
non-service-connected patients as in 1957.—If VA were to provide care to all 
service-connected patients and hospitalize the same overall percentage of total 
non-service-connected general, medical, surgical, and neurological patients in the 
future that it now does, the agency’s service-connected and non-service-connected 
patient load would be as follows: 


(actual) 

NS ck wcceteectbisestineeereises 40,700 | 44,400 | 53,900 | 64,000 | 71,800 | 77,900 | 86,800 
rvaen GUNN... 555 osc ds Uk, 4, 3,200 | 2,600; 2,300] 1,800; 1,500 1, 300 
Nonservice connected .-_...............------- 36,100 | 41,200 | 51,300 | 61,700 | 70,000 | 76,400 | 85, 500 
Percent of total nonservice connected........| 45.1 46.1 45.1 45.1 45.1 45.1 45.1 
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(d) VA to care for all service connected patients and sufficient non-service-con- 
nected patients to maintain load at present level—If the VA were to care for the 
entire service-connected general medical, surgical, and neurological patient load 
and as many of the non-service-connected general medical, surgical, and neuro- 
logical veterans as would be necessary to maintain the total VA general medical, 
surgical, and neurological patient load at the 1957 level (40,700), the trend in 
the agency’s patient load would be as follows: 


1957 1961 1966 1971 1976 1981 1986 





actual 
ais dite bi ithnkndbcbietabeneweckil 40, 700 | 40,700 | 40,700 | 40,700 | 40,700 
Service connected ---... - 2,600 | 2,300; 1,800| 1,500 1, 300 
Nonservice connected 38, 100 | 38,400 | 38,900 | 39,200 | 39,400 
Percent of total nonservice-connected-__......- 45.1 41.1 33.5 28.1 25.1 23.1 20.8 


(e) VA to care for all service-connected patients only.—If the VA were to provide 
care only to veterans requiring hospitalization for service-connected general 
medical, surgical, and neurological conditions, the current VA patient load would 
decrease precipitously from 40,700 to 3,200 in 1961 and then decline as follows: 


1961 1966 1971 1976 1981 1986 


3,200 | 2,600 | 2,300; 1,800] 1,500 1, 300 





TaBLeE 3.—Estimated number of veterans hospitalized under VA and non-VA 
auspices for non-service-connected conditions, general medical, surgical, and 
neurological patients, by State of residence, June 1957 




















| 

Percent Percent 

Total hospital- Total | hospital- 

State number | ized un- | State number | ized un- 

patients | der VA |} patients | der VA 

auspices |} | auspices 
United States !_........ 79, 384 BD Oe I ts eccecencetuscen 350 | 46.3 
eo Ron ie ay eoncnes 693 63.5 
IRE Sos ices d wdc nwcctais 1, 135 SS RR eee st 184 66.8 
I dt co tesitinlonda: 614 64.7 || New Hampshire--_----------- 336 49.4 
i RNR TES 865 66.4 || New Jersey--- ; 2, 392 29.7 
ae 7, 165 40.9 || New Mexico-_-_-- ede at 480 66.3 
ENDS cht ecbcwsetaccewese 848 48.1 || New York-_-_-__-- Wits cWias at 8, 874 40.6 
Connecticut............-.-... 1, 462 25.2 || North Carolina._.....---.---- 1, 685 61.6 
I Xitecnicincethaenacesee ai 190 41.6 |} North Dakota_..--........-- 307 49.5 
District of Columbia-.--....... 583 42.7 || Ohio___----- a 3, 689 37.8 
RM A isatSlgebcdeceseess~ 1,772 48.3 || Oklahoma... - buddies 1, 050 57.7 
I Citta hic wiind tnt 1, 457 56.8 || Oregon_.---.----- seasned 996 55.1 
a inate Bis tcpeaeewibiies 69.2 || Pennsylvania-.---- ‘ ” 5, 197 34.7 
hee a ean 4,779 49.3 || Rhode Island _--- eye : 340 46.8 
PI . Jhcmnbensumbenanacwos 1, 704 42.0 || South Carolina... -.......-.-.- 956 55. 5 
Re cicindia tats anmieben 1, 183 61.0 || South Dakota-.---..-.-- - 346 60.4 
tele ca i ad caedica dR 1, 128 49.9 || Tennessee -- ea: 1, 755 49.8 
I So ccnncdincachignedimone 1, 097 aid a ai wane wal abe hee 3, 662 54.7 
I ion Sh ae 1, 304 55.1 Utah_.- Sosthac aliens eins 292 56.8 
NR icici tin isicbe aise aioe 360 48.1 || Vermont---..-. oe amc Sper 262 35.9 
I i oud tinpitinnatiile 1, 125 iE ap arnts cnedeanwncen 1, 748 48.1 
Massachusetts_............... 2, 756 ts on eeseseae ts 1, 209 52.9 
EEE ES 3, 158 o1.6 i weeee Virginia. ....... ........ 896 40.7 
DEMOIUGR is. ok. co ciccennccteco 1, 626 eS See 1, 986 45.6 
I enictinncnnnainenee 865 Bt ER oc nncic secnee scene 188 46.3 

I Ob cic ciiiccredede 2, 101 43.8 





1 Does not include approximately 700 veterans hospitalized for general medical, surgical, and neurological 
conditions under VA auspices outside of continental United States. 
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TABLE 6.—Estimated non-service-connected general medical, surgical, and neuro- 
logical patients, war-service veterans, by age group, 1957-86 





Number of patients (in thousands) as of June 
Age group 
1957 1961 1966 1971 1976 1981 1986 
actual 
BD OOUR Ss ios sin ckvdig co kine tideiiel 179.9 90.9 | 113.3] 185.9] 154.2] 168.4] 188.3 
We ss | ass inaejasessss- sets ace 2.0 3S Paseo ak se lo dedatiedsa-ccdbseeeeaneaasiiewse 
Ge Oi s6tSdcindcinenendie<tpiadseetdiess ance 12.4 8.5 3.4 5 Me casts hcabllihe toatpiraesncianiaenaetes 
Be GB. un ddidsk dcccckncidbiidutetomhadiadeuiss 16.5 21.4 20. 5 13. 6 5.6 SEoied 
COME. 0c ncceidécbnceunbatiiediteawen iden 9.9 14.0 25. 2 34.6 31.6 21.6 8.1 
DEE Uivctddcumocedecesenweuntdukenadooalaaae 21.5 11.3 13.6 27.9 50. 2 69.2 64.9 
GTA 60S ds nnd Sha Skse d= eek 14.1 31.6 34.3 17.0 20. 4 41.2 75.2 
I OL vcnacnnchnardstnnsecds+taibssact 3.4 4.0 16.3 42.7 46.4 36. 2 40.1 





1 Does not agree with the sum of the parts due to rounding of numbers, 


TABLE 7.— Estimated general medical, surgical, and neurological patients in hospitals 
under VA auspices and in non-VA hospitals not under VA auspices, war and 


peacelime service 
[In thousands] 


1957 1961 1966 1971 1976 1981 1986 





























Total: 

DD ies vic est A do hin beotdgnieinnha py dbase 194.5 116.4 139.0 157.0 171,0 190.9 
Service-connected_.--...................-.- 3.2 2.6 2.3 1.8 1.5 1.3 
Non-service-connected _ _........-....-.-- 191.3 | 113.8] 136.7] 155.2] 169.5 189.6 

SS SSSS==azB 
Korean: 

Tilted tienda iamaenedathpamaaak anata 10.6 13.7 17.9 24.2 30.0 41.3 
Der VIOR OIE oi inndanteestsapnoane 8 .6 5 4 3 3 
Non-service-connected _ _.......-..-..---- 9.8 13.1 17.4 23.8 29.7 41.0 

World War II: 

Bc Sa ah ad eh sts cdkddscateds 42.6 54.6 69.7 89.6 | 115.8 139.9 
Service-connected.................----.-- 1.7 1.4 1.2 9 7 
Non-service-connected - ...........-..-..- 40.9 53.2 68.5 88.7} 115.0 138. 2 

World War I and prior wars: 

Be ecditccitercpeetnudhs crcubsacesdseut 40.6 47.4 50.5 42.1 23.9 9.2 
Service-connected.-..............----.-.-- 5 4 .4 3 2 1 
Non-service-connected -_...........-.-.-- 40.1 47.0 50.1 41.8 23.7 9.1 

Total peacetime: ~ 

Pein c bloc cntdsdavicnsscedsucctedaul 6 7 9 11,1 1.3 1.5 
Service-connected. ................--.-..- 2 2 2 2 a 2 
Non-service-connected __.............-.-- + 5 7 1.9 1.1 1.3 

Pre- Korean time: Bie 

i... sidladhe deatadian bee nemeidteseates 4 5 6 .8 8 9 
Service-connected. -...........-..----..-- 1 1 wk 1 1 1 
Non-service-connected . .........-...--... 3 4 5 “F 7 8 

Post-Korean time 
rere ets 3 ba : 4 
SarvienSommestel.... .« saccnccveacuasdevens 1 1 1 ek 1 1 
Non-service-connected -_ .................- 1 1 2 3 4 5 








1 Does not equal the sum of the parts due to rotinding. 
2 Less than 50, 
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JUNE 20, 1958. 
Hon. Ourn E. Tracue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington 25, D. C. 

Dear ConGRESSMAN TEAGUE: The President has asked me to give 
you a somewhat more detailed reply to parts of your letter of April 22, 
1958, regarding hospital beds than is contained in his letter trans- 
mitting the study which has recently been completed. 

In summary, the study estimates that the total number of veteran 
patients with service-connected disabilities will decrease steadily over 
the next 29 years, falling from 39,000 in 1957 to 23,600 in 1986. Dur- 
ing the same period, largely because of the increase in the average age 
of veterans, non-service-connected cases in all Federal and non-Federal 
hospitals will double, increasing from about 150,000 to about 300,000. 

In the light of these estimates, it is clear that there is a need for 
discussion and resolution of questions as to the policies for veterans’ 
hospitalization in the future. I assure you that the Veterans’ Admin- 
istration is anxious to cooperate fully with your committee in the 
studies which it will undertake. 

With respect to the questions of unavailable beds which are dis- 
cussed in your April 22 letter, I wish to make four points: 

1. The 4,974 unavailable beds as of December 31, 1957, which you 
mention, reflect, in the main, administrative decisions of the Veterans’ 
Administration, not reductions made to enforce arbitrary rules of the 
Bureau of the Budget. 

2. This 4,974 were of the types of beds not required to meet the 
current operating plan of the Veterans’ Administration for the best 
geographic distribution of total beds to be maintained within the 
limits of available funds. 

I would point out further that of the 4,974 beds reported by the 
Veterans’ Administration as not required to meet current operating 
plans, about half are in former military hospitals whose bed capacity 
exceeds Veterans’ Administration needs. They have been in standby 
for many years and their inclusion in Veterans’ Administration con- 
structed bed capacity gives a distorted picture for there never has. 
been any derhand or need for their utilization. 

3. The Bureau of the Budget in studying the need for VA hospital 
beds felt that the declining TB patient load resulting from medical 
advances indicated a reduction could be made. Accordingly, in order 
to carry out this reduction, fiscal year 1959 budget allowances as- 
sumed a cut of 1,000 beds. The Bureau contemplated that these beds 
would not be converted to other uses. 

The VA agreed that a cut in TB beds could be made where there 
was no TB or other type waiting list, or need for conversion. Further, 
some TB hospitals involved, such as Crump and Dayton, were old 
and inadequate from a standpoint of service to veterans, and other 
more modern facilities were immediately available. 

The VA felt then as it does now, that where, in the administrative 
judgment of this agency there was need to convert beds or hospitals 
to other uses, VA should have the right to do so. 





VETERANS’ ADMINISTRATION HOSPITALS 3959 


The Bureau agreed to change its first position to the extent of ap- 
proving a $3% million restoration in the budget for TB beds, but with 
no conversion to take place in the remaining beds. Subsequently, 
it has been clearly established that the Administrator has discretion 
to convert TB beds where he feels there is another need for them, with 
the understanding that beds not needed will be closed. 

I would like to point out that operating beds in Veterans’ Adminis- 
tration hospitals have steadily risen in the past few years and re- 
mained on a rather steady plateau. The following table shows that 
rise including the present TB beds being discussed: 


Average operating beds 


Smeal year 1904...) dos gn cn gheusgesgucnsscsbepeveeuedateny & hae 114, 244 
Deel Fear $906.65 oS I CR A ee 117, 643 
Pentel yoo? 10002 0 <4 hwds wens nas be lees ~lenamus. Seas odssmae 120, 649 
NE SE ih cieeninink EL 4 coisa tn eitciiiieleu cmedeemicen cited 121, 144 
PORE ORE 1000 ING OE DEOY Bn incon cin ayctennes adem sterhednee hat 121, 257 
Fisenr FERr YEON Wrens) -. sow cc cc cease dies db ceewcaomaue 121, 252 


I would like to point out too that the number of operating beds 
will be substantially increased with the construction of new hospitals 
sometime in the next 18 months. The new hospital at Brecksville, 
Ohio, will add 1,000 NP beds, and Palo Alto, Calif., will have the 
same number of beds for the same purpose in its new hospital. 

The accomplished average daily patient load in Veterans’ Adminis- 
tration hospitals has remained relatively constant during the past 
several years. The table is as follows: 


Accomplished average daily patient load 


SOUB.cceivel ui bead dsb sd. UN a, ee eh 106, 682 
BUR: . 2 £:c.5 pebals ee natentabasdetind baedsaeiasioiabnmsmaaeaane 110, 205 
lc 111, 265 
On ean oe recep ea eee aE 111, 740 
WOO occa fade kk ee eee cele, Sele OCLs, Jina le 111, 242 


There has been more Veterans’ Administration construction durin 
the fiscal year than any other period for the last 5 years. There will 
be over $65 million in Veterans’ Administration hospital construction 
for replacement and modernization, such as the new hospital in Topeka 
being dedicated in August. An even greater amount of construction 
is anticipated in the next fiscal year. 

4. The President in his budget approved a reduction in appropria- 
tions for TB beds where such beds were deemed unnecessary. 

We are now carefully analyzing the survey transmitted to you by 
the President, and as soon as possible we will be in further touc 
with you concerning its implications on the future of the entire VA 
hospital system. I would also like you to know that I am inaugurat- 
ing a comprehensive review, in conjunction with the Bureau of the 
Budget, aimed at formulating a physical plant development program 
for our entire hospital system in order to determine requirements 
needed to maintain the system in first-class condition. 

Please let me know if I can be of further assistance. 

Sincerely, 
Sumner G. Wuirtier, Administrator. 
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Hovusrt or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C., June 24, 1958. 
Hon. Sumner G. Wuairtier, 


Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


Dear Mr. Wauirtier: This has reference to my letter dated April 
22, 1958, requesting the President to advise whether the closing of 
approximately 5,000 Veterans’ Administration hospital beds by Vet- 
erans’ Administration as “‘not needed to meet current operating plans” 
- being accomplished with the knowledge and approval of the Presi- 

ent. 

In the President’s reply to my letter, dated June 13, 1958, he did 
not respond to my question, and your letter of June 20, 1958, also 
fails to provide an answer to the question. The general tenor of your 
letter dated June 20, 1958, is that the 4,974 beds withdrawn from use 
by veterans are not needed and that these beds were closed mainly 
upon administrative decision by the Veterans’ Administration, and 
not as a result of policies imposed by the Bureau of the Budget. 

I consider the information supplied in the letters of June 13, 1958, 
and June 20, 1958, as inadequate justification for the policies adopted 
by the Veterans’ Administration, and have therefore tentatively 
scheduled hearings to begin July 8, 1958, for the purpose of exploring 
this entire question. 

It will be appreciated if you can appear at 10 a. m., room 356, 
House Office Building, to express the policy of the Veterans’ Adminis- 
tration. It will be helpful if you will be prepared to furnish the 
following information: 

(1) A current list of unavailable beds in Veterans’ Administration 
hospitals, together with the reasons these beds are unavailable. It 
will be helpful if the reports supplied by your department, which I 
attached to my letter to the President dated April 22, 1953, can be 
presented on a current basis. 

(2) Information as to the number, type, and location of beds which 
the Veterans’ Administration contemplates closing during fiscal year 
1959. 

(3) The number and location of hospital beds currently being 
operated by Veterans’ Administration for long-term chronic type 
patients, together with a statement as to the plans of Veterans’ 
Administration for providing this type of care in the future. 

(4) Information as to the number and location of beds (originally 
constructed as general medical and surgical and tuberculosis beds), 
which are currently being used for the care of selected patients with 
mental disabilities. In this connection, you are referred to corre- 
spondence and reports furnished this committee by the Veterans’ 
Administration as to progress in transferring mental patients for care 
in nonmental hospitals. Information is desired as to the Veterans’ 
Administration’s plans for expanding this program in the future. 
Specific information will be expected as to why certain of the general 
medical and surgical and tuberculosis beds currently withdrawn from 
use by veterans are not being used for the care of selected mental 
patients. 





VETERANS’ ADMINISTRATION HOSPITALS 3961 


(5) Current information as to the total national waiting list, by 
types of patients, and the waiting lists, by types of patients, for each 
Veterans’ Administration hospital. 

(6) Information as to the current policy which Veterans’ Adminis- 
tration is required by the Bureau of the Budget to observe with 
regard to— 

(a) Beds which are eliminated through alteration, moderniza- 
tion, or conversion programs. 
(6) Beds withdrawn from a particular use, such as treatment 
of tuberculosis patients. 
(c) Veterans’ Administration plans for development of a pro- 
gram. of care of long-term chronic or intermediate type patients. 
Copies of the letters and directives from the Bureau of the Budget to 
Veterans’ Administration establishing the policies under which 
Veterans’ Administration is required to operate. 

(7) Information as to the current policy of Veterans’ Administra- 
tion regarding the need for expanded hospital facilities in Florida; 
south Texas; Atlanta, Ga.; Camp White, Oreg.; Fort Logan, Colo.; 
Russellville, Ala.; Sacramento, Calif.; southern New Jersey; Van- 
couver, Wash.; and Boston, Mass. (H. R. 309, 5535, 654, 3754, 
3653, 403, 2152, 1958, 1114, 5553, 1015, 12648, and 3637). 

(8) Information as to the plans of Veterans’ Administration to 
close institutional laundry facilities in Veterans’ Administration 
hospitals and justification for such action. 

(9) In hearings before the Appropriations Committee’s Subcom- 
mittee on Independent Offices Appropriations, you advised the com- 
mittee that the budget submitted to Congress by the Administration 
contemplated the closing of seven hospitals. Information is requested 
as to the location of the seven hospitals which were being considered 
for closing. Information is also requested as to the plans of Veterans’ 
Administration for closing of any hospitals, in light of the appropria- 
tion provided by Congress for fiscal year 1959. 

(10) Information as to the current policy of the Veterans’ Admin- 
istration for handling workmen’s compensation and industrial-accident 
cases. Advice is requested as to the number of such cases which have 
been hospitalized during fiscal year 1958, the duration of the stay of 
these cases, and their ultimate disposition. 

(11) Information is requested as to the policy of the Veterans’ 
Administration for determining eligibility of veterans applying for 
non-service-connected medical care who report coverage by private 
health-insurance plans. Information is also requested as to the re- 
ceipts by Veterans’ Administration from private insurance companies 
for the past several years. It is requested that this information be 
presented in such a way as to show the trend which the Veterans’ 
Administration is experiencing in these receipts. 

(12) Witnesses from the Oklahoma County Medical Society have 
requested to be heard regarding the operation of the Veterans’ Admin- 
istration Hospital in Oklahoma City. 

Attached is a letter dated May 15, 1958, addressed to me by Dr. 
J. Raymond Stacy, chairman, veterans’ affairs committee, Oklahoma 
County Medical Society, together with certain resolutions which the 
society has passed regarding the Veterans’ Administration hospital 
program in Oklahoma County. It is requested that the Veterans’ 
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Administration be prepared to comment on the issues raised by this 
group. 

(13) Reference is made to the following statement in vour letter of 
June 20, 1958: 

“T would also like you to know that I am inaugurating a compre- 
hensive review, in conjunction with the Bureau of the Budget, aimed 
at formulating a physical plant development program for our entire 
hospital system in order to determine requirements needed to maintain 
the system in first-class condition.” 

Reference is made to Veterans’ Affairs Committee Print No. 
84th Congress, Ist session, Nonbed Betterments in Veterans’ Adminis 
tration Hospitals—N eed for Renovation and Construe tion; Veterans’ 
Affairs Committee Print No. 31, 84th Congress, 1st session, Operations 
of Veterans’ Administration Hospital and Medical Program; Veterans’ 
Affairs Committee Print No. 191, 84th Congress, 2d session, Report of 
Subcommittee on Hospitals on Inspection of Veterans’ Administration 
Medical Installations; Veterans’ Affairs Committee Print No. 30, 
85th Congress, Ist session, Operations of Veterans’ Administration 
Hospital and Medical Program; hearings of the Committee on Veter- 
ans’ Affairs in the 84th and 85th C ongresses; and hearings and reports 
of the Independent Offices Appropriations Subcommittee during the 
same period on this subject. 

Advice is requested as to the nature of the action which you con- 
template which goes beyond the plans which have been previously 
formulated jointly by the Veterans’ Affairs Committee, the Inde- 
pendent Offices Appropriations Subcommittee, and the Veterans’ 
Administration in this connection. 

(14) In my letter dated April 22, 1958, addressed to the President, 
I quoted the basic law providing authority for the furnishing of 
hospital or domiciliary care and medical treatment for veterans, 
which is as follows (Public Law 85-56, title V, pt. B, sec. 510): 


“ELIGIBILITY FOR HOSPITAL AND DOMICILIARY CARE 


“Sec. 510. (a) The Administrator, within the limits of Veterans’ 
Administration facilities, may furnish hospital care which he deter- 
mines is needed to— : 

““(1) a veteran of any war for a service-connected disability 
incurred or aggravated during a period of war, or for any other 
disability if such veteran is unable to defray the expenses of 
necessary hospital care; 

‘“‘(2) a veteran whose discharge or release from the active 
military, naval, or air service was for a disability incurred or 
aggravated in line of duty; and 

(3) a person who is in receipt of disability compensation. 

““(b) The Administrator, within the limits of Veterans’ Adminis- 
tration facilities, may furnish domiciliary care to— 

(1) a veteran who was discharg¢ od or released from the active 
military, naval, or air service for a disability incurred or aggra- 
vated in line of duty, or a person who is in receipt of disability 
compensation, when he is suffering from a permanent disability 
or tuberculosis or neuropsychiatric ailment and is incapacitated 
from earning a living and has no adequate means of support; and 
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““(2) a veteran of any war who is in need of domiciliary care, 
if he is unable to defray the expenses of necessary domiciliary 
care.” 

The above-quoted provision of law establishes the policy that the 
Administrator of Veterans’ Affairs, within the limits of Veterans’ 
Administration facilities, may furnish hospital care to certain veterans 
which he determines to be in need of care. It is requested that you 
be prepared to advise the committee as to the legal basis for the 
action of the Administrator of Veterans’ Affairs in withdrawing from 
use by veterans, facilities which have been provided by Congress for 
that purpose. 

Sincerely yours, 

Our E. Teacup, Chairman. 


Tue Oxitanoma County Mepicat Society, 
May 15, 1958. 
Hon. Ouin E. Tracus, 
Chairman, Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Dear Str: As you will recall, Dr. W. K. West, Dr. Harry Wilkins, 
and Dr. James C. Amspacher appeared before the Veterans’ Affairs 
Committee in 1957 in regard to a local problem concerning the 
attendance of members of the Oklahoma County Medical Society 
at the Veterans’ Administration hospital in Oklahoma City. 

At that time it was suggested that the Oklahoma County Medical 
Society make recommendations for your consideration in arriving at 
some solution to our mutual problems. For your review our original 
resolution is attached. 

We feel that the problem of workmen’s compensation cases being 
cared for at the Veterans’ Administration hospital has been partially 
solved, but more and more we are facing the problem of the Veterans’ 
Administration competing with the existing State and county medical 
facilities by caring for patients with non-service-connected disabilities 
who may or may not afford private care and through caring for 
patients with private insurance. We feel that this has created an 
unnecessary added expense to the already overburdened taxpayer. 

The problem has again been brought before the Oklahoma County 
Medical Society, and the enclosed resolution was presented to the 
society on March 25, 1958. 

In our original resolution it was the feeling of the doctors that the 
local Veterans’ Administration hospital be given a fixed time to cor- 
rect these flagrant violations, but ue our meeting with the Veterans’ 
Affairs Committee it was felt that we should give the 85th session of 
Congress an opportunity to review the data before any action was 
taken. No further action has been taken until the meeting of the 
Oklahoma County Medical Society on March 25, 1958, at which time 
the following report was presented by the writer, as chairman of the 
Veterans’ Affairs Committee: 

The last project undertaken by the Oklahoma County Medical Society regard- 
ing veterans’ medical affairs was a recommendation to the Congressional Com- 


mittee on Veterans’ Affairs that certain limits be placed on nonservice-connected 
disability care. 








3964 VETERANS’ ADMINISTRATION HOSPITALS 


We had received permission to review the records at the local VA hospital 
pending approval from the Washington office. This approval was quite vigor- 
ously denied, though we feel the right is legal and constitutional. 

A typical reply to our recommendation is as follows: 

From Senator Monroney’s secretary: ‘‘Your letter of December 23, 1957, ar- 
rived after Senator Monroney had left for Miami under the pretense that it was 
necessary for him to help Bud Wilkinson prepare for the Duke game. I will call 
attention to the copy of your letter when the Senator returns.”’ 

After 10 days a letter was received from Senator Mike Monroney to the effect 
that while he was not a member of the committee which will handle the problem 
initially, ‘I will give the matter careful attention when it comes up for considera- 
tion on the Senate floor.” 

Since our committee has been officially denied access to the hospital records, 
we have adopted a new approach to the problem of gaining information. A num- 
ber of residents and consultants have been interviewed in the past few weeks by 
members of the county medical society veterans’ affairs committee. We wish 
to report a summary of a portion of their testimony. 

The concensus of opinion indicates that from 30 to 50 percent of the cases on 
the veterans’ hospital wards in 3 services covered by the investigation, would be 
treated as outpatient in any other hospital in the city. The bed capacity of the 
Veterans’ Administration hospital is about 480. Census is maintained of at least 
420 to provide the maximum yearly budget. This means that there are 252 un- 
necessary beds in Oklahoma City supported by compulsory taxation while physi- 
cians and public-spirited individuals have worked very hard and contributed 
generously to provide added beds in other local hospitals. 

One resident was called into conference by a veterans’ hospital official after 
discharging 23 patients in 1 week last August. It was carefully explained to 
him that he must maintain his hospital service bed capacity to prevent the hos- 
pital bud¢et from being cut the following year. The average census must be 
kept at 420 beds, or 80 percent and the residents have been requested to use a 
3-day pass system as necessary to keep up the census inasmuch as the beds will 
then be counted as full. A resident was informed that he must cut down on 
NBO treatment such as changes of dressings, casts, etc., and admit these patients 
to the hospital. 

One case of service-connected osteoarthritis was cited with some 15 admissions 
and innumerable 3-day passes. One of the 15 admissions was for 395 days. 
After staying 21 days, including any 3-day passes, the veteran is awarded 100 
percent disability for the remainder of his hospital stay. The average hospital 
stay is over 30 days. 

Evidence regarding outpatient care was related to the committee. A case of 
active tuberculosis was admitted to the hospital. Review of the outpatient 
record indicated that monthly outpatient X-rays were reported on seven occasions 
as showing active lesions. These reports evidently had not been observed by 
the outpatient physicians. 

A similar report indicated that a suspected gastric malignancy X-ray report 
remained unobserved in the outpatient record for 1 year before admission for diag- 
nosis, with subsequent death from malignancy. 

We find that tuberculous patients with positive sputums cannot be required to 
remain under care by the veterans’ law and some 40 percent of them go a. w. o. I. 
ora.m.a. I found in my office a patient on a 3-day pass with positive sputum. 
Our State law requires that these patients be confined while infectious for the 
protection of the public. It is also found that a large proportion of admissions 
are not examined by the Veterans staff before admission, and it frequently takes 
10 days or more of hospitalization before it is decided that they should not have 
been admitted. 

A case was discussed in the Oklahoma Academy of Ophthalmology in which 
the hospital sent a bill in April 1957 for $140 for the removal of a pterygium, for 
which the prevalent local charge is $50. 

These are but a few of the events related to us in our hearing, but indicate the 
example set by the Veterans’ Administration hospital as a training institution 
for our future American physicians for the care of patients under government 
medicine. 

For these reasons and many others we are presenting a resolution for your 
consideration. 
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After considerable study and discussion of this report and adoption 
of the second enclosed resolution, the following motion was passed by 
the society: 


It was moved that the Oklahoma County Medical Society send three members 
to Washington to meet with our representation from Oklahoma and the national 
Veterans’ Affairs Committee, relating to them the content of our resolutions and 
their implications. 


We would again like the opportunity to discuss this situation with 
the Veterans’ Affairs Committee of Congress before any further action 
is taken by our society. We would certainly appreciate hearing from 
you regarding this matter. 

Respectfully submitted, 


OxtaHomMa County Mepicau Sociery, 
J. Raymonp Sracy, M. D. 
Chairman, V. eterans’ Affairs Committee. 


RESOLUTION OF OKLAHOMA County Mepicau Socipty, Marca 1957 


Whereas the members of the Oklahoma County Medical Society as citizens and 
taxpayers have become more aware of the ever-increasing tax burden; and 

Whereas the members of the Oklahoma County Medical Society constantly 
see money appropriated for the care of veterans with service-connected illness 
and the indigent veterans with non-service-connected illnesses being used for the 
care of veterans who are able to pay for medical and hospital care; and 

Whereas, through the policy of the Will Rogers Veterans’ Hospital of Oklahoma 
City, doctors are forced to do ghost surgery and have fees split. These practices 
are severely condemned by the code of ethics of the American Medical Association 
and the American College of Surgeons; and 

Whereas the Will Rogers Veterans’ Hospital is collecting fees for medical, 
surgical, and hospital services rendered to patients covered by Workmen’s Com- 
pensation Liability and private sick and accident insurance; and 

Whereas the Oklahoma County and State Medical Soc ieties in May 1956, and 
the American Medical Association 1 year ago, through resolutions condemned these 
practices of the Will Rogers Hospital; and 

Whereas the deans committee for the Veterans’ Administration hospital has 
been ineffective in curbing these abuses and violations of the Veterans’ Care Act; 

We, the members of the Oklahoma County Medical Society, feeling our responsi- 
bility as citizens and taxpayers, do hereby resolve to withdraw from all further 
participation in the care of paying cases at Will Rogers Hospital and all further 
care of the “‘non-service-connected” illness patients able to pay for care. We 
further resolve we will be happy to continue our care of the veterans with service- 
connected illness and the truly indigent veteran. 

Be it resolved, That the Will Rogers Veterans’ Hospital be given 60 days to 
correct their flagrant violations of the Veterans’ Care Act and to the ethical 
—— of medical practice to the satisfaction of the Oklahoma County Medical 

ociety 

Be it further resolved, That further participation in the present program by 
members of the Oklahoma County Medical Society will be considered unethical, 
and appropriate action of the Oklahoma County Medical Society will be taken 
against such members which may lead to suspension. 


RESOLUTION OF OKLAHOMA County Mepicau Society, Marcu 1958 


We, the members of the Oklahoma County Medical Society, again present a 
resolution as taxpayers and citizens. The society has deferred for the past year 
any action which might be adverse to the best interests of disabled service- 
connected veterans and of the Oklahoma Medical Center. However, we have 
observed little improvement in the practices of the Veterans’ Bureau medical 
program. 

Our national budget includes this year the sum of $5.5 billion for overall 
veterans’ benefits and less than one-half that sum for the atomic energy program. 
The cost of running the entire Government during the depression-relief years 
was less than $5 billion. The current budget includes $1 billion for veterans’ 
nedical care and about half that sum for the Department of State. 


28678—58——_4 
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We find that some 25 percent of nearly 3 million pensioned veterans are receiving 
non-service-connected pensions. We have learned that the Veterans’ Bureau 
bills private insurance companies for some $16 million annually for insurance- 
covered care of patients who have sworn indigency. The courts have ruled that 
this cannot be collected. 

We recall the Hoover study requested by Congress in 1949, which reports that 
30 million Americans are receiving medical aid at the cost of $4 billion a year to 
the Federal taxpayer. That sum is growing each year. Nearly 25 percent of 
this amount was spent on non-service-connected illnesses and pensions which had 
nothing to do with military service. 

We are in complete agreement with the official policy of the American Medical 
Association which is the opinion of the majority in the medical profession. This 

olicy encourages the very best care possible for service-connected disabilities, 

Je are wholeheartedly committeed to the improvement of service-connected 
disability care. We also agree that non-service-connected disabilities are not the 
concern of the Federal Government. They should be cared for by more economical 
local and State facilities. We do not believe that the Veterans’ Bureau is operating 
within congressional law. 

We should also urge that Congress enact recommendations which they have 
requested as set forth by the Bradley and Hoover studies. We support the 
United States Chamber of Commerce which recommencs termination of pension, 
housing, educational and hospital benefits for veterans with non-service-connected 
disabilities. 

We believe we have responsibilities as citizens to combat the threat of com- 
munism, socialism, atomic war, and national financial and moral bankruptcy. 
We do not believe that paid representatives of political pressure groups in Wash- 
ington represent public opinion or the majority opinion of veterans regarding 
medical care. 

We therefore resolve to continue to do our best to improve the care of service- 
connected disabilities and encourage freedom of choice of physicians and hospitals 
for this group. 

We also resolve to continue to educate our fellow citizens in every way possible 
regarding Federal medical care which is below standard, excessively expensive, 
and unnecessary. 


VETERANS’ ADMINISTRATION, 
Washington, D. C., December 28, 1956. 


Cuier Mepicat Directror’s Lerrer No. 56-48 


To: Managers, all VA hospitals, regional offices with medical activi- 
ties, centers, domiciliaries, Veterans’ Benefits Office, Washington, 
D. C., director, Outpatient Clinic, Boston, Mass., and area medical 
directors. 

Subject: Clarification of paragraphs 2 and 7, VA Circular No. 11, 

November 4, 1953. 

Inquiries received in this office with respect to the provisions 
of subject issue indicate a need for clarification of the meaning of 
certain language used therein. To that end there is furnished below 
information which we believe may be helpful in understanding the 
provisions of that circular. 

2. Applicants for hospitalization who are required to complete the 
addendum as a part of the basic application should be advised prior 
to the time they complete the oath of inability to defray on VA 
Form 10-P-10 of the probable length of care, and an estimate of the 
cost of comparable hospital care in the community hospitals. Of 
necessity this can only be done following a medical examination to 
determine the need for hospital treatment. ‘This is not inconsistent 
with that part of paragraph 7 of the circular which prescribes that 
‘“‘All other applicants for hospitalization or domiciliary care will be 
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required to complete the addendum before a determination of medical 
entitlement is made.”’ This language should be interpreted as permit- 
ting the examination of otherwise eligible veterans on completion of 
items 28E through 28] of the addendum. The signature to the adden- 
dum should be accomplished by the applicant at the same time he 
attests under oath on VA Form 10—P-10 that he is unable to defray 
he necessary expenses of hospitalization. 

3. Consistent with the last sentence of paragraph 7, veterans who 
are admitted as emergent should not be requested to execute VA Form 
10-P-10 or the addendum. These forms should, however, be com- 
pleted by such veterans as soon as the emergency has terminated and/ 
or at such time as the veteran recovers his faculties and is aware of the 
significance of his actions in this regard. If at that time the veteran 
is not willing to state that he is financially unable to defray the cost of 
hospital care on the basis of the estimates furnished, he should be 
considered as having been admitted for humanitarian reasons rather 
than as a beneficiary of the Veterans’ Administration. In such cases 
these patients should be discharged from the hospital as soon as the 
emergency terminates and billed for their care in the same manner as 
any other ineligible person consistent with the provisions of Interim 
Issue 10-382, dated December 4, 1956. 

Roy A. Wotrorp, M. D., 
Deputy Chief Medical Director. 


VETERANS’ ADMINISTRATION, 
DrPARTMENT OF MEDICINE AND SURGERY, 
Washington 25, D. C., May 29, 1957. 


INTERIM IssuE 10—424 


A. Basic administrative issue affected 
Interim issue 10-424. 
B. Other administrative issues affected 
Circular 11, dated November 4, 1953, Purpose and Use of the 
Adddendum to VA Form 10—P-—10; Interim Issue 10-209 dated 
June 14, 1955; and Chief Medical Director’s Letter No. 56-48 dated 
December 28, 1956. 
Reason for issue 
To provide a uniform procedure for informing certain patients 
hospitalized in a VA hospital for treatment of an occupational injury 
or disease, incurred as the result of their employment, of their entitle- 
ment to necessary medical and hospital treatment at no expense to 
themselves under some form of industrial accident insurance coverage 
provided by their employer or under a workmen’s compensation 
statute or law. 
To prescribe the action to be taken by the VA hospital on receipt 
of documentary evidence indicating eligibility for full medical care or 
treatment elsewhere. 






A aR SANRIO eee am Rn Nemec mt er NUR Oe OR SE em 


1 Facet nsSNPs, Se se Ale 4 


ce ATR Is sem 42) Sen 





3968 VETERANS’ ADMINISTRATION HOSPITALS 


D. Test of issue 


1. Applicability—The provisions of this issue are applicable to 
veterans hospitalized under VA Regulations 6047 (D) (1) through (4) 
for treatment of a condition resulting from an occupational injury,or 
disease. 

2. General.—Veterans who are admitted to VA hospitals for treat- 
ment of an occupational injury or disease incurred in or as the result 
of their employment and who are eatitled to necessary medical and 
hospital treatment elsewhere at no expense to themselves by reason 
of some form of industrial insurance coverage provided by their 
employer or under a workman’s compensation ‘statute or law will be 
so informed upon receipt of such notice in the hospital. These 
patients will then be requested to review their statement of inability 
to defray the expenses of hospital care and if medically feasible to 
voluntarily arrange for necessary treatment elsewhere. If such vet- 
erans do not voluntarily agree to make these arrangements, they will 
be advised that in view of the additional pertinent information, it 
will be necessary under current instructlons to refer their file to the 
central office under the provisions of Interim issue 10-209. This issue 
is directed at these patients in the hope that when the additional 
factual information referred to above is brought to their attention, 
they will voluntarily agree to remove themselves from the VA hospital 
to take advantage of the medical care which is available to them 
elsewhere at no additional expense to themselves. 


3. Procedure.— 


(a) Action to be taken on receipt of notice or knowledge that 
a patient hospitalized under the provisions of VA Regulation 
6047 (D) (1) through (4) is potentially entitled to treatment 
elsewhere at no expense to himself. 

(1) If in response to the release of notice of hospitaliza- 
tion prescribed in interim issue 10-424 (collection of re- 
imbursable insurance benefits) or on receipt of information 
from any other source that a patient has been hospitalized 
for treatment of an occupational injury or disease, the 
following action will be taken. 

(a) If notice of hospitalization has not been released 
to the patient’s employer, VA form letter 10-98 should 
be completed as prescribed in interim issue 10-424 and 
there will be added the tollowing statement: “If this 
patient is entitled at no expense to himself to necessary 
medical and hospital treatment for the condition or 
injury mentioned above by reason of statutory, con- 
tractual, or other relationships as a condition of em- 
ployment with your organization and we are advised 
to that effect, we shall upon receipt of such advice 
request this patient to avail himself of care elsewhere 
as soon as he can be discharged from this hospital 
without endangering his life or limb.’’ This notice of 
hospitalization should be released by the most expedi- 
tious means of communication available, taking into 
consideration such factors as distance and the time 
element involved. 

(6) If notice of hospitalization has been released 
without the additional paragraph referred to above, a 
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supplemental letter should be addressed to the em- 
ployer incorporating the substance of the paragraph 
referred to in (a@) above. Under these circumstances, 
the supplemental letter should make reference to the 
earlier letter released by the hospital. 

(b) Action to be taken on receipt of a reply to form letter 
10-98, notice of hospitalization, or the supplement thereto. 

(1) Replies from employers who disclaim liability in part 
or in full for any reason for the cost of medical care being 
furnished to the hospitalized patient will be processed as 
provided in the current directive (interim issue 10-424) on 
this subject. 

(2) Replies from employers who admit liability and indi- 
cate that the patient is eligible for necessary medical and 
hospital treatment at no expense to the patient will be 
attached to the patient’s correspondence folder and the en- 
tire file routed for review to the manager. If it is determined 
that the patient is entitled at no expense to himself to treat- 
ment of his condition in another hospital, this matter should 
be discussed with the patient concerned. In such cases the 
patient will be advised that in view of his entitlement to 
complete medical care elsewhere he should now reconsider 
the statement which he furnished under “oath” at the time 
of admission that he was unable to defray the cost of neces- 
sary hospitalization. He should also be advised that under 
these circumstances it would be appropriate for him to ser- 
iously consider obtaining treatment for his condition else- 
where. If the veteran agrees to this discharge from the 
hospital, it will be accomplished only when there is no danger 
to the life or limb of the patient. 

(3) When the veteran refused to leave tine VA hospital 
under the circumstances mentioned above, it will be neces- 
sary to advise him that in view of the receipt of the addi- 
tional data which now indicates that he has medical coverage 
elsewhere, the hospital has no alternative but to refer his 
file to the central office under the provisions of interim issue 
10-209 for such consideration as they deem appropriate 
under these changed circumstances. He will be advised 
further that his refusal will be made a part of his record. 

(c) Action to be taken by management when an eligible patient 
refuses to avail himself of the medical care to which he is entitled 
elsewhere at no expense to himself. 

The pertinent records of any patient comprehended by this 
issue who refuses to leave the VA hospital after being informed, 
as provided in this issue, of his entitlement to full medical care 
elsewhere, will be promptly submitted to central office pursuant 
to_the provisions of interim issue 10-209. 


Roy A. Wotrorp, M. D., 
Deputy Chief Medical Director. 
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VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., May 3, 1957. 


InreRIM IssuE 10-424 


A. Basic administrative issue affected 
D. M. and 8. Manual M-1, part 1, chapter 4 (not yet published). 


B. Other administrative issues affected 
None. 


C. Reason for issue 

1. To revise current procedure for billing for services furnished to 
veterans who are hospitalized for treatment of a condition not at- 
tributable to military or naval service, and who may be entitled to 
hospital care or medical or surgical treatment or to reimbursement for 
all or part of the cost thereof, by reason of statutory, contractual, or 
other relationships with third parties, including those liable for dam- 
ages by reason of negligence or other legal wrong. 

2. To insure that appropriate charges are made consistent with the 
services rendered by the VA for which the third parties are or will 
become liable. 

3. To discontinue the current practice of routinely billing for each 
item of service furnished and to limit the maximum amount to be 
collected to a sum equal to the hospital’s per diem cost times the 
number of days of inpatient care furnished. 

4. To provide an alternate billing procedure to that prescribed in 3 
above when the insurers, companies, or plans referred to in 1 above 
insist on a detailed listing of the charges for each of the services fur- 
nished before reimbursement is made to the Veterans’ Administra- 
tion. 


D. Text of issue 


1. Applicability and extent of charges: 

(a) Applicability —The provisions of this interim issue are ap- 
plicable to veterans hospitalized under VA Regulation 6047 (C) 
or (D) who are within the purview of paragraph C-1 above. 

(b) Exclusions—The provisions of this interim issue are not 
applicable to— 

(1) Persons hospitalized at the request of any agency of 
the Federal Government other than the VA. 

(2) Persons pursuing a course of vocational training 
authorized under Public Law 16, 78th Congress, and Public 
Law 894, 8ist Congress, both laws as amended, who are in 
need of treatment to avoid interruption of such training. 

(3) Amounts payable to the patient because of injury or 
illness, or hospital or medical care, if such amounts are pay- 
able irrespective of cost to the patient (often called “indem- 
nity’); as distinguished from liability for reimbursement 
only, or liability or payment to the hospital, but not the 
patient. 

2. General: 

(a) The registrar of each VA hospital and the administrative 

officer of each regional office Medical Division or clinic will— 
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(1) Obtain a properly executed VA Form 10-2381: Power 
of Attorney and Agreement, prepared in duplicate. 

(2) Obtain from the veteran or other suitable source 
information which identifies the third party who may be 
liable for damages by reason of negligence or other Leal 
wrong, or information which identifies the insurer, employer, 
or group insurance plan, etc., concerned. 

(3) Prepare in quadruplicate a statement of charges for 
services rendered, as prescribed below. 

(6) Fiscal officers in VA hospitals, regional offices, and centers 
are responsible for transmitting the power of attorney and agree- 
ment and charges to such addressees as are furnished by the 
registrar or the administrative officer, and for necessary followup 
to effect collection of amounts believed to be due the Veterans’ 
Administration. 

. Definitions: 

(a) Room and board.—As used herein, means bed and meals 
(including special diets), laundry service, ordinary medications, 
and routine nursing care. 

(6) Beneficiaries.—As used herein, means persons hospitalized 
by the VA for treatment of non-service-connected disabilities, 
who it is believed may be entitled to hospital care and medical or 
surgical treatment as an incident thereof, or to either, or to 
reimbursement for all or part of the cost thereof, by reason of 
statutory, contractual, or other relationships with third parties, 
including those liable to the injured party for damages by reason 
of negligence or other legal wrong. 

(c) The words “by reason of statutory or contractual relation- 
ship” as used herein include, but are not limited to (1) member- 
ship in a union, fraternal, or other organization, (2) rights under 
a group hospitalization plan, or under any insurance contract or 
plan which provides for payment or reimbursement for all or part 
of the cost of hospital care, or of medical or surgical treatment, 
incident to hospitalization or otherwise, and conditions the 
obligation of the insurer or other obligor to pay upon either 
payment, or incurrence of liability, by the person covered, (3) 
workmen’s compensation or employers’ liability statutes, State 
or Federal, (4) Rights to maintenance and cure in admiralty, etc. 

(d) Agencies.—As used herein, unless otherwise indicated, 
refers to agencies other than agencies of the United States 
Government. 

. Procedure: 

(a) Obtaining the power of attorney and agreement.—At the time 
of admission of a veteran, who on the basis of available data, i. e., 
VA Form 10-P-10, etc., it is believed may be entitled to hospital 
or medical or surgical care, as an incident of hospitalization or 
otherwise, or to reimbursement for all or part of the cost thereof, 
by reason of statutory, contractual, or other relationships with 
third parties, including those liable for damages by reason of 
negligence or other legal wrong, such veteran will be requested to 
execute VA Form 10-2381, Power of Attorney and Agreement, in 
duplicate. The purpose and effect of the assignment will be fully 
and carefully explained to the veteran at this time. In cases of 
refusal to execute the power of attorney and agreement, the 
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veteran will be advised that he will be billed for the cost of such 
hospitalization and payment therefor will be expected equal to 
the amount for which third parties are, or will become, liable. 
Completed VA Forms 10-2381 will be filed in the patient’s 
correspondence folders. 

(b) Release of notice of hospitalization— 

(1) Upon receipt by the billing clerk of a patient’s cor- 
respondence folder indicating potential right to collect such 
charges, a control card will be prepared listing the veteran’s 
name, register number, date of hospitalization, the name 
and address of the insurer or third party who may reimburse 
the VA for the cost of such treatment, and other allied infor- 
mation. Within 24 hours following admission, or as soon 
thereafter as feasible, FL 10-98, notice of hospitalization 
will be completed in duplicate and the original forwarded 
promptly to the employer, insurer, party, or other parties 
believed to be liable, whichever is appropriate, over the 
signature of the registrar. The copy of FL 10-98 will be 
filed in the patient’s correspondence folder. The date of 
release of the FL 10-98 will be posted on the control card. 

(2) The patient’s correspondence folder will thereafter 
be processed in the same manner as for a regular admission. 

5. Billing: 

(a) Short-term hosyitalization.—Charges for services rendered 
will be prepared and released immediately following disposition 
of the patient if hospitalized 30 days or less. 

(b) Long-term hospitalization.—Charges for services rendered 
to patients hospitalized in excess of 30 days will be prepared and 
released for each period of 30 days of continuous hospitalization 
and for the remaining period to date of discharge. 

(c) Limitations— 

(1) Authorized periods of leave of absence shall not be 
included as days of hospitalization. 

(2) Charges will not be made for: 

(a) Ward visits by staff physicians or the supporting 
attendings or consultants under any circumstances, 

(6) Routine medical and clinical examinations to 
determine need for hospitalization, 

(c) Hospitalization for a period of less than 18 
hours’ duration. 

(3) Following receipt of advice from a chief attorney that 
the party billed is not liable or that collection is impossible or 
impracticable, or will not be further pursued, no further bills 
asserting a claim against such party will be made. 

(4) No bills will be prepared against a particular insurer 
in future cases if (a) the chief attorney shall have, therefore, 
advised in writing in some other case that the particular form 
of contract, hospital plan, etc., of the named insurer does not 
obligate it to pay for hospitalization or medical or surgical 
care supplied by VA and (b) the form of contract held by 
such other patient or patients is identical with that involved 
in said advice. Personnel are cautioned not to act upon the 
assumption that all contracts of the same insurer contain 
identical or similar language or have the same effect. 
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6. Rates to be charge 

(a) Charges will be be made on the basis of the number of days of 
hospitalization times the hospital’s planned annual per diem cost 
as recorded on VA Form 4563a: Annual Budget Program, for 
the period during which the patient received care. Since this 
cost represents an all-inclusive hospitalization rate, it will be 
unnecessary to list the specific items of service furnished. How- 
ever, should it be determined on the basis of experience under 
this revised procedure that the insurers comprehended by this 
issue insist on a detailed listing of services furnished and fees 
therefor, a list will be prepared. Fees for services rendered will 
be consistent with the following: 

(1) Current VA (catalog No. 5) Guide for Charges for 
Medical Services. 

(2) Fees to be determined by the directors of professional 
services or chief medical officers for medical, surgical, or 
clinical services not listed in catalog No. 5, provided, how- 
ever, that such fees for service will not exceed those custom- 
arily charged the general public in the community concerned 
for the same or similar service. 

(3) The board and room charge shall not exceed that 
customarily charged the general public in the community 
concerned for the same or similar services. 

(4) Customary local rate for ambulance service, if pro- 
vided by the VA. ; 

(5) Cost of any special nursing or other services or supplies 
not customarily included in room and board rates 

(6) When a detailed listing of services and fees is requested, 
the total charges to be accepted by the VA shall not exceed ‘ 
the amount which would have been charged had the billing : 
been prepared by using the planned per diem rate times the 
number of inpatient days in the hospital. Under both billing 
procedures the insurer will be informed that the maximum 
amount to be collected by the VA shall not exceed the hos- 
pital’s per diem rate times the number of inpatient days care 
furnished to the veteran. 

(7) Charges for services furnished VA beneficiaries in 
non-VA hospitals shall be consistent with the charges for 
which the VA is billed for such services. 

(b) Obtaining the clinical records and preparing the statement 
of charges for services rendered: 

(1) The billing clerk will prepare the statement of charges 
for services rendered. 

(2) The original and 2 copies of the statement of charges 
and 1 copy of the signed VA Form 10-2381 will be forwarded 
promptly to the fiscal officer. 

(3) The remaining copy of the statement of charges and 
the signed VA Form 10-2381 will be filed in the patient’s 
correspondence folder. 

(c) Action upon receipt of notice of a collection received: 

(1) Upon receipt of notice from the fiscal officer indicating 
collection received of a smaller amount than the bill which : 
was rendered, it may be considered as payment in full unless 
available information indicates that by reason of the assign- 
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ment an additional sum is properly due the VA. The | 
Registrar, on the basis of available records or experience in | 
similar cases, will determine whether a supplemental billing 

is in order. It it appears that there is a legal question 
involved, advice of the Chief Attorney will be sought in | 
accordance with the governing regulation. When it has 

been determined that a supplemental bill is in order a 
supplemental bill will be processed in the same manner as 
the original bill. 

(2) Notice of collections which indicate payment in part 
or payment in full will be filed in the patient’s correspondence 
folder. 

(d) Action by the fiscal division: 

(1) Upon receipt of the statement of charges, and the 
signed copy of VA Form 10-2381, the fiscal division will 
initiate in duplicate FL 4-215, transmitting statement of 
charges to insurance companies, etc. The transmittal letter 
signed by the fiscal officer, together with the original and 
one copy of the statement of charges, and the copy of the 
power of attorney and agreement will be simultaneously 
forwarded to the addressee. The carbon copy of the trans- 
mittal letter, with the remaining copy of statement of charges 
will be suspended. 

(2) Follow-up procedure: 

(a) If, within 60 days from the date the original state- 
ment of charges is saloiial to the employer or the in- 
surance company, etc., a reply is not received, the 
fiscal division will prepare and release FL 4-216. 

(6) If, within 30 days of the date of release of the first 
letter, the insurer or other party has not replied, a 
second (follow-up) letter will be released. At the end 
of an additional 30-day period, if the party billed has 
continued to ignore the statement of charges and the 
follow-up form letter, the entire file will be assembled 
and, with a covering letter, transmitted by the Fiscal 
Division to the Chief Attorney in the area for such action 
as he deems appropriate. 

(3) Reimbursement: 

(a) Full reimbursement.—Upon receipt of payment 
from the insurance company (or other party) of the full 
amount as shown on the statement of charges for services 
rendered, the agent cashier will take the following 
action: 

1. Obtain from the suspense file the retained copy 
of the statement of charges and copies of corre- 
spondence attached. 

2. Issue field service receipt, VA Form 1027, 
completed to show the name and register number 
of the veteran concerned and the period of 
hospitalization involved. 

3. Attach a copy of VA Form 1027 to related 
statement of charges and forward it, with the copies 
of correspondence attached, to the Registrar 
Division. 
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(b) Partial reimbursement.—Payment by the insur- 
ance company (or other individual or organization con- 
cerned) of an amount which is claimed to be the full 
amount under the terms of the applicable insurance 
policy or other agreement will be accepted by the agent 
cashier as discharging the obligation, except when in 
the opinion of the Registrar Division or the Office of 
the Chief Attorney additional moneys are collectible. 
Not more than one followup letter will be dispatched 
by the Fiscal Division with respect to a supplemental 
bill. Collections resulting from initial partial reimburse- 
ments or supplemental billings will be processed by the 
agent cashier, as provided in subparagraph (a) above. 

7. Responsibility of chief medical officers:'! Statement of charges 
for services furnished as a beneficiary of the VA in non-VA hospitals 
will be prepared by medical administrative personnel from records 
furnished by such non-VA hospitals. Under no circumstances are 
non-VA hospitals to be requested to assume any of the duties enumer- 
ated herein for VA personnel. 

8. Determination of legal questions: Legal questions arising as the 
result of this issue will be referred for determination to the chief 
attorney of the regional office having jurisdiction over the area in 
which the VA hospital or office is located. 

9. Rescission: VA Technical Bulletin TB10A-306. 


Wriitam S. Mipp.eton, M. D., 
Chief Medical Director. 

The Cuarrman. Mr. Administrator, before we start, I would like 
to mention one thing. In the last 12 years that I have been on this 
committee, last week was the first time I ever heard partisan politics 
mentioned in connection with veterans’ affairs. The charges made 
were that when you opened the hospital beds in Florida that you 
first notified Mr. Cramer and, after he had had time to notify the 
newspapers, you then notified the Democratic Members from Florida; 
is that correct? 

Mr. Wuirtier. Mr. Chairman, I believe that the Florida delegation 
was notified in order and the offices were called. 

I presume the offices were called, as all offices are called, and noti- 
fications are made. 

The CuHarrMan. You don’t know. 

Mr. Wuirttrer. I think Mr. Hood, who is the public-relations man 
is here, and he can tell you in what order he called them. 

The CuarrMan. Mr. Hood, since there seems to be a considerable 
unhappiness over this thing, would you tell us? 

Mr. Hoop. Mr. Chairman, I am Frank Hood. My recollection is 
that Mr. Cramer was called first and the two Senators were called. 
I don’t remember in which order, but I think the Senator from Miami, 
since one of the hospitals was there, and the member of the Veterans’ 
Affairs Committee was next on the list for Florida, and the rest of 
them were just called by districts. 

The CuHarrMAN. Do you have any idea of the difference in time 
when they were notified? 

Mr. Hoop. No; except it was pretty close. The ones that I called 
were just bang, bang, bang. 


1 See Veterans’ Administration Regulation 6031. 
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The CHarrmMan. The information that came to me was that there 
was a considerable time differential between the time when Mr. Cramer 
was notified and other Members were notified. You don’t think that 
is true? 

Mr. Hoop. Well, I don’t know, sir; I didn’t talk to Mr. Cramer. 

The CuarrMan. Could you tell us something about how you arrived 
at the notification of the people? 

— Wuirtrer. Perhaps, Mr. Chairman, I could address myself 
to this. 

In the notification there would be an order of priority. The order 
of priority would usually be the Senators and then the Members of the 
House. It would have to do with what districts were involved. I 
think probably one of the governing factors would be the amount of 
interest that had been shown. 

I think that probably Congressman Cramer was in touch, not only 
with my office, but with the White House and the Bureau of the 
Budget regularly, almost every hour on the hour on that matter. 

The Cuarrman. Mr. Administrator, you know this committee has 
expressed a considerable interest in hospital beds. The committee 
has never been officially notified of the opening of these beds. 

Mr. Hatey. I might say, Mr. Chairman, that I, myself, a member 
of this committee, am from Florida, have been quite interested in this 
and I want to thank the chairman for bringing this matter up. I 
had intended to do it myself. My office was notified on July 7 at 
approximately 4:30 in the afternoon, and they were informed at that 
time that the calls had gone to the two Senators, Mr. Cramer and 
Mr. Fascell, and that other Members of the Florida delegation would 
be called afterward. 

I was never able to find out at what time Mr. Cramer was notified, 
but certainly he was notified in ample time to make the afternoon 
newspapers, which I presume in Florida, as in most every other place, 
the deadline would be approximately 11 o’clock in the morning. 

Mr. Wuarrrier. Mr. Chairman, if I may, I think the notification 
was dependent upon the time the President signed it, and my memory 
is it was in the afternoon. However, may I suggest this: When I 
came to Washington I discovered very early that this committee and 
its chairman treated veterans’ affairs in about as nonpartisan and 
nonpolitical a sense as it could possibly be. I think it has been an 
excellent and splendid thing for the veterans of America that a non- 
partisan and nonpolitical approach had been taken in this matter, 
and the day I was appointed I said in my very first statement, that 
insofar as I was concerned I accepted this appointment in that attitude, 
and as far as I was concerned it would be handled both nonpolitically 
and nonpartisanly and I have not appeared on a political platform 
nor have I been involved or made any statements that could be inter- 
preted as partisan or political and I think the members of the com- 
mittee and chairman will agree that in any dealings they have had 
with me directly, that has been the approach, and I should be 
distressed, sir, if anything were introduced that marred that approach, 
because I think it is too important to the veterans of the Nation. 

The CuatrMan. This committee reported out 11 bills one day 
last week and I think 7 of them were sponsored by Republican 
Members. The authors of the bills were not concerned except in 
one case where a Democrat didn’t have an opponent deferred to a 
Republican who did. 
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I hope that is your attitude. There could be no greater disservice 
done the veterans’ program than to have it become a political issue. 
It won’t in this committee. I can get a unanimous vote that it has 
not been political here. If records had been kept, they would bear 
this out. 

Mr. Wurirtier. The Administrator of Veterans’ Affairs would not 
only be pleased, but proud to go before any veterans’ convention, 
the American Legion, saying that the Democratic chairman of this 
committee, and the lady from Massachusetts, Mrs. Rogers, certainly 
have handled the veterans’ affairs with an attitude that has been 
nonpartisan and nonpolitical. 

The CHAarRMAN. You are aware the chairman was never notified 
until way late in the afternoon—— 

Mr. Wuirtier. I am not aware of that, sir. 

The CHarrMan. The chairman was informally notified way late 
in the afternoon, but officially, the committee has never been notified. 

Mr. Wuiriter. If that is true, sir, let me please stress to you my 
profound apologies and assure you that I will do everything in my 
power to see that that does not occur again. 

Mr. Kearney. Mr. Chairman, if I may, please, that is what I 
wanted to bring out through the administrator, the question as to 
whether or not the chairman of this committee had been notified, and 
I will say further that having served on this committee for 16 years, 
to my knowledge in no one session during all the years I have served 
has there been any suggestions of partisanship and polities, and | 
would hate to see it brought up at this particular time. 

I do think it is unfortunate that the chairman of the committee, 
having charge of these bills, was notified so late in the afternoon. 

The CuarrmMan. All members of the committee are familar with 
the letters that went back and forth between the White House and the 
Administrator of Veterans’ Affairs. Mr. Administrator, I suggest 
that we start with the letter which we sent to you which all members 
have, and will find on page 35 of Committee Print No. 222, and take 
each point, point by point, and let you give us your answ er and then 
let the members ask questions on those particular points. 

In that way, it will give our hearings some continuity that will 
develop each point as we go along. 

Mr. Warrrier. Mr. Chairman, if I may, I agree that your approach 
is a very wise one, and, anticipating that, that would be our approach. 
| have bothered to put on charts the points from both the letters and 
I have those letters here. 

This is the committee’s first letter and I should be delighted to go 
along and check them off. This is the second letter. 

Now, if you will forgive me, I have changed the order only slightly 
in order to combine, for purposes of clarity and convenience, some of 
the questions that have been asked. 

In addition to that, Mr. Chairman, I have written all of the answers. 
I have printed them in a book which I think is available to you, and 
a copy should be in the hands of every member, and with your per- 
mission, sir, I should like to start on page 20, and incidentally, the 
print we have given you includes your original letter to the Preside ont, 
ert President’s reply, the Administrator’s reply, and then your second 
etter. 











3978 VETERANS’ ADMINISTRATION HOSPITALS 


It has also a copy of these charts which I shall mark off as we go 
along. It is on page 20. With your indulgence, sir, I might begin. 
The CuarrMan. Go right ahead. 


STATEMENT OF HON. SUMNER G. WHITTIER, ADMINISTRATOR OF 
VETERANS’ AFFAIRS; ACCOMPANIED BY DR. WILLIAM MIDDLE- 
TON, DR. IRVING COHEN, DAN ROSEN, AND ROBERT LAMPHERE 


Mr. Wuirtier. I am delighted to have this opportunity to appear 
before this committee because there are few subjects of greater im- 
portance to the Veterans’ Administration, to the Congress, and to 
the veterans than the matter of hospitalization, and I can think of no 
better way than a free and open discussion to obtain the answers to 
these difficult questions, that have plagued the Congress and the 
Veterans’ Administration since World War I. 

I would like to assure the chairman and the members of this com- 
mittee that not only do we welcome this opportunity to discuss this 
freely and openly but that we will make available to them all of our 
people, our records, and studies on the subject. 

I make this basic asumption: In this room is a group of elected 
officials, appointed officials, career officials, all men and women of 
good will trying to find a proper answer to the major question, How 
can we best provide proper medical and hospital care to the veterans 
of our Nation who deserve it and how can we define who the deserving 
are? 

In order to make sure that I answer fully and completely every 
question asked in the two letters sent by this committee to the 
President and the Veterans’ Administration, I have carefully listed 
each one and numbered them. 

In hope that I can be able the more clearly to explain the answers 
I bave changed the order of presentation a little just to combine 
similar items, but prior to each answer I shall quote the chairman’s 
original question. 

Basic QuESTIONS 


When I have completed the roster of specific queries I should like 
to address myself, if I may, to a larger question raised by the final 
paragraphs of Mr. Teague’s letter to the President and made of more 
acute interest by the copy of the study sent to this committee by the 
Chief Executive. 

That question is: In the light of present knowledge, present studies 
and projections for the future, what policy of hospitalization for the 
Nation’s veterans, service connected and nonservice connected, should 
be adopted by the administration, the Congress and the Veterans’ 
Administration? 

Further, should that policy be based on bills drafted for considera- 
tion by this committee which, if enacted, would direct the Administra- 
tor to provide medical care to veterans based on the operation of a 
specific number of beds. 

In addition, this committee has sent to the Veterans’ Administra- 
tion a long list of further and searching questions which deserve 
answers I shall attempt to give. 

With the permission of the chairman and members of the committee, 
I should like to answer these first with a more or less general state- 
ment and then answer each question specifically. 
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If out of my knowledge and experience I cannot answer them— 
because I confess to you I have been Administrator for only 7 months— 
I am backed up by many capable men of stature and dedication and 
I am pleased to have them here available to you. 


History oF PoLicy AND THE NATURE OF THE PROBLEM 


The problem with which we wrestle here today is not new. 

It will be of interest to you to know that what I say here this 
morning has been said in almost the same language by every Admin- 
istrator without exception for the full 40 years of Veterans’ Adminis- 
tration existence, for each Administrator in his turn has had to wrestle 
rather unhappily with the same question. 

What is the problem, and the nature of the problem? 

Simply this—what is policy—exactly? as it concerns the admission 
to Veterans’ Administration hospitals of veterans with non-service- 
connected disabilities? 

HISTORY 


Let me quickly trace the history of the current policy: 

In March 1934 Congress passed, over the President’s veto, a law 
permitting treatment of any non-service-connected illness where the 
veteran was unable to pay the expenses. This is basically the present 
law. 

In 1943 Congress extended medical and hospital benefits to World 
War II veterans. During the following 3 years, plans were made 
and laws were passed authorizing construction facilities amounting 
to about one-half billion dollars. 


PRESENT LAW 


Both letters from this Committee on Veterans’ Affairs, the one to. 
the President and the one to the Administrator, clearly outline the 
ground rules under which the Veterans’ Administration is operated. 

Let me quote: 


* * * the law establishes the policy that the Administrator of Veterans’ 
Affairs, within the limits of Veterans’ Administration facilities, may furnish 
hospital care, which he determines is needed, to * * * veterans with non-service~ 
connected disabilities who are unable to defray the cost of necessary hospital 
care, 


Notice, too, while we are quoting that the sentence does not say 
must or shall, but may, although this is, at the moment, not the 
fundamental difficulty. 

CAUSES CONFUSION 


This apparently simple statement has led to considerable confusion. 
debate, and misunderstanding. This very meeting today is evidence 
of the amount of misunderstanding that can arise among sincere and 
earnest people all dedicated to the common cause of serving the 
veterans of our Nation. 

Why? 

Largely because of what the policy as stated does not say. 

For example, it does not say that the Veterans’ Administration 
will take care of all non-service-connected disabled veterans who need 
hospitalization. 
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The policy does not say that the Veterans’ Administration will take 
care of a specific number of needy non-service-connected veterans. 
It does not say the Veterans’ Administration will take care of a 
specific percentage of them in relation to— 
(a) the entire population by nation or by area; or 
(6) to the entire veteran population; or 
(c) in relation to the total number of nonservice connected 
who are eligible; or 
(d) a percentage in relation to the number of service-connected 
disabled in the hospitals. 
I mention these possibilities only because at one time or another 
some such solutions have been suggested. 
What the law says is that the Veterans’ Administration will first 
take care of all veterans with service-connected disabilities. 


HOW DO YOU DETERMINE AVAILABLE FACILITIES 


It assumes then that a certain number of beds will be left between 
the total used by these service-connected veterans and the total 
number of beds that remain in the entire system. The number of 
beds remaining after the service connected are all cared for are the 
ones defined in the policy statement as “available facilities.”’ 

But it does not tell us how to measure those ‘available facilities,” 
and as I shall point out as I go along ‘‘available facilities’ can be a 
rather fluid and floating target for even the most accurate and earnest 
of marksmen, as every one of my predecessors has found as he tried 
to focus his aim on that moving sight and target. 

rt e - - - - . 2 

This law does not say how many hospitals or how many beds shall 
be constructed after the service connected have been taken care of, 
or whether the Veterans’ Administration shall continue to build 
facilities just for the nonservice connected who would be eligible. 

It does not break the number of non-service-connected veterans the 
Veterans’ Administration shall care for into categories, such as 
tuberculosis or NP or general medical and surgical cases. 

And, if the Federal Government is not to take care of all needy 
veterans with non-service-connected disabilities, then what layer of 
government is? There are no guidelines to say whether it should be 
State or county or municipal. 


PAST ADMINISTRATORS ASK FOR POLICY 


In a moment I shall point out some further difficulties when defining 
the terms that are essential to describe all Veterans’ Administration 
‘available facilities,’ but first let me review a few statements on 
policy from the abler men who preceded me in this important position. 


GEN. OMAR BRADLEY 


Gen. Omar Bradley, the then Administrator, appeared before the 
House Appropriations Committee in 1947 to report on a pending bill 
for the construction of 14 hospitals. He noted that in 1924 Congress 
had authorized treatment of non-service-connected cases because 
there was a surplus of beds and that since that time Congress had 
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authorized further construction apparently for non-service-connected 
cases. He stated: 


It seems to me that sooner or later Congress is going to have to pass a law to 
guide the Administrator of Veterans’ Affairs in the type of cases he will have to 


hospitalize. 
To date this has not been done. 

In 1949 President Truman advised Congress the building program 
which would provide 152,000 beds would result in serious overbuilding. 
Therefore, he cut the authorized beds to 136,000 at a saving of $237 
million. 


GEN. CARL GRAY 


In May of 1949 the Senate Committee on Labor and Public Welfare 
investigated the proposed curtailment of the hospital building pro- 
gram. In its report the committee states: 

It is significant that the Veterans’ Administration does not consider itself 
responsible for determining the total number of hospital beds for veterans care. 
General Gray indicated in his opinion the determination is a responsibility of the 


Congress. Determination of the number of hospital beds necessarily stems out 
of national policy governing such hospitalization. 


BUDGET BUREAU BLAMED 


The House rejected the reduction proposed by President Truman, 
but it is very interesting to observe that, even as this. committee of 
Congress is today directing its heaviest salvos for any possible reduc- 
tion in the current program at the Bureau of the Budget, so in that 
day that Congress was firing its torpedoes in exactly the same 
direction, for it noted— 
the committee (Appropriations) is of the opinion that this reduction of program 
originated in the Bureau of the Budget and, perhaps was not thoroughly 
considered. 

In 1950 and 1951 the House passed bills directing the Veterans’ 
Administration to proceed with the construction of the 16,000 beds 
deleted by President Truman. Both bills failed to pass the Senate. 

Since 1950 the treatment of non-service-connected cases and the 
establishment of a clear policy in this area have been the subject of 
discussion by the Appropriations Committee, committees appointed 
by the President, and Veterans’ Administration officials appearing 
before Congress. But still no definite published policy has been 
established. 

MR. HARVEY HIGLEY 


Just before my appointment my immediate predecessor, Mr. 
Harvey Higley, was saying in a widely quoted speech delivered to 
the American Legion convention in Atlantic City in September last 
year: 

I need your help in another matter. I need it to establish an official or legis- 
lative policy on VA hospitalization. This, I have been seeking for many months. 
So long as a definite policv is lacking, requests for new and additional beds will 
receive little if any consideration. The question—‘‘Whose problem is this?’”’— 
should be answered. I contend that now is the time to lay down adefinite policy. 

Every Administrator of Veterans’ Affairs—General Hines, General 
Gray, General Bradley, and Mr. Higley—has stood before the 
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Congress and said exactly the same thing in regard to hospitalization 
for non-service-connected veterans who are unable to pay. 


PRESENT ADMINISTRATOR SUMNER WHITTIER 


For many years the policy has remained unchanged fundamentally, 
and we of the Veterans’ Administration in 1958 come here today to 
repeat what all of my predecessors have said: 

A clear statement of policy now, answering the questions now left 
unanswered, would dispel many of the dark clouds of confusion and 
misunderstanding, would make operations among the different 
departments of Government and the Congress a more efficiently 
functioning effort, and give to the Administrator of Veterans’ Affairs 
a happier and smoother highway to follow as he seeks to carry out the 
will of Congress and people in caring for the disabled and 
needy veterans of this Republic. 


DEFINITIONS 

I. Rated bed capacity. 

II. Operating bed capacity. 

1954: Congress tied appropriations to this figure. 

III. Unavailable beds. 

1. Not required to meet current operating plan. 
2. Beds in process of activation. 

3. Construction and maintenance. 

4. Difficult to recruit personnel. 

IV. Average daily patient load, or ADPL. 

The CuartrMan. Mr. Administrator, the Congress created a certain 
number of hospital beds and the Congress gave you authority to 
hospitalize service-connected and non-service-connected. 

Before this hearing is over, I want you to tell this committee what 
we would have to put into law or to pass that would indicate to vou 
that those beds that had been created and built would be used to the 
fullest extent possible. 

Mr. Wuirtier. Mr. Chairman, nothing would give me greater 
pleasure than to at least attempt to do that, and I shall. 

The CuatrMAn. You have quoted Mr. Higley. I wish you would 
put all of his speech in at Atlantic City where he recommended 
1,000 beds in Gainesville, Fla. 

Mr. Wuirtier. I have brought a copy of his text with me and shall 
be glad to do that. 

(The information follows :) 


Text or Remarks By Hon. Harvey V. Hiaiey, ADMINISTRATOR OF VETERANS’ 
AFFAIRS, BEFORE THE 39TH ANNUAL CONVENTION OF THE AMERICAN LEGION, 
At.Lantic City, N. J., SEPTEMBER 17, 1957 


I wonder how many of us have experienced the sharp realization that the 
world of veterans’ affairs has entered a new era? In this year 1957—12 years 
after World War II, 5 years after the fighting subsided in Korea—the Nation’s 
feelings of obligation and gratitude toward veterans seems to have lessened to a 
noticeable degree. 

A mere decade ago, there were few who would challenge the legislation, in 
effect since 1924, which provides that a veteran with a non-service-connected 
disability has the right to enter a VA hospital if he cannot pay for the care else- 
where and if VA has a bed available. 

Yet, during the past 3 years, public statements by certain individuals and 
responsible organizations have contended that the non-service-connected should 
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have no hospital benefits. SsSme medical men, who usually are keenly aware of 
the need for proper public relations, now apparently believe that the publie no 
longer is greatly concerned with the veteran and his problems. And so they no 
longer hesitate to attack medical care for veterans, with particular reference to 
those having non-service-connected disabilities. 

Only recently, a fundamental principle of much veterans’ legislation has been 
brought into question by a Commission which, after months of study, said this 
(and I quote from p. 139 of the published report of the Bradley Commission): 

“The provision of constructive and adequate readjustment benefits, as a rule, 
should discharge the Government’s obligation to war veterans who have no service- 
connected disability.’’ 

In effect, this statement means that the benefits of the GI bill complete the 
Government’s obligation to all veterans of World War II and Korea who have 
no established service-connected disabilities. Of course, veterans of World War I 
had no GI bill. 

I ask: Is this philosophy, quite contrary to laws on the books for many decades, 
to be today’s thinking? 

Also, recommendation No. 8 of the Hoover Commission report states, and 
I quote: 

“That veterans having service-connected disabilities, but making application 
for treatment of non-service-connected disabilities, be required to sign a statement 
of inability to pay (Form 10-P-10 and the addendum),”’ 

That would represent quite a departure from regulations which have been in 
effect since 1946. 

What is the answer to this changing attitude toward veterans’ benefits? To 
my mind, the answer to this problem requires the highest type of statesmanship 
on the part of all concerned with veterans’ affairs. 

The essential elements of veterans’ programs must be safeguarded. Weaknesses 
must be eliminated. We cannot afford to bury our heads in the sand and believe 
that everything is perfect—that these programs are sacred and therefore un- 
touchable. There always will be critics, but let’s not give them room for justifiable 
criticism, 

A case in point. The present review of claims by VA was made necessary by a 
report of the General Accounting Office (which, by the way, works for and reports 
to Congress), stating that its audit of one of our regional offices showed many 
serious errors in cases adjudicated shortly after World War II. 

The causes? (1) The tremendous load of cases, due to the rapid discharge of 
veterans, reaching 1 million a month for 6 months running. (2) Inexperienced, 
overworked VA staffs. (3) In sufficient evidence in support of claims. 

The GAO report dealt with an audit made between December 1952 and May 
1953. I became Administrator two months later, in July 1953, and it wasn’t 
until our House appropriations hearing in February 1954, over a year later, that 
I heard of the report. 

Once and for all, It me say to you that this claims review was not dreamed 
up by the Administration, the Bureau of the Budget, nor the Veterans’ Adminis- 
tration. It is not now, nor has it ever been, an economy measure. It has no 
ulterior motives whatsoever. Its only purpose is to make certain that veterans 
receive what they are legally entitled to—no more, no less—with decisions arrived 
at with human understanding and with an inflexible rule that all reasonable 
doubts be resolved in favor of the veteran. 

If the VA does not conduct this claims review, the General Accounting Office 
will. 

If any of you know of a case that seems to have been adjudicated improperly, 
please ask your service officer to send the cornplaint to central office. We will 
carefully recheck to see whether the decision has been proper, and whether every 
bit of evidence has been considered and evaluated. 

Many have contended that since the VA was reviewing allowed cases on iis 
rolls, it also, in all fairness, should review those cases which had been disallowed 
during the same post-World War II period. 

We have come to the conclusion that there is merit to this suggestion. As 
rapidly as it can be accomplished, we are going to have certain of our regional 
offices make a “pilot’’ recheck of those claims that were disallowed—to learn 
whether errors were made in this area as well. 

I need your help in another matter. I need it to establish an official or legislative 
policy on VA hospitalization. This, I have been seeking for many months. 
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At present, all service-connected cases are cared for immediately—but we do 
have 22,000 non-service-connected veterans on our waiting list, of whom 17,000 
are suffering from mental illness. 

Congress has never said that the VA should hospitalize the non-service-con- 
nected. Rather, it has said that if VA has a bed available, and if the veteran 
ay pay for hospitalization elsewhere, then and only then is he to be hospitalized 

y the ‘ 

As a result, there are some who have concluded that since VA already is caring 
for all the service-connected, and since any new beds would be for the care of the 
non-service-connected, no new hospitals should be built. Exempt from this 
thinking, however, are the two new 1,000 bed mental hospitals to be built under 
VA’s post-World War II construction program, and the six 500-bed hospitals 
to be built under our replacement program. 

So long as a definite policy is lacking, requests for new and additional beds will 
receive little if any consideration. 

I suggested more than a year ago that we settle on a level of 125,000 beds—a 
plateau from which we could work upward or downward, as necessary. So far, [ 
have had but little success in ‘‘selling’’ it. 

Realistically, how would this plan work, in all probability? 

Well, if our load of tuberculosis cases continues to decline, we perhaps can close 
down 3,906 TB beds during the next 3 years. These beds are not located where 
they could be used for the mentally ill or for general medical and surgical patients. 

Just for argument’s sake, if non-service-connected veterans are to be cared for, 
I want to call your attention to most difficult situations developing in Florida, 
southern Texas, and southern California—because of tremendous increases in 
population. 

For many reasons—including large waiting lists and increasingly heavy veterans 
population—we should plan a 1,000-bed mental hospital in Gainesville, Fla. We 
believe we could staff such a hospital in Florida, contrary to our situation else- 
where. 

We also should consider 250 additional genera] medical and surgical beds each 
for our hospitals in Bay Pines and Coral Gables—also in Florida. 

And our checkup shows we need a 300-bed general medical hospital in southern 
Texas, and 500 additional general medical beds in southern California. 

The situation in the New York City area deserves special attention, for there 
we have nearly 5,000 of the 17,000 mentally ill veterans on our waiting list. A 
500-N P-bed addition at Montrose, N. Y., would be needed as a minimum. Also, 
it would be well to consider 250 additional general medical and surgical beds each 
for our hospitals in New Orleans and St. Louis. 

For those of you who haven’t been adding these figures as I spoke, the total 
is 3,300 new beds. 

It seems to me that while there would be the cost of new construction, there 
would be no additional operating cost if we closed down the 3,906 unneeded 
tuberculosis beds—beds located where conversion to other use would not be 
practical—and replace them with 3,300 other beds which would fill a great need— 
if the policy shall be to take care of sick and disabled non-service-connected 
veterans on the basis of our present laws. 

If the policy shall be not to take care of the non-service-connected, this should 
be frankly stated, so that others—States, counties, and cities—may take up 
the load. 

For remember—we are not talking about cases. We are talking about sick 
men who served their country when it was in sore distress—men who cannot afford 
to pay for hospital care. 

The question—‘‘Whose problem is this?’’—should be answered. 

Of course, we should not forget that we are dealing with a long-range program. 
Generally, it takes 4 years from the time Congress provides the money for a 
hospital to the time when it is dedicated and opens its doors to veteran-patients. 

I contend that now is the time to lay down a definite policy. 

These, then, are some of the problems that face us in this year of 1957—and for 
that matter, in the years ahead. They are problems that require statesmanship 
and clear thinking. I ask your cooperation and assistance in meeting them. 
Together, I know we can rise to the challenge. 
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The CuarrMan. Mr. Higley did recommend 1,000 beds. 

Mr. Wuirtier. He did, indeed. 

The CuarrmMan. Mr. Higley said a number of times that he thought 
the policy was that the Congress built a certain number of beds and 
directed the Administrator to take care of service-connected and then 
gave VA authority to take care of non-service-connected. 

Of course, we have asked you to bring some of those directives that 
came from the Bureau of the Budget and you have informed me 
unofficially that the White House has ruled those are privileged docu- 
ments and will not be presented. 

Mr. Wuirtier. Mr. Chairman, I think all pertinent documents are 
now being presented. 

The CHarrmMan. The directives from the Bureau of the Budget 
will be presented to the committee? 

Mr. Wuirrier. They are all presented to you as of this morning; 
all pertinent ones. There may be something in the file that we didn’t 
put in, but all that apply to the situation in these questions that you 
ask I believe have been supplied to you or will be supplied to you as 
we proceed. 

The CuHarrMan. I didn’t know as much about the Veterans’ Ad- 
ministration program under General Bradley or under General Gray 
as | knew under Mr. Higley. I do not agree that there is no policy, 
I don’t agree with that at all. I don’t think Mr. Higley will agree. 
Mr. Higley’s statement in Atlantic City was more to the effect that 
the Bureau of the Budget would not let him carry out what he thought 
was policy than it was in saying there was no policy. 

Mr. Wuirtier. Mr. Chairman, if I may, one of the last things 
Mr. Higley said to me before he left was he was deeply concerned 
about this particular problem, and if there was one thing he would 
be pleased to do, it would be to come back and testify, and I have a 
feeling that Mr. Higley would be pleased to do so, and be available to 
you, although I cannot speak for him. 

My feeling is, and again I speak only from what available evidence 
is here on the record, I think that Mr. Higley believed that a bed 
ceiling of 125,000 should be the policy and it was that policy he was 
seeking. 

| do, however, think, and I am not in disagreement with the view 
you expressed, of Mr. Higley’s, that we should fill the beds within 
the limit of available facilities. That is his view—it is mine—and it is 
the Congress’, but I think it is important from the standpoint of 
clarity and common understanding that certain definitions be agreed 
upon in order that we all speak a common language and understand 
one another very clearly. 

If the committee will permit me to continue. 

The CuarrmMan. Mr. Administrator, before you go to that, I want 
to go back to Harvey Higley. I will say that Harvey Higley did one 
of the finest jobs as Administrator since I came to Congress. 

I want to express my disagreement with you that you have had no 
direction from the Congress. 
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I think you have had plenty of policy and plenty of direction, and 
you have had plenty of hindrance from the Bureau of the Budget in 
carrying out that policy. 

Mr. Wuirtier. Mr. Chairman, I think there is no basic disagree- 
ment between Mr. Higley here and myself on the matter. I think 
the text you were reading goes on to say, that having traced all of 
this history that now is the time to have a policy and it then asked 
that such a policy be stated. I think he asked that again. I think 
Mr. Higley, although he felt this very strongly and deeply, wound up 
with a great many questions in his mind, and I think a copy of the 
text that you were reading, the sentences themselves are available 
and will indicate that that was based on a desire to find policy and 
wind up with a series of questions in which he suggests a policy. 

I think of the problem involved is to try and define what available 
facilities are, as to whether they are being increased or being cut 
back. And if you will permit me, I shall address myself to any 
specific questions or attempt to make clear the definitions. 

The CHarrMan. Let us first ask if any members of the committee 
have any questions on this first part of your statement. 

Are there are questions from the committee? 

Mrs. Roacers. Mr. Chairman, if I may. 

The CuarrmMan. Mrs. Rogers 

Mrs. Rogers. My understanding is, Mr. Administrator, that you 
want to be told what the Congress will stand back of. 

Mr. Wuirtier. That is exactly right, Mrs. Rogers. 

Mrs. Rocers. In the procuring of beds, and I would like to say in 
the™past that certain Administrators have had certain ideas about 
policy and a certain amount of money, and I, for one, have not 
agreed with a great many of the decisions they have made as to where 
the money should be spent. They have not always agreed with the 
budget. It has never been 100 percent perfect and it never will. 
It is a most difficult job, I think, one of the most difficult in the 
entire world. There are a great many things in the past that I did 
not like with different Administrations, promises that were made and 
not kept, and I think that should be brought out for the rest of the 
testimony, if we are delving in the past. 

I would like to go forward from now on and build and get as much 
as we can for the veterans and heaven knows, with the situation as it 
is today, what we are going to need is beds. 

Thank you, Mr. Chairman. 

Mr. Wurrrrer. Mr. Chairman, I have a copy of Mr. Higley’ s 
letter from whic h you were reading, and he says in there, “guided 
by this standard,” and those are the standards you read— 
guided by this standard, it is my recommendation that the following general 
policies be adopted as a basis for future planning and that they may be made 


known to all concerned so that there will be a common understanding of what may 
be expected in this field. 


The CuarrmMan. And the reason he says that is because the Bureau 
of the Budget would not let him carry out the policies he thought 
were the policies established by Congress. 
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Mr. Wuirtier. I believe that is true, Mr. Chairman. 

ba CuarrMAN. Are there any questions of the members on overall 
policy? 

Mrs. Rogers. Mr. Chairman, if I may, going back in past history, 
no promises were made by the different Administrators that were not 
kept. That is why I would like to go on from here and develop it. 

The CuHarrMAN. I hope before the hearing is over that we will 
develop everything concerning the hospital program, 

Mr. AsprnatL. Mr. Chairman. 

The CuarrmMan. Mr. Aspinall. 

Mr. Aspinaty. Mr. Chairman, this question resolves itself into this 
ane We have a certain number of beds, that certain number of 

eds that the Bureau of the Budget has seen fit, where they have 
caused a certain number of beds to be made available to be held unused 
in their opinion for service-connected disabled veterans and refusing 
to make them available to non-service-connected needy veterans who 
cannot pay. Is that what it resolves itself into? 

The CHAIRMAN. It is my opinion that it does. 

Mr. AsprnaLu. And the Burdat of the Budget is refusing to 
approve the necessary appropriations which would make possible the 
use of all beds available, is that right? 

: The CuarrMan. I think Mr. Whittier will address himself to that 
ater on. 

Mr. Wuittier. Mr. Chairman, the question that Mr. Aspinall has 
put is exactly the question to which, or is at the very heart of the many 
questions to which we devote ourselves here today. 

The CHarrMan. Mr. Whittier, when the Congress creates these 
beds and builds them and sets up a criteria of what veterans you should 
admit, don’t you think that is an indication that you should use all 
the beds that are available? 

Mr. Wuairtinr. Within the limits that are administratively possible, 
I certainly do. 

The CuHarrMAN. You think you are doing that? 

Mr. Wuirtier. We have no disagreement. Mr. Chairman, if 
I may suggest to you, there is misunderstanding, but there is no basic 
disagreement, I think among the members of this committee and the 
Administrator. 

If I may, I will try to clear this up, and I have laid out some defini- 
tions, and with your permission, if all the questions on this particular 
phase of it have been answered, or if there are no more from the 
members of the committee, and I may proceed, I shall try to clear it 
up myself. 

The CHarrman. Are there any other questions from members of 
the committee? 

Mr. Sisk. I have some, but I will defer them. 

The CuatrmMan. Any questions from the staff members? Mr. 
Patterson or Mr. Meadows? 

Go ahead, please. 

Mr. Wuirtter. I think, addressing myself to you, Mr. Aspinall, the 
problem is that we alt agree that we should have beds up to the full 
limit of available facilities. 

The question is defining what available facilities are. 

Now, I would like to define four terms—rated bed capacity; oper- 
ating bed capacity; unavailable beds; and average daily patient load 
or ADPL. 
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Once we have the definitions and the meanings of these four terms 
anne in our minds I think the problem will then begin to resolve 
itself. 

Mr. Aspinatu. Mr. Chairman, before the Administrator continues, 
who, at the present time, has the power to give those definitions? 

Mr. Wuirtier. These are definitions arrived at by the Veterans’ 
Administration and have been in use for a long time. 

Mr. Aspinatu. And the Bureau of the Budget should h ve no 
authority over that determination? 

Mr. Wuirtirer. That, sir, is a moot point. 

The Cuarrman. Well, Mr. Administrator, the Bureau of the Buaget 
has laid down some rules on that that helps you make your decisions, 

Mr. Wuirtiser. There is no question about it. The Bureau of the 
Budget has made much policy through the years. I think it is prob- 
ably within their function in certain areas, as they are a part of the 
executive branch, but again, if I may, the question is whether the 
Bureau of the Budget as a function of Government, as an arm of 
Government, performing a very essential function of Government, 
has done anything that has injured the veterans’ program, and if 
they have, how much. I speak of the hospitalization program in 
particular, and if they have, then what are the proper procedures for 
the Congress of the United States to correct it, and I think that is the 
thing which the chairman is most interested in. 

The Cuairnman. Mr. Whittier, for 2 years the staff of this com- 
mittee has tried to draw us a resolution to force the Administrator and 
the Bureau of the Budget to use all the beds built by Congress for 
hospitalizing of veterans. It is almost impossible to draw up a bill 
saying you will do what we think you should do. 

Mr. Wuirtier. Mr. Teague, as I have tremendous respect for what 
you have done for the veterans of America, may I tell you, and hoping 
you have a mutual respect for me, I shall do everything within my 
power to see that that policy is fully followed and when I went before 
the American Legion, at their rehabilitation conference, I told them 
in the first policy statements I made that I expected to be the spokes- 
man for the Veterans’ Administration, and I expect to carry that out. 

The CuarrMan. When we get the money to use all these beds, then 
I will be satisfied. At present I certainly am not. 

Mr. Wuirrier. Mr. Chairman, again if I may, perhaps if we can 
get some basic ground rules then we can proceed from that point. 

The CuarrMan. Go right ahead. 

Mr. Wuirrtier. If we are going to operate a hospital pete are four 
things that are essential: 1. A staff. 2. Patients. 3. Beds. 4. Money. 

If any one or any of the other of the four are missing, we are not 
going to have a hospital in operation. But without staff and beds 
the patients would be uncared for, we could have a brilliant staff, 
newly purchased beds, but without patients we would not have an 
operating hospital. Beds, patients, staff and money, each is essential 
to a hospital as the right foot is to the left. 

Mr. Chairman, I would like to show you a chart, if I may, and 
those in the audience, it is in the booklet distributed to you. 

This shows the Swannanoa, North Carolina Division, the Oteen 
Veterans’ Administration Hospital. 

This was a tremendous hospital taken over after the war, I believe, 
by the Veterans’ Administration. 
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The Veterans’ Administration took a look and when we took this 
hospital there was 2,365 beds in this tremendous and immense plant. 

Now, the question came up: What can we do with these beds? 
And, after examination, it was decided that it was so vast that the 
demand in the area was not great enough, and that it would be 
essential to wipe out or abandon a great many beds, and the Veterans’ 
Administration did that. 

You can see where the crosses are here on the chart. They aban- 
doned 1,113 beds in this tremendous hospital, and with which all of 
you are familiar. Many beds went. 

Now, may I just turn this over? That left this group of beds. 

So we wiped out the beds on the chart overlay. Now, that left 
this group of beds. We had to decide what to do with them. We 
decided—we counted this total; so, the total of the beds now in all 
these buildings that the Veterans’ Administration is going to use at 
this hospital are called the VA rated capacity. The rated bed capacity 
is the total number of beds in the VA hospital. The rated capacity 
equals the total number of beds, and there they are. 

There are 1,052 rated beds in the buildings at Swannanoa, N. C., 
but then we took a look, and it was decided, even though we had 
these beds, it would be impossible to fill all of them. There were 
simply not patients available in that area. 

If the Congress of the United States would have given us funds 
without limit, we would have had a difficult time providing patients 
for those beds. 

In many areas similar to this we have a difficult time providing 
staff, so the VA long before I got here very carefully examined this 
hospital to see how many beds it could actually use; for how many 
beds were there patients; for how many beds was there staff, and it 
decided that there were 237 operating beds—that is, these little 
black beds—these little black buildings are the only ones in which 
there are beds that are actually operated. They are beds for which 
there are patients, and beds for which there are also, doctors and 
money. And yet we have all of these other buildings here with empty 
beds. They have no patients, and that has been so since 1946, and 
this great total is included in the VA rated capacity—1,052 beds 
rated capacity. 

So the rated capacity is the actual number of beds we are operating, 
plus all the rest of the surplus beds counted in the total. You say, 
“You must use all your beds up to the total available facilities.” 
Those surplus facilities are available, but how, if I had all the money 
Congress could give me, how could the Veterans’ Administrator use 
all these facilities? 

The CuarrMan. Mr. Administrator, according to the information 
we have had from the Veterans’ Administration, you have 5 on the 
waiting list at Durham, you have 117 at Fayetteville, and you have 172 
at Columbia, S. C. Now, why can’t some of those beds be used for 
those patients? 

Mr. Wuirtrer. Mr. Chairman, professional judgment says that 
if you had a private hospital or a public hospital and you had a 
certain number of operating beds you would not use that up to a full 
100-percent bed use. It would be, from the standpoint of the most 
efficient operation and the standpoint of best care, it would be from 
87 to 95 percent. I think this is usual professional judgment. 
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My figures may vary a little, but beds are never totally filled in a 
hospital. You need some for emergency cases; you need some for 
transfer. There are a dozen different uses in a hospital so that you 
never fill every bed, and it is always wise, in order to schedule and 
plan, to have a waiting list that is within 10 percent, and it is con- 
sidered to have a waiting list within 10 percent so that these people— 
these are people who are now scheduled to come in—can come in at 
a certain time when staff and facilities will be available, and I should 
say that situation is highly normal. 

The Cuarrman. Do you consider that an answer to my question? 

Mr. Wuirrimr. I hope it was, sir, and, if it was not, I am sorry. 

The CHarrMANn. It was completely unrelated, as far as I am con- 
cerned. You just got through talking about a bunch of beds with 
no patients, and I have taken your reports and given you here about 
300 patients that are looking for beds. I wonder why you can’t bring 
the beds and the patients together. 

Mr. Wurrrtier. Well, let me answer that in two parts. 

The first part of the answer was that I said a small waiting list 
within 10 percent, in professional opinion, not mine, but professional 
opinion, is good operation, so that would eliminate those you have 
mentioned where there was a waiting list of less than 10 percent. 

The CuairmMan. Mr. Administrator, that has no relation to what I 
am asking. Throughout this country, in a dozen States, you are 
closing beds because you say you don’t need them. Yet, in those 
same States you give us waiting lists of veterans who want to get into 
hospitals. 

Mr. Wuirtrer. With the exception of some of the TB beds, the 
Veterans’ Administration is not closing beds. 

The CHarrMAN. Let’s take Georgia. You have 24 beds closed 
there, haven’t you? You know at Dublin, Dr. Middleton, of your 
staff, knows—is that a correct figure—24 beds closed at Dublin? 

Mr. Wurrtinr. The answer is correct. 

The CHatrMan. Is a correct figure there that you have 192 on the 
waiting list? 

Mr. Wuirtirer. Dr. Cohen tells me it is correct. 

The CuarrMan. Let’s take the little situation there. You have 24 
beds closed and 192 on the waiting list. 

Mr. Mircuetu. Mr. Chairman, if I may, the latter figure is 208. 
The Cuarrman. At Atlanta you have 244 on the waiting list; 
Augusta, 207. How do you close the beds when you have about 550 

veterans on the waiting list in Georgia? 

Mr. Wuirtier. I shall be delighted to answer, sir. Let me answer 
in two ways, very generally, and let me turn the question of specific 
hospital beds over to Dr. Middleton, who knows these hospitals well 
in an individual sense, as I do not. 

I think that many people could very readily ask the question, 
“Why is it across America that you have a waiting list’”—and we 
certainly do—‘‘and why is it, on the other hand, that you have so 
many empty beds? Why don’t you put the two together?” 

It is a very sound question, and one that is frequently asked. 
The answer is that, if these were sacks of meal and not heim beings, 
it would be very easy to distribute them. But these are human beings 
with loved ones and families, and nothing could be worse, and cer- 
tainly the Congress would violently react if we made any efforts to 
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take men out of their own communities and place them distances 
from their homes. 

More than that, it is important to the therapy of these men that, 
insofar as reasonably possible, we keep them somewhere near their 
home community. 

Now, as to the specific question on the specific hospital, I should 
prefer, if I may, to turn that over to Dr. Middleton, who is the head 
of our medical program. 

The Cuarrman. Mr. Administrator, if they were sacks of meal, 
we wouldn’t care. You, in your own figures, give us 24 beds in 
Dublin, and 199 on the waiting list. That is the case of the veterans 
where you say you have closed the beds and they are waiting for them. 

Mr. Wuirrier. Mr. Chairman, if I may defer to Dr. Cohen here. 

Dr. Conen. At Dublin, the situation is rather difficult, and a good 
many of the other beds that are on that list are unavailable. The 
authorization for us to operate beds at Dublin, Ga., is a total of 500 
beds. That is the total authorization we have ever had to operate. 

The CuatrMan. Dr. Cohen, before you go any further, Dublin is 
a beautiful hospital. You took it over from the Navy, I guess, did 
you not? 

Dr. Cowen. Yes, sir. 

The CHarrMan. It has 900 beds? 

Dr. Conren. The most operated, I believe, was 900. 

The CuarrmMan. Now, who established that 500 and who has au- 
thority to change it? Suppose you have 900 patients there to use all 
the beds. Who has the power to change the rated bed capacity in 
Dublin? 

Dr. Conen. I don’t believe we have the authority. I believe that 
is an authority that comes to us from the executive branch of the 
Government, if I am not mistaken. 

The CuarrMan. In other words, the same situation as in Florida? 

Dr. Couen. I believe so, sir. 

The CuatrMaAn. Can anybody give a definite answer to that? 

Mr. Krarney. Do I understand, Mr. Chairman, by the executive 
branch of the Government you mean the Bureau of the Budget? 

The Cuarrman. I would suspect that was right. — 

Mr. Stsx. Mr. Chairman, I insist that Mr. Whittier answer this 
question. He is the Administrator of Veterans’ Affairs. 

The CuarrmMan. Mr. Whittier, when VA was ordered, I think that 
was the proper word, to take over this hospital at Dublin which the 
Va didn’t want, but which is a beautiful hospital, and it has a capacity 
of 900 beds, did VA, somebody in VA give a capacity of 500 beds? 
Who could change that capacity—does it have to be the President? 
Can you change it? 

Mr. Wuirtrer. Whenever rated beds or any other beds are to be 
changed, I believe, and if money is involved, a submission is made to 
the Bureau of the Budget and I think an agreement is essential be- 
teen the two. 

Mr. Weaver. Mr. Chairman, if I may. 

The Cuarrman. Mr. Weaver. 

Mr. Weaver. Mr. Chairman, I would like to address this question 
to the Administrator. 

In the action of the Bureau of the Budget in reducing the number 
of beds from the authorized beds to the operating beds, is that bring- 
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ing about the result of these waiting lists at different hospitals, and 
maybe making a greater number in some areas than in other areas? 
In other words, they are looking at the complete picture. 

Mr. Wuittier. Som not sure that I understand your question, 
Mr. Weaver. 

Mr. Wnuaver. In other words, they set up so many operating beds. 
You have to base your decision upon the recommendations or figures 
from the Bureau of the Budget or the executive branch of the Govern- 
ment, thereby, you cut them down from the authorized beds that are 
set up by Congress to a specific number of operating beds, and is that 
effecting and bringing about to some extent the waiting list that you 
have at these different hospitals? 

Mr. Wairtier. I am afraid I don’t understand. 

Mr. Weaver. In other words, you have so many authorized beds, 
ae yen only have so many operating beds and you have a waiting 
ist here. 

Mr. Wuirtier. The answer to that question is to some extent, 
“Yes,” if you could bring that about. 

May I suggest to you that the standard by which the Veterans’ 
Administration operates is the average daily patient load. The average 
daily patient load originally is set by the Veterans’ Administration; 
it is next processed by the Bureau of the Budget. It is then set by 
Congress, and in this present session of Congress, two different com- 
mittees have, I think, changed the average daily patient load as 
submitted. 

The Cuarrman. Mr. Whittier, did we finish the question we were 
on? 

Mr. Wuirrtier. I am not sure. 

The CuarrMan. I don’t think we ever got an answer to it. 

Mr. Sisk. I will make it very simple, Mr. Whittier. Who has 
authority to open beds in this hospital at Dublin? Who has authority 
in all the Government? 

Mr. Wuirtier. I believe that if I wanted to open beds between 
operating beds and rated capacity, I would make that recommenda- 
tion to the Bureau of the Budget if additional funds were essential, 
and then they would either deny it or approve it. 

Mr. Sisk. All right. Then the Bureau of the Budget is the only 
one in Government that has authority, then, to open those 24 beds, 
is that correct? 

Mr. Wuirtier. That is not correct, sir. The Bureau of the Budget 
certainly plays a very important part in it, but the Congress of the 
United States can overrule the Bureau of the Budget any moment 
it wants to. The President of the United States certainly could, if 
an appeal were made around and over the Bureau of the Budget, and 
I wouldn’t hesitate a moment if I thought it were proper to go around 
the Bureau, and I think as this will develop, I think the members of 
the committee may be a little startled as to the number of changes 
in policy since December 17 when I became Administrator. 

I think you will discover that many of the policies with which 
Mr. Higley was so deeply concerned and that were hampering him 
are now no longer the policies governing the Veterans’ Administration. 

The CHarrman. Were those changes after you became Adminis- 
trator or after this committee sent a letter to the White House? 
Which had the most effect? 
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Mr. Wuirtrer. I would say the changes in policy were made after 
I became Administrator, but I will tell you that I am pleased at all 
times, both publicly and privately, to express my deep gratitude to 
the chairman of this committee and members of the committee for 
what they had done. 

The CHarrMan. The Administrator sat in on the executive session 
when the matter was originated. He knows it was no partisan matter, 
that every member expressed considerable interest in this hospital 
program. Mr. Sisk, have you gotten an answer to your question? 

Mr. Sisk. No, sir, I have not gotten an answer to my question and 
the question is very simple: Who has the authority to close or open 
beds? 

Now, there must be a source of authority for this somewhere, 
Mr. Whittier. 1 am not trying to put you on the spot. If you have 
no authority, Mr. Whittier, I would like to have that. 

Mr. Wuirtirer. I do not have that authority. I have the authority 
in some areas, but if it is a matter of money I must then send that to 
the Bureau of the Budget, and they do have that authority, as they 
have over every Cabinet officer, and I believe anything that has to 
do with money must properly go to the Bureau of the Budget if it is an 
appropriation that goes to the Congress of the United States. 

Mr. Sisk. So that the beds are closed because of the lack of money 
to operate the beds, is that correct, Mr. Whittier? 

Mr. Wuirtier. No. That might be true or it might not be true. 

Mr. Congressman, you are trying to make a very simple case. 
The case that is being made here is that the beds in the Veterans’ 
Administration have been substantially cut and that has been brought 
about because of the Bureau of the Budget. And if you want to pin 
me down to say that exactly, and that would please you, I would like 
certainly to please you, but I must say that which is honest, and the 
answers are just not that simple. 

The answers are relatively complicated, and if I may attempt to 
answer them, I shall be very glad to do it. 

I think one thing you have to consider here is the function of the 
Bureau of the Budget. The Bureau of the Budget, if not existent, 
would have to be invented. Whether you come out of State Govern- 
ment or Federal, | think every single one of us is aware that Mr. 
Sinclair Weeks of Commerce and Mr. Mitchell at Labor, and Mr. 
Folsom, every single one in his respective department, can think of 
better programs or programs he would like to expand, and every one 
of us at one time or another makes those recommendations, and each 
one of us could run away with the entire budget. Iam sure I could in 
veterans’ affairs; somebody has to put these all together or we will 
blow right out through the ceiling of this economy. The same 
functions are provided for in the Congress by the Appropriations 
Committee. The function of the Administrator of Veterans’ Affairs, 
as it is, I think, for all Cabinet officials, is to ask a very positive 
question, and it is not a question of money—it is what is right for the 
veterans of America?—to design those programs and attempt realisti- 
cally to put a cost on them and send both to the Bureau of the Budget, 
but the Bureau of the Budget is a branch of the executive wing. 
Somebody has to put that total budget together, and that is the 
Bureau’s function and it must discuss items with the heads of depart- 
ments and the Cabinet offic'a's, the individual items, and it certainly 
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does that. However, those are two viewpoints; the viewpoint of the 
positive program and ‘the viewpoint of the amount of money. 

Now, [ feel it is my right, and, part of the system, that if there is a 
disagreement between the Bureau and the Veterans’ Administration, 
that I have the right to go to the President of the United States and 
present that case, and have there that appeal and decision rendered, 
and I want you to know I have not hesitated to go around the Bureau 
of the Budget, over the Bureau of the Budget, and I have in some 
instances, by joint agreement, had many policies changed, as I think 
I will develop here today. 

When I first came to this particular position, one of the problems 
that was causing great trouble was the policy of converting beds, 
and Representative Kearney and the people of New York State know 
the problem, and know that you do have a waiting list at Batavia, 
and other places. I think that policy on nonconversion has been 
changed. It is perfectly true that the policy made on conversion was 
after the date of your letter, but it is also equally true, sir, that I 
made my protest 3 days before I was ac tually sworn in, ‘after I had 
been appointed, and it is equally true, sir, that on Wednesday before 
I was sworn in by the President on a Friday, that I had talked with the 
Bureau of the Budget; told them that the beds cut, the cut in the beds, 
was much too deep, and had them agree to a restoration of $3,300,000, 
and for which I went before the Committee on Appropriations and 
received. 

It is true, when I came here that it was a policy that all reimburse- 
ments had to go to the Veterans’ Administration, and we had a 
fluctuating total at the end of the year. It caused deficiencies, it casued 
difficulties in planning. That reimbursement policy has been changed. 

If the Congress now votes it, it is in the language in the budget. 
I want you to know, sir, when I arrived here, when I sat at Atlantic 
City as I did last September at the American Legion Convention, and 
listened to Mr. Higley—whom I admire very much, and who said 
many nice things about me when J was being considered for this 
appointment, and who I believe, too, was a great administrator—was 
asking for additional beds in Florida. 

Sir, there are now additional beds in Florida. These are just a few. 
There are dozens of other incidents. 

The CuartrmMan. Mr. Administrator, let me ask you a question, 
You are talking about the function of the Bureau of the Budget. We 
all know the Bureau of the Budget plays a most important part. We 
know we must have a Bureau of the Budget, but do vou believe that 
the Bureau of the Budget should change law by withholding money? 

Mr. Wurrtter. I do not believe that the Bureau of the Budget has 
the right to change law. Only the Congress of the United States can 
do that, with the President of the United States, has that right, I 
believe. I believe the Bureau of the Budget can withhold money 
under proper conditions. Pursuant to law—title 31, United States 
Code section 665—they do have the right as to when money shall be 
spent and in what amount through the control of apportionment of 
appropriated funds. When Congress votes funds it does not mean 
that the Bureau has to approve the total expenditure of all those 
moneys or that any administrator has to carry it out. If you were to 
give me $5 billion, and I could save $1 billion, if the Bureau felt it was 
right, I think I could save that. 
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The CHarrMan. Let us take a very specific case. 
Mr. Hauey. Let me straighten the Administrator out. He says 
there are now beds available in Florida. There are not now beds 
available in Florida. 

Mr. Wuirtier. The Congressman is perfectly correct. In Florida 
there is a very serious situation, and I believe the policy should be 
that beds should be constructed where population shifts make it 
necessary. 

Mr. Higley believed that and I believe that, and that is one of the 
justifications I used to get beds for your very fine State. 

Mr. Hany. We think there are not enough. 

The CuatrMan. Mr. Administrator, if the Congress places $1 
million in the appropriations bill and specifies that they use it in 
McKinney, Tex., do you believe the Bureau of the Budget has and 
should have the power to withhold that money for you to use? 

Mr. Wurrrrer. Mr. Chairman, you are asking me a legal question. 
I believe the best legal opinion says they have the power, but the 
question you ask is a legal one and I'll tell you, I am not competent 
in that area to answer it without either the law in front of me or 
a legal opinion. 

Mrs. Rocrers. Mr. Chairman, may I ask a question? 

The CuHatrMan. Mrs. Rogers. 

Mrs. Rogers. Do you feel that the basic law that created the 
Bureau of the Budget should be changed? 

Mr. Wuirtrer. I am not familiar with the details of that law, 
Mrs. Rogers, and I would have to go over it and answer specific 
things. I think the Bureau of the Budget has a very great function 
to perform and I certainly respect the people in the Bureau of the 
Budget and the function that they are performing, as I respect the 
members of this committee also. 

Mrs. Rocers. I will say this for them: that while I do not agree 
with them always, that they have always told me the truth about 
situations. I have often learned what was going on in different 
departments, from the Bureau of the Budget. 

Mr. Wuirtier. The Bureau of the Budget has one of the toughest 
jobs. Each of us wants something. But the Bureau has the job of 
saying no. The Bureau has to be the hair shirt that we all wear and 
it is like the villain in the movie; the better job he does, the more 
you hiss him. I think the taxpayers of America are indebted to the 
Bureau of the Budget, but I confess that I argue with them regularly. 

Mr. Aspinauu. If vou will yield to me, we are doing a disservice 
to our form of Government when we try to differentiate between the 
Executive itself in this Government and the Bureau of the Budget. 
The Bureau of the Budget speaks in accordance with the policies 
laid down by the Chief Executive, and any action of the Bureau of 
the Budget is the Chief Executive’s action, so let us not get too far 
afield when we find our criticism or point our criticism at the Bureau 
of the Budget which is between the Administrator, the Cabinet 
officer, and the Chief Executive. 

Mr. Dorn. Mr. Chairman? 

The CuarrMan,. Mr. Dorn. 

Mr. Dorn. Mr. Chairman, I would like to ask the Administrator— 
the Supreme Court has entered a lot of appeals, but this is the first 
place | have ever known where the Congress has ever appropriated 
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money for hospital beds, and it could be held up by the Bureau of the 
Budget, and the Supreme Court. 

Mr. Wuirtier. Mr. Chairman, as I said, I was not competent in 
this field. I cannot quote the immediate citation. Perhaps I should 
not even attempt to answer it off the top of my head. 

May I say that Mr. Aspinall has expressed exactly the situation 
here, as clearly as I have heard it said; that the Bureau of the Budget 
is a staff function in the Office of the President. It can revise and 
recommend to the President, and it is part of that executive office and 
that executive branch, and I think that that is exactly the thing we are 
dealing with. 

Mr. Mircuety. Mr. Chairman, if I may? 

The CuarrMan. Mr. Mitchell. 

Mr. Mitcue.u. Mr. Chairman, I think that each member of the 
committee has rather clearly in his mind the part that the Bureau of 
the Budget is playing, as far as directing policy, or playing, as far as 

olicy is concerned, in the Veterans’ Administration, but if we will go 
pack, maybe for the record, I think a simple question which will take 
only a yes or no answer, will clarify that position for the record. 

Now, Mr. Administrator, as things stand right now, unless you 
would bypass the Bureau of the Budget and go direct to the President, 
you do not have the authority to open the 24 beds at Dublin, the 
example that was given before, without the approval of the Bureau of 
the Budget. 

Mr. Wuirtier. No—I do believe I have the authority. 

Mr. MirtcuHe i. Didn’t you state earlier that you didn’t? 

Mr. Wuirtier. I said if a supplemental appropriation were in- 
volved, or an ADPL involved, that requires funds, and it must go 
through Congress. Anything that has funds must go through the 
Bureau and it may be that the Bureau’s functions are even wider— 
I do not have a list of them. 

Mr. MircHe yu. Let us go back to the example given. Let us go 
back to the 24 beds in Dublin. You do have the authority without 
seeking approval from the Bureau of the Budget, to open those 24 
beds? 

Mr. WuirtieEr. | believe the answer to that question is; ‘‘Yes,”’ sir. 

The Cuairman. Mr. Administrator, why don’t you, with the wait- 
ing list you have—— 

Mr. Wuirtier. I would prefer to let Dr. Cohen answer you. I 
would like to say one thing in answer to the Congressman—may I 
just suggest to you that I have—and I believe it is most important 
that the Administrator of Veterans’ Affairs has the right to talk, and 
not be totally controlled by one branch of the executive government, 
of course, and I want you to know that I feel that it is important that 
he has access to the executive branch, and since I have been Adminis- 
trator I have sat four times in the Cabinet of the President of the 
United States, so that a Cabinet official has the right to sit in with 
the President on the positive approach, and then he goes to the Bureau 
of the Budget as well. So, you see, both the positive as well as the 
fiscal sides are presented to the Executive of the Nation when the 
matter is of importance enough to suggest it. 

May I suggest that simply hundreds of these things are decided 
without ever having an appeal, because the Bureau agrees, and many 
times it is a compromise. 
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Mr. MircueE.t. I would like to go back to the original question. 

Mr. Sisk. Mr. Chairman, I would like to direct one further question 
on this, if I may? 

Let me suggest this—now, maybe you can say this is wrong, but 
you have a ceiling on the total number of beds that you can operate 
across the country, which is more or less controlled by the Bureau of 
the Budget and the only way you could open the 24 beds at Dublin 
would be to take 24 from somewhere else; is that correct or not— 
do you know? 

Mr. Wuirtier. That is a long-standing policy of the Bureau of the 
Budget, and it has been, for many years; that when beds are opened 
in one place, readjustments can be made, or should be made in another. 

Mr. Sisk. Well, that is why I was trying to pin down your authority. 
Your authority would then go to determining where this 120,000 or 
130,000 beds might be used; is that correct? You have the authority 
to make that determination? 

Mr. Wuirtier. I have authority, within limits, to make certain 
determinations. The only determinations I cannot make are deter- 
minations where I work within the framework of the policy laid down 
by the executive branch, the President of the United States, as an 
arm of the executive branch, and the Bureau then attempts to inter- 
pret the President’s policy, and I suppose, implements the policy. 

After they set that policy and I work within the framework as well 
as the policies laid down by Congress, I then attempt to set rules and 
regulations within which we also work. 

May I also offer to the chairman of this committee my apologies if 
I am inadequate in these replies, because I am not expert in all of the 
fields, and you certainly have addressed some difficult and searching 
questions to me, but I do believe very strongly, and have made an 
effort since earlier when I was appointed, to bring clarity and simplicity 
out of the different areas you are now exploring. 

Mr. Mircue i. Will the gentleman yield? 

Mr. Sisk. Yes. 

Mr. Mircue.tu. To go back to this, I will use the illustration that 
was given by Mr. Whittier. 

Now, you stated that it was a long-standing policy of the Bureau of 
the Budget that would be a maximum capacity for most beds through- 
out the Nation. 

Now, if you are operating to capacity, as permitted by the Bureau 
of the Budget, you could not then operate those 24 beds even, in 
Dublin; even though it required no money, unless you had their 
approval; is that correct? 

Mr. Wuirtier. Well, if you leave out the ‘money’—I would 
hesitate when talking with the distinguished jurist, a judge in his 
home State, to get involved in the legal question, but actually, there 
is such a surplus that I have a considerable latitude in which we can 
operate. As a matter of fact, part of the difficulty here is defining 
what the limits are and part of the difficulty is defining the exact 
number of beds. It is impossible to operate the largest medical 
hospital program in the history of this plant and keep it operating 
up to the full available limits, keep the full available full facilities in 
use in exact number, day by day. 

There are beds that become obsolete; there are beds that you don’t 
want to use. Of course, I have the right to change and to use them. 
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Mr. Mircnety. Mr. Administrator, this isn’t a legal question— 
this is a question of policy. 

Now of course, what the committee is seeking to determine is 
whether you have freedom to establish the policy of the hospitalization 
of veterans or whether that policy is dictated to you. 

Now, going back to the question that I asked: If you are controlled 
as to the capacity of beds by the Bureau of the Budget—isn’t that 
correct, that you are controlled? 

Mr. Wauirtier. Could I let Dr. Middleton, Mr. Chairman, answer 
that more specifically? He has lived with it a great deal longer than 
I have. I believe the answer is that it is certainly within the policy, 
but Dr. Middleton could answer as he lived much closer to the 
problem than I have. 

Dr. Mippietron. The question is clearly put, and the Administrator 
bas complete authority to utilize the beds that are provided for by 
the appropriations of Congress. 

The average daily patient load and the appropriations language 
gives him complete authority. It is, of course divided into the 
categories of the G. M. and 8., NP, and TB beds. 

But since you have brought into focus one very interesting area, 
Dublin, Ga., it is a station that was taken over by the Veterans’ 
Administration from the Navy, a station that was built away out in 
no-man’s land. It is about as removed and as far detached from any 
medical center in this entire system. 

The staffing of that hospital has always been a very difficult problem. 
Under the superior management of Dr. Quinn, we have not only 
staffed it, but we have staffed it extreme ly well and accordingly, added 
196 beds to the total ADPL in long-term patients. 

Mr. Vinson, Congressman Vinson, from Georgia, has approached 
me repeatedly as to the addition of an added 100 long-term beds in 
that station. 

Our position, members of the committee, has been that the dilution 
of the working staff among an added 100 long-term patients would 
bring the entire patients up to approximately 600, a figure above 
authorization. It would be of such degree that we could not assure 
either the level of care or the maintenance of staff that is desired. 

In other words, the long-term patient happens to be a very im- 
portant problem in our total system, and accordingly we are trying to 
move ahead steadily and constructively in this area, and the addi- 
tion of beds there, whether it be 24 or 100, as sought by Mr. Vinson, 
would mean that we would be in the position of condemning a going 
program to the danger of dissolution. 

The Cuarrman. Dr. Middleton, what you are saying is_ not 
relevant to the basic question we are talking about here. You have 
24 beds that the Administrator says he can open if he wants to. 

Dr. Mippieron. He could. 

The CuarrMANn. You have one-hundred-and-some-odd on the wait- 
ing list, that, according to our information, they are eligible to enter. 
Why don’t you open up those 24 beds, and where does the Admin- 
istrator get the legal authority to close those 24 beds? 

Dr. MippLetron. Those 24 beds have never been opened, sir. 

The CHarrMAN. But you have the authority to open them. 

Dr. MippLeton. We have the authority to open them. 
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The CHarrMAN. There is the basic problem that applies right 
across the country. We are going to put the States in the record 
and show the list of hospitals affected. 

Dr. Conmn. The Dublin situation is a little bit different. Our 
original authority was for 500 beds. The ward sizes are not specifi- 
cally 24 beds, and if we were to open the last ward which has never 
been in operation since our authorization to open Dublin, we would 
be in excess of our authority of 500 beds, hence, that piece of a ward 
has never been opened, and if we were to open only part of a ward 
which would be a most uneconomical procedure, we would find our- 
selves in the situation then of having a ward with half the number 
of beds in it in operation, and half the number of beds not in operation. 

Tue CuHairMan. With the 550 in Georgia on the waiting list, do 
you think you could fill a ward? 

Dr. CoHEN. Yes, sir. 

The CHarrMan. Why don’t you ask for a whole ward, then? 

Dr. Conen. Because our authority is limited to 500 beds. 

Mr. Mircuevi. Mr. Chairman. Dr. Cohen, your authority is 
limited to 500. You are operating only 476, is that right? 

Dr. Conen. That is correct, sir. 

Mr. Mircueiyi. And opening a ward of 24 would do what? 

Dr. Conen. There is no ward, sir, of 24 beds. The ward size is 
considerably larger. I don’t ree all the exact size, but it is probably 
twice that size, and possibly in excess of even 50 beds, but if you recall, 
Mr. Chairman, those beautiful wards at Dublin are rather large in 
size. 

The Cuairman. I will tell you what is going to happen in Georgia. 
The Bureau of the Budget, through you people, are going to quit 
using those beds in Dublin and consequently we are going to build 
some new veterans’ hospitals in Georgia. If you went ahead and used 
those beds and relieved some of this shortage in Atlanta and in 
Augusta, it would be more toward accomplishing your purpose. 

Mr. Mirene.. Mr. Chairman, if I could go back to Dr. Middle- 
ton’s first statement. He said the Administrator of Veterans’ Affairs 
has complete authority to utilize all beds authorized by the Congress; 
is that correct? 

Dr. Mippiteton. Within the language of the Appropriations Act, 
there is an average daily patient load. 

The CuarrMan. Doctor, you don’t have the authority to use the 
extra 500 beds in Dublin, but you do the 24? 

Dr. Mippieton. I am sorry—that is within the appropriations act. 
He has to find the beds elsewhere. 

The CHarrMAN. Doctor, that is within an Executive act, when you 
took over the hospital; wasn’t it? 

Dr. Conen. Yes, sir; by Presidential authorization. We _ first 
opened 200 beds at ‘Dublin, Ga., and subsequently, based on requests, 
we authorized an additional 300 beds which brought our authorized 
‘level at Dublin up to 500. 

The CuarrMaNn. Dublin is just an example, of course, of the situa- 
tion throughout the country, where you have beds closed and you 
have a waiting list. What 1 would like to know is where you get the 
legal authority to keep beds closed and to have people eligible to go 
in to them. 
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Mr. Wuirtrer. In that particular instance, the Presidential au- 
thorization, when the hospitals were taken over——— 

The CuarrMan. Not with the 24 beds, Mr. Administrator. 

Mr. Wuirtirr. I shall certainly examine that situation, sir. 

The CHarrMANn. I hope while you are doing that, that you will 
examine a bunch of others that we can give you. It is the same 
situation throughout the country, almost any State in the Union— 
Georgia, Alabama, Tennessee, Louisiana, Mississippi can show the 
same condition. 

Mr. Mircuevi. Mr. Chairman, May I ask another question? I 
will go back to Dublin, Mr. Whittier. 

Now, according to Dr. Cohen, he gave a reason for not operating a 
ward, that it called for more than 24 beds and that is the reason for 
operating the 476. 

Now, in view of the waiting list that exists in Georgia, and Dublin 
itself, have you asked for Presidential authority to increase, not the 
500, but to 550 or even 600, the rated operating capacity at Dublin? 

Mr. Wuirtier. | have no memory of that, but may I suggest 
to you, Mr. Congressman, that the reason this gross difficulty comes 
about is that I had not finished my definition, and it is not done, on 
the matter of beds. It is done on the average daily patient load, and 
the ADPL is set by the Congress. We then have to apportion them 
across the country and balance them. 

Mr. Mircue tt. All right. I won’t go into the merits at this time, 
but the procedure would be an order to obtain and increase authoriza- 
tion for the use of beds at Dublin, that you would ask the Chief 
Executive for the authority to increase the size above the 500 beds; 
is that not correct? 

Mr. WuirtieEr. I believe the answer to that is ‘“‘Yes’’, but if it was 
set by law we would have to have it removed by law. 

I am informed that we have made recommendation to the Bureau 
of the Budget for that increase. 

Mr. MitcHe.u. Of how many beds? 

Mr. LampuHERE. 500 domiciliary beds to be added from transferring 
of patients to another part of the country. 

Mr. Mitcue.y. Have you received any word from the Bureau as 
to whether that will be approved or not? 

Mr. LAMPHERE. We have made a recommendation. We have not 
received any word yet. 

The Cuarrman. Mr. Administrator, before you go into the daily 
load, are you saying the Congress establishes the average daily patient 
load 

Mr. Wuirttier. That is correct, sir. 

The CuarrMan. Isn’t your average daily patient load determined 
by the number of days and number of patients? 

Mr. Wuirtier. No, sir; the average daily patient load is a figure 
set by the Congress of the United States in an appropriation act, and 
was changed by the House Committee on Appropriations this year, 
and changed again on the Senate side, the Senate Committee on 
Appropriations, and is now between the branches. 

The CuarrMan. What is the average daily patient load for this 
year? 

Mr. Wuirtier. About 138,000. 
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Dr. Couxmn. The planned patient load for this fiscal year 1958, was 
101,740 in the total VA system, and the total beneficiaries was 139,000. 

The CuHarrMan. Mr. Administrator, you are saying, in other words, 
based on last year’s average daily patient load, you put in a request 
for money, and you come up here this year, and the appropriations 
committee sets the average daily patient load based on information 
supplied by you by placing it on a limitation as the funds for inpatient 
care? 

Mr. Wuirtier. The average daily patient load is tied to a fund here. 
We are given so much in the fund. 

The CHarrMAN. The average daily patient load is tied to the fund 
or the patients tied to it, the patients—is that not so? 

Mr. Wuirtirr. Tied to the ADPL. 

The CuarrMan. In other words, you tell them what you think your 
average daily patient load will be, and that is the money they will 
appropriate for it? 

Mr. Wuirtier. I first tell the Bureau of the Budget, as it is part 
of the appropriations language, and they scrutinize it; there is some 
discussion, the President then approves the budget as finally agreed 
upon, it goes before the Congress of the United States. I appear 
before the House Appropriations and later Senate Appropriations. 
They may alter it, raise or lower it. That is the general procedure. 
It can be changed in any one of these places, and this year, I think 
it was changed in almost all of them. 

Mr. Hatey. Mr. Chairman, this may be a little bit off of what we 
are discussing, but it leaves me cold here, when we are talking about 
24 beds, and I look at the figures just handed to me. 

In Florida, we have 1,320 beds, and we have a waiting list of 1,365. 
In other words, we more than double, at least, we could empty every 
bed in Florida and still not be able to take care of the waiting list. 

The CHarrman. Mr. Haley, that 24 was used as a very simple 
example of other situations. 

Mr. Hatey. Yes, I realize that. 

The CuatrMan. Mr. Administrator, I don’t think that this thing 
we are talking about, the average daily patient load is clear. 

Mr. Wuittier. I agree. That, sir, is exactly where I started. 

If I may, I would like to go back here and go through the definitions. 

Remember, I said there were four things—rated bed capacity, 
operating bed capacity, unavailable beds, and average daily patient 
load, or, ADPL, and if I would explain those prior to the questioning, 
then, sir, it would be easier, and if you will, with your permission, I 
would like to do that. 

The CHarRMAN. Go ahead. 

Mr. WuirtieEr. I suggested to you, if I may just quickly review it, 
that we had taken over a very great hospital from the Army, which is 
one of many we took over. 

The first thing we did was abandon beds for which we thought there 
would never be any use. The Veterans’ Administration doctors care- 
fully examined it and tried to decide on the basis of the number of 
patients, and number of staff available, how many beds they could 
actually operate, and out of that they chose operating beds of 237. 

Those are the beds that are shown here on this chart. These are 
the only beds that are in operation out of this tremendous plant. 
These other beds are standing with walls around them, and there are 
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empty beds in there. I do not believe there is any waiting list or 
desire for patients in that particular hospital. 

Now, why should we keep all of these hospital beds standing idle 
and not use them? If there are no patients and there is no staff, we 
have to do that. 

May I suggest to you that by and large they are not in target areas; 
that if an atomic bomb were to hit this country, they would be of 
extraordinary value to us. There might be an epidemic. We think 
it is wise and economic in the long run to keep them, but it is very 
important that you remember, sir, that these beds, these sur plus 
standby, these unused beds are part of the total of rated beds e apacity. 

The Cuarrman. Mr. Administrator, right there. Tell us between 
Dublin and this hospital—Swannanoa—the other 500 in Dublin, are 
they not a part of the rated bed capacity? 

Mr. Wuirrrer. There are many reasons, in many places, why beds 
would be empty. 

The CuarrMan. Answer the simple question; in Dublin, what is 
the rated bed capacity? 

Mr. Wurrrtier. Mr. Chairman, I will be delighted to review that. 

The Cuarrmsn. No. Just answer my question: What is the rated 
bed capacity in Dublin, Ga.? 

Mr. Wuirtrer: Five hundred. 

The CuarrMan. What is the actual bed capacity in the hospital? 

Mr. Wurrtier. Nine hundred. 

The CuHarrman. So you can see how difficult it is for us to get even 
the truth at one hospital. 

Mr. Wuirtrer. I agree with you, sir, and one of the things I would 
like to do is work tow ard a simplicity of formulas in this area, because 
it is amatter of semantics. Men spend so much time disc ussing things 
when basically they are in common agreement, and I assure you, sir, 
that we are not in erent here today, although the questioning 
and the answers may appear to seem so, 

The CHarrMan. Let’s 6 back to this Swannanoa hospital. 
What is the rated capacity there? 

Mr. Wuirtier. The rated capacity of this hospital is 1,052 beds. 

The Cuarrman. And the actual bed capacity is how much? 

Mr. Wuirtier. The actual bed capacity is—operating beds 

The CuHarrMan. The actual bed capacity that the Army had when 
they operated it. 

Mr. Wurrrrer. That would be 2,365. The Army had 2,365. We 
wiped out 1,313 and left a rated capacity of 1,052, which leaves—— 

The CHarrMan. Now, Mr. Whittier, you didn’t wipe out anything. 

Mr. Wuirtier. The buildings are still standing. 

The CuarrMan. When you took it over you took over 1,052 beds 
and you can’t give us the difference from 1,052 and the 2,365, without 
the President’s approving it, can you? 

Mr. Wurrtier. I believe I can, sir. 

The CuarrmMan. Well, what is the difference in Swannanoa and 
the one at Dublin? In Dublin you have 900 beds and you have a 
rated capacity of 500 and you say you can’t use those without the 
President’s authority. What is the difference between the two 
hospitals? 

Mr. Wuirtrer. There is a Presidential authorization, and I 
cannot go over and above the Presidential authorization for this 
hospital. 
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The CuairMan. The Presidential authorization is 1,052. 

Mr. Wuirrier. I could use that. 

The CHarrMAN. What about the 2,365? 

Mr. Wuirrier. But the reason I can’t use it is not because the 
Bureau of the Budget stops me, and not because I don’t have the 
authority, but because I do not have the doctors, or do not have the 
patients, and that is basic. ‘These are the reasons for these beds not 
being used. There are no patients and no patient loads, and there is 
no staff available for them. 

Looking at this, the number that we can use, and for which we have 
patients and doctors out of 1,052 rated capacity it is only 237 beds, 
so there are 813 beds that are in standby surplus. 

The CuarrMan. Mr. Administrator, before we get through this 
hearing we are going to take each one of these hospitals. 

You say you don’t have patients there, yet we have figures from you 
saying you have a waiting list in that area. 

Mr. Wuirrier. Sir, | can only tell you the best of my opinion. I 
want you to know we are human and not infallible, and we may be 
wrong in some instances, and if we are wrong, I will stand at your side 
in an effort to correct it. 

If I may, sir, there are 815 standby surplus beds here. ‘These beds 
are not used because there are no patients in the view of our doctors, 
the view of the Veterans’ Administration, now—— 

Mr. Kearney. If I may, Mr. Chairman? 

The CHarrMAN. Mr. Kearney. 

Mr. Kearney. You say, Mr. Administrator, that there are no 
patients. You mean no patients in that area? 

Mr. Wuirtier. That is exactly what I mean, sir. 

The CuatrMANn. You mean no patients or no waiting list? 

Mr. Kearney. No patients. 

The CHarrMAN. Pat, they have given us figures on North Carolina, 
of 172 in that area, that came out of their office, and the Administrator 
talks about sacks of meal. Well, of course, just a few miles away, not 
necessarily a sack of meal, there are 172 veterans waiting in that area, 
vet he says there are no patients waiting for the hospital. 

Mr. Wuirrier. Mr. Chairman, I shall be glad to review this with 
you generally and have our experts sit down with you. 

Mr. Kearney. I don’t think there is any attempt here, Mr. 
Administrator, to put you on the spot. 

Mr. Wuirttier. I am sure of that. 

Mr. Kearney. On the figures that the chairman just gave, is that 
true, that there are that number waiting in that area? Are they 
non-service-connected? 

The CuatrmMan. They are all nonservice. 

Mr. Wuirriger. Every service-connected—— 

Mr. Kearney. Is that a correct figure? 

Mr. Wuirtrer. I believe the figure is correct. 

Mr. Ayres. Mr. Chairman, if | may—-since they are all non-service- 
connected veterans, do they qualify under existing laws? 

The Cuarrman. According to the information we have, they do 
qualify. 

Mr. Wuirtier. The statistics that the chairman mentioned? 
They would qualify. 

The Cuarrman. Mr. Administrator, I don’t understand your state- 
ment that there are no patients. Maybe there is no staff. 
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Mr. Wuirtier. Would the chairman accept that, in the opinion of 
the Medical Department of Veterans’ Administration, there are no 
patients, and then debate the individual hospitals later? Will you 
accept it on the opinion of the Administrator of the VA and the Medi- 
cal Department of VA that there are no demands for these beds? 

The CuarrmMan. These figures came from your office. 

Mr. WuirtieEr. I agree with that, sir, and I shall be glad to review 
them individually, but if I may, for the purposes of understanding 
the whole system 

Mrs. Rocers. Is it because the patients don’t want to go there, to 
that particular hospital, that you say there are no patients? 

Mr. Wuirtier. There are many hospitals that it would be hard to 
get patients to go to, because of the distance, remoteness, and that 
is true, Mrs. Rogers. 

Mr. Kearney. Isn’t it true, Mr. Administrator, that that is true 
all over the country and, in the final analysis, the patient is sent to 
a hospital to be cured of, let us say, a certain disease? In other 
words, he can’t generally pick out his own hospital. They would be 
filling hospitals all over the country to suit the individuals, and their 
desires. We had the same situation in Pennsylvania, where they 
transferred some TB patients up to Saranac Lake and they raised 
the devil. 

Mr. Warrtrer. That is exactly right. This question is raised, 
and people say, ‘““‘Why don’t you move them to TB beds or NP beds 
in Pennsylvania?” and the very effort was made at Saranac Lake 
and other places, and the Administrator had considerable difficulty 
from a number of Members of Congress as I think properly he should 
have had. 

Mr. Hatey. Will the gentleman yield? 

Mr. Kearney. Yes. 

Mr. Haxey. I would just like to ask the Administrator—this 
hospital we are talking about, of course, is a hospital for specialized 
services, too, is it not? More of a TB hospital than a general hospital? 

Mr. WuirtieER. This hospital is both, sir. 

Mr. Sartor. Mr. Chairman, might I ask a question on these 
definitions? 

The CHarrMan. Mr. Saylor. 

Mr. Saytor. Mr. Administrator, on page 38, there is a chart 

Mr. Wuirtier. This is the chart that Mr. Teague sent to the 
President. 

Mr. Saytor. That chart that was sent to the President, which 
came out of the Government Printing Office on April 22, 19% 58 

The CHarrMAN. Mr. Saylor, it came originally from the Veterans’ 
Administration. 

Mr. Wuirtrer. The question here is an interpretation of what the 
VA figures do mean. 

Mr. Saytor. The thing that I would like to have you explain here 
is the first column, listed ‘‘Armed Forces bed capacity’ and a total of 
that column is 67,979. 

The second column, dated December 31, 1957, column B, says the 
VA rated bed capacity, and for those same hospitals you have a total 

of 23,309. 

( clin C, is operating beds in the Veterans’ Administration, under 

the VA rated capacity, and that figure is 19,402. 
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Then the fourth column is beds not in use under the VA rated 
capacity, and that total is 3,907. 

Now, I know that one of the questions that has plagued myself and 
other members of this committee is, first, why the difference between 
the rated capacity of the Veterans’ Administration and rated capacity 
of the Armed Forces? 

That is the first point. 

Then the second one is the difference between rated bed capacity 
in operating beds, from which you get your figure for your fourth 
definition, of average daily patient load. 

Now, if you could explain that to this committee, I think we might 
be on a basis of common understanding. 

Mr. Wuirtier. Mr. Saylor, I recognize that that was exactly the 
problem, which is why I included that chart with the notations, and 
that is why I drew this chart. 

This is one of those armed services hospitals—and there are 6 of 
them marked, and 6 of them listed—the VA took over this particular 
hospital that had 2,365 beds in it. 

Someone had to make a determination as to how many beds VA 
could use, and so the Medical Department of the VA at that time— 
and, incidentally, at that time it was made up of as dedicated a group 
as ever was assembled, a dedicated group, and they decided that there 
1,313 of those beds that they would probably never be able to use, 
and so they took them out of the VA system. 

That left standing—they decided they would keep beds standing 
within the VA rated capacity to the number of 1,052, even though 
they knew and felt that many of these would have to remain in a 
surplus and standby status. 

As a matter of fact, having then determined that the rated capacity 

* the total number of beds the VA could possibly use, even in an 
decane instance, was 1,052, they then decided how many they could 
actually use immediately, and how many would have to be surplus, 
so the rated capacity is divided into operating beds and surplus. 

I will remove now the group of beds that were abandoned. This is 
the group of beds that are standby, surplus. That is 815 standby 
surplus beds in a total capacity or rated capacity of 1,052, and that 
left a small number of operating beds for which there were both 
patients and for which there were doctors there. 

Now, part of the confusion comes about: What do we call surplus 
standby beds? And the term used is ‘‘unavailable.” 

The truth is, if there were an emergency, they would be available, 
but none is. The 815 beds are called unavailable beds. 

Now, through the system, beds are unavailable for a great many 
reasons. Remember , operating beds are the numbers in which we 
more or less have patients, and have doctors and can use them at 
some time in the year. Unavailable beds are the surplus. This is the 
total we could use. 

The difference, the unavailable beds, is simply the difference be- 
tween the total of rated capacity and the beds we are actually operat- 
ing, or 815 unavailable beds, and we chose a term and said, ‘These 
beds are unavailable because they are not required to meet the 
current operating plans.”’ 

Now, that is these beds here [indicating on chart}. 
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Remember, these beds, the standby surplus, are “not required to 
meet the current operating plan’’ and that is one reason why beds are 
unavailable, and we listed all of those beds. However, there are many 
other reasons that beds might be unavailable. As a matter of fact, 
there are 4,794 beds unavailable because they are “not required to 
meet the operating plan.” 

Half of those are in these big cantonment hospitals, but others 
may be in smaller hospitals and there may be fewer beds, but they 
haven’t patients, for one reason or another, to go into the beds at 
these smaller hospitals. 

So, adding a few beds, a ward here and there, adding these big totals 
of surplus beds within the rated capacity, we have unavailable beds 
for the reason that they are not required to meet the current operat- 
ing plan, and in the system as of December 31, 1957, when these statis- 
tics were compiled, there were 4,974 of these standby surplus beds, 
and that is a very important figure, because it will—well, the letter 
from the chairman to the President said: 

Did you include 4,974 beds because they were of a bed type not required in the 
current operating plan? 

The answer is: Not one of these beds was ever closed, because not 
one of these beds was ever opened. They were just standby, surplus, 
and were on the day we took them over. They have been standby 
surplus ever since. The 4,974 beds were not closed; they were merely 
never opened. The Bureau of the Budget didn’t force it. Even the 
Veterans’ Administration Administrator did not have to close them 
administratively—I had no decision to make. The question was then 
asked: ‘Does the President of the United States know and approve 
of the closing of the 4,974 beds?” 

The answer to that question is: How could the President know 
and approve the closing of 4,974 beds when they were never closed 
at all? The chairman was dissatisfied with my answer when I tried 
to explain this in the letter, that the 4,974 beds were never closed; 
they were simply in a standby status. There is just simply confusion 
here, and I deeply regret the confusion. The morning after I left this 
committee room I asked my people to call your staff, and I called 2 
weeks later and asked the chairman whether or not we could get 
together to establish the basic facts. 

Now, let me move on to another reason. 

The CuarrmMan. Mr. Administrator, we are going to have to quit in 
just a moment. 

Let me ask one question in connection with this hospital. You 
have 237 operating beds. Do you have the authority to close those 
beds? 

Mr. Wuirtier. I would say ‘‘Yes’ 

The CHarrmMan. What is your authority for closing them? If 
Congress has made them available and said you will use them under 
certain circumstances, where do you get your authority to close beds 
under those circumstances? 

If you have patients and doctors and a staff, and you have the 
money, where do you get your authority to close those beds? 

Mr. Wuirtier. No, sir, I said I had four things that I wanted to 
define. 


’ 
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One was rated beds; another was operating beds; and one was 
average daily patient load. 

I get my authority from the Congress of the United States that sets 
my ADPL and if they don’t set an average daily patient load that 
fills every bed, then I cannot do it. 

The CuarrMan. Mr. Administrator, you said you had the authority 
to close 274 beds. Will you tell us tomorrow what the authority is 
and where it comes from? 

Mr. Wuirtimr. I shall do so. 

Mr. Mircueuyi. Mr. Chairman, I have a number of other support- 
ing documents on the need for more hospital beds in Georgia including 
resolutions from the Georgia Legislature. I would like to include in 
the record. 

The CHarRMAN. Without objection so ordered. 


H. R. No. 439 


By Messrs. Floyd of Chattooga, Ingle of Gordon, Smith of Whitfield, Fellows of 
Coffee, and McKenna of Bibb 


A RESOLUTION 






























Whereas we the representatives of Georgia’s 159 counties duly convened in 
session for the purpose of enacting laws and making recommendations beneficial 
to the people of our State; and 

Whereas the house committee on veterans affairs of the State of Georgia having 
fully looked into the Veterans’ Administration hospital facilities available for 
Georgia veterans and having reported their findings to the full house in session; 
and 

Whereas it is the unanimous opinion of this House of Representatives of the 
State of Georgia that existing Veterans’ Administration hospital facilities are 
entirely inadequate; and 

Whereas there is in existence at Dublin, Ga., a comparatively new and fine 
Veterans’ Administration hospital, the full capacity of which is approximately 
1,000 beds of which only one-half are being made available at this time; and 

Whereas existing Veterans’ Administration hospital facilities at Augusta and 
Atlanta are inadequate both having waiting lists for admittance: Therefore be it 

Resolved, That, although we recognize the fiscal burdens of our Government, 
we also recognize the inadequacy of hospital services to our veterans; and, be 
it further 

Resolved, That we of this house of representatives respectfully recommend and 
urge that the congressional and senatorial delegations of the State of Georgia at 
Washington exert their every effort and influence to have the Veterans’ Admin- 
istration hospital at Dublin adequately financed and staffed that it may be opened 
to its full capacity, thus relieving the inadequacy of beds in Georgia for our 
veterans. 








S. R. 131 
By Senator Sanders of the 18th 


RESOLUTION 














Whereas we the senators of Georgia’s 54 senatorial districts duly convened in 
session for the purpose of enacting laws and making recommendations beneficial 
to the people of our State; and 

Whereas the senate committee on veterans’ affairs of the State of Georgia 
having fully looked into the Veterans’ Administration hospital facilities available 
for Georgia veterans and having reported their findings to the full senate in 
session; and 

Whereas it is the unanimous opinion of this Senate of the State of Georgia that 
existing Veterans’ Administration hospital facilities are entirely inadequate; and 

Whereas there is in existence at Dublin, Ga., a comparatively new and fine 
Veterans’ Administration hospital, the full capacity of which is approximately 
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1,000 beds, of which only one-half are being made available at this time; and 

Whereas existing Veterans’ Administration hospital facilities at Augusta and 
Atlanta are inadequate both having waiting lists for admittance: Therefore be it 

Resolved, That, although we recognize the fiscal burdens of our Government, 
we also recognize the inadequacy of hospital services to our veterans; and be it 
further 

Resolved, That we of this senate respectfully recommend and urge that the 
congressional and senatorial delegations of the State of Georgia at Washington 
exert their every effort and influence to have the Veterans’ Administration hospital 
at Dublin adequately financed and staffed that it may be opened to its full 
capacity, thus relieving the inadequacy of beds in Georgia for our veterans. 





S. R. No. 132 
By Senator Sanders of the 18th 
RESOLUTION 


Whereas we the senators of Georgia’s 54 senatorial districts duly convened in 
session for the purpose of enacting laws and making recommendations beneficial 
to the people of our State; and 

Whereas the senate committee on veterans’ affairs of the State of Georgia 
having fully looked into the Veterans’ Administration hospital facilities available 
for Georgia veterans and having reported their findings to the full senate in 
session; and 

Whereas it is the unanimous opinion of this Senate of the State of Georgia 
that existing Veterans’ Administration hospital facilities are entirely inadequate; 
and 

Whereas one of the more notable findings of our committee on veterans’ affairs 
refers to Veterans’ Administration Hospital No. 48 in Atlanta. This hospital 
was acquired by the VA some 28 years ago to serve the needs of Spanish-American 
War veterans and veterans of World War I; and 

Whereas since that time World War II and the Korean conflict has increased 
the veterans population of our State to approximately 450,000, a large portion of 
which reside in the Atlanta and north Georgia area; and 

Whereas it is the unanimous opinion of this body that the 300 beds available 
at the Atlanta Veterans’ Administration hospital is entirely inadequate: Therefore 
be it 

Resolved, That we recommend and urge our congressional and senatorial dele- 
gations at Washington to exert their influence and every effort toward having 
a new hospital of sufficient bed capacity constructed in the Atlanta-north Georgia 
area. 





H. R. No. 440 


By Messrs. Floyd of Chattooga, Ingle of Gordon, Smith of Whitfield, Fellows of 
Coffee, and McKenna of Bibb 


A RESOLUTION 


Whereas we the representatives of Georgia’s 159 counties duly convened in 
session for the purpose of enacting laws and making recommendations beneficial 
to the people of our State; and 

Whereas the house committee on veterans’ affairs of the State of Georgia having 
fully looked into the Veterans’ Administration hospital facilities available for 
Georgia veterans and having reported their findings to the full house in session; 
and 

Whereas it is the unanimous opinion of this House of Representatives of the 
State of Georgia that existing Veterans’ Administration hospital facilities are 
entirely inadequate; and 

Whereas one of the more notable findings of our committee on veterans’ affairs 
refers to Veterans’ Administration Hospital No. 48 in Atlanta. This hospital was 
acquired by the VA some 28 years ago to serve the needs of Spanish-American War 
veterans and veterans of World War 1; and 

Whereas since that time World War II and the Korean conflict has increased 
the veteran population of our State to approximately 450,000, a large portion of 
which reside in the Atlanta and north Georgia area; and 
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Whereas it is the unanimous opinion of this body that the 300 beds available at 
the Atianta Veterans’ Administration Hospital is entirely inadequate: Therefore 
be it 

Resolved, That we recommend and urge our congressional and senatorial dele- 
gations at Washington to exert their influence and every effort toward having a 


new hospital of sufficient bed capacity constructed in the Atlanta-north Georgia 
area. 





ATLANTA Ga., July 16, 1958. 
Congressman ERwin MiITcHELL, 


House Office Building, Washington, D. C.: 


Strongly urge favorable consideration of new 750-bed veterans’ hospital’ n 
Atlanta to relieve long waiting list of ill and deserving veterans. 


Marvin GRIFFIN, 
Governor of Georgia. 


ATLANTA, Ga., July 16, 1958. 
Hon. Erwin MITCHELL, 


House Office Building, Washington, D. C.: 


I am firmly convinced that Georgia veterans need additional VA hospital facili- 
ties. Hope that we can secure additional beds and hospitals. Deeply appreciate 
your fine work along these lines. 

ERNEST VANDIVER, 
Lieutenant Governor. 


RESOLUTION 


Whereas a hospital will render more service to medically and legally eligible 
veteran beneficiaries, which the obsolete plant and present limited number of 
beds at Atlanta VA Hospital prohibits them from doing; and 

Whereas for some reason that we fail to comprehend, Veterans’ Administration 
hospital beds are not distributed according to veteran population concentration. 
The distribution of VA beds concentrates too many veterans’ beds where the 
veterans are not located. Atlanta, Ga., can easily staff a larger hospital with 
top quality personnel as there are over 1,000 doctors in the city of Atlanta in 
addition to a large medical school, medical centers, and many outstanding 
hospitals. At this time the VA hospital in Atlanta has between 80 and 100 
highly trained consultants on their staff who are available when needed; and 

Whereas Atlanta is a transportation, communication, educational and cultural 
center. Because of its geographic location, its transportation and communication 
eenters, Atlanta will continue to grow and, as it grows, its veterans population 
will continue to increase; and 

Whereas the 40-year-old Atlanta VA Hospital is obsolete, worn out, and no 
longer economical to operate. In fact, it is bursting out at the seams everywhere. 
The walls leak, the pipes are bursting, electrical wiring is insufficient, and patients 
rooms, staff offices, and laboratory facilities are totally inadequate. There is 
absolutely no space for expansion. On the other hand, medicine and surgery 
have progressed tremendously in the past 40 years, while the VA hospital physical 
plant has deteriorated and retrogressed; and 

Whereas the VA is committed to top quality medicine everywhere and the 
Atlanta VA Hospital could have no finer relationship with or more whole-hearted 
support from the medical school with which they are affiliated. We are confident 
the Emory University, Emory University Hospital, and the Emory University School 
of Medicine will continue and encourage the same relationship with a new VA 
hospital as they haveinthe past. In fact, anew 750-bed veterans’ hospital located 
in the vicinity of the Emory University campus would materially facilitate the 
treatment and care of ill veterans. One of the finest medical centers in the 
world is located at Emory University and its staff, facilities, research equipment, 
and laboratories would be made available to the VA hospital; and 

Whereas future planning in relation to the aging veteran population will require 
more beds, recognizing the increase in length of stay of the patients. We must 
recognize that these veteran patients do not merely need custodial beds, but will 
require medical care and treatment of the highest quality. The VA hospital 
located adjacent to the campus of the Emory University would make available 
specialized services needed to treat these veterans; and 





4010 VETERANS’ ADMINISTRATION HOSPITALS 


Whereas the Atlanta VA Hospital processes approximately 10,000 form P-10 
applications each year, of which approximately 55 percent are rejected in most 
instances because beds are not available. The Atlanta VA Hospital operates at 
peak capacity 365 days of each year, and has since its reactivation in 1952. 
Veteran patients are treated and discharged as rapidly as medically possible and 
according to a recent Veterans’ Administration report, the Atlanta VA Hospital 
ranks fourth in the turnover rate of patients among the 176 VA medical stations. 
We believe that the VA authorizes a certain amount per day for each patient. 
It is quite obvious that the first 2 or 3 days a patient is in the hospital, the rate is 
higher because of the laboratory tests, X-rays, etc., required upon admission. It 
is then apparent that this rapid turnover in patients and the high cost during the 
first 2 or 3 days of confinement makes the operation of this hospital extremely 
difficult with the per diem authorized; and 

Whereas no neuropsychiatric beds whatsoever are to be found in the Atlanta 
VA Hospital not even for service-connected emergencies and for that matter 
there is not a single NP bed available among the general hospitals of Atlanta 
except at one private sanitarium, the cost of which is prohibitive to most veterans 
and nonveterans alike. At least 250 of the 750-bed hospital we propose in Atlanta 
should be equipped to provide care and treatment for NP cases; and 

Whereas there is no female section in the Atlanta VA Hospital nor are there any 
suitable beds for the care and treatment of female veterans. In spite of this 
fact, a few are accommodated from time to time. There is not a single room with 
a private bath in the entire Atlanta VA Hospital; and 

Whereas we estimate that over 90 percent of the non-service-connected patients 
who are referred to the Atlanta VA Hospital are referred by their private physicians 
who are well aware of the veteran applicant’s financial condition and ability to pay. 
In all due respect to the fine work that these doctors are doing throughout Georgia 
and the country they can become quite critical if their patients are not admitted: 
Therefore be it 

Resolved, That the American Legion Department of Georgia in convention 
assembled hereby urges and implores the Veterans’ Affairs Committee to give 
favorable consideration to the expansion of hospital facilities in Georgia, and the 
establishment of a 750-bed VA hospital in Atlanta, Ga.; and be it further 

Resolved, That copies of this resolution be forwarded to Congressman Olin 
Teague, Seventh District Congressman Erwin Mitchell, and Fifth District Con- 
gressman James C. Davis. 

The above resolution was unanimously adopted by the American Legion Depart- 
ment of Georgia in regular convention assembled in Macon, Ga., July 18, 19, 20, 
1958. 

DEPARTMENT ADJUTANT. 


VETERANS OF FoREIGN WARS OF THE UNITED STatTEs, 
DEPARTMENT OF GEORGIA, 
Bainbridge, Ga., July 14, 1958, 
Hon. Erwin MITCHELL, 
Congressman, Seventh District of Georgia, 
Member, House Veterans’ Affairs Committee, 
Washington, D. C. 

Dear Erwin: I have just received a letter from our mutual friend, Grady 
Pittard, Jr., our present State commander of Veterans of Foreign Wars, telling 
me of your invitation for him to appear before the House Veterans’ Affairs Com- 
mittee, Thursday, July 17. Also asking that I write and give you benefit of my 
knowledge and experience that I have obtained while serving as State commander 
of the VF W of Georgia, in regard to our veterans’ hospital situation. Of course, 
as you know, we have a most undesirable and deplorable hospital situation here 
in Georgia. Knowing that you have the statistics available to you, I will not go 
too deeply into repeating them. 

Since Mr. Sumner Whittier (VA Administrator) has made the statement that 
Georgia veterans already have more than their fair share of our total hospital 
beds, he would not feel justified in requesting authority to increase the bed capac- 
ity of our Dublin hospital. Personally, I will not try to get around the fact that 
we have a ratio of 6.1 per 1,000 veterans and that the national ratio is 5.4 beds 
per 1,000 veterans, but irregardless of hospital-bed ratio per 1,000 veterans— 
whether it be nationwide or statewide—and the simple fact that the national ratio 
is 5.4 percent, certainly does not prove that the veterans are being provided with 
adequate hospital care. It simply states that this is all that they are being pro- 
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vided with and irregardless of our hospital ratio of 6.1 percent per 1,000 veterans 
here in Georgia is above the national average, I personally know that the facilities 
we have here in Georgia do not meet the needs of the veterans of this State. 

Even though the laws in regard to what veterans are entitled to in hospital 
treatment, in my opinion are too strict, we do not have enough facilities to take 
care of all veterans who are entitled to treatment under these present laws. 

Forgetting about bed ratios, and getting down to plain facts with which I’ve 
been confronted with this past year, while serving the State as commander of 
Veterans of Foreign Wars, first let’s take the domiciliary-type patients at the 
present. We have a domiciliary in Thomasville, Ga., with a total capacity of 
1,600 beds, but is only authorized to operate 559 beds. Actually, through the 
efforts and commendable administration of Mr. McDaniel, who is the adminis- 
trator of this home, they have been able to provide for in excess of 600 patients 
aday. Ata total cost of less than $5 per day, per patient. 

In this home, less than 40 percent of these patients reside in Georgia. There 
are no medical treatments available other than first aid. There is only three 
doctors authorized for this home. 

At the hospital in Dublin, Ga., around 200 beds are being operated for the 
intermediate type patients. In other words, the patient that does not need 
constant hospital treatment, but requires more medical care than can be provided 
for them at the home in Thomasville. 

During the past year, there was hardly any waiting list for this type patient, 
but this is certainly not true in all the other type patients. 

Next, let’s take the mental type patient. We have only the Lenwood Hospital 
in Augusta. They have a total capacity and are operating 1,329 beds. There 
is a constant waiting list of over 500 veterans who are this type patient, waiting 
to be admitted to a VA hospital. Many of these are service connected, and 
many of them I believe to be service connected, but due to the fact that their 
mental condition did not occur until several years after discharge, they have been 
unable to prove service connections. Having experienced actual combat as an 
infantryman, I can recall many incidents that could prey on a person’s mind 
that may not cause immediate mental trouble but could easily bring it about 
many vears after discharge from service. Also my understanding of the laws is 
that even though a veteran is non-service-connected, he is entitled to treatment 
if he is unable to pay for said treatment. Even the Georgia Medical Association 
has agreed with the VFW that there is a need for more facilities for mental 
patients in Georgia. Due to the expense involved in prolonged treatment of 
the average mental patient, we do not have adequate facilities and have no other 
alternative except to place this type veteran, that cannot be provided for in VA 
hospital, in our State insane asylum at Milledgeville, Ga. The only way to place 
a veteran in this institution is to have lunacy preceedings against him and prove 
him insane. This is a shame and disgrace to our Armed Forces. An immediate 
action should be taken to correct this. 

Our tuberculosis patients face practically the same situation as the mental 
patient. 

Now let’s get down to the general medical patient. We have 300 beds in 
Atlanta that are in operation, over 200 beds in Dublin (Dublin has a total capacity 
of 1,053. Only 476 that are authorized to be used, but over 200 of these 476 are 
being used for the intermediate-type domiciliary patient as I stated previously). 
In the Forest Hills Hospital in Augusta, there are 421 beds in operation. 

As you can readily see, our ratio of general medical beds is way short of 6.1 per- 
cent per 1,000. According to all statistics that I could obtain January 1, 1958, 
we had in excess 750 general medical patients on the waiting lists at the general 
medical hospitals. 

It is true that the larger percentage of these were nonservice connected, but it is 
also true that the nonservice connected had been certified as being eligible for 
treatment. I have also found this in our general medical hospitals. Due to the 
fact of the time that it requires to gain admittance and to be examined after 
admittance, that many of our service-connected veterans are being forced to seek 
medical care for service-connected disabilities from private hospitals. 

I would like to cite this case that is happening at the present. Mr. Ed D. 
Priest, Sr., entered a VA hospital last July 7 to be treated for a service-connected 
injury to his leg. On July 9 he was X-rayed. On July 13 the last communication 
I had from him, he still did not have a report as to his condition of his leg, or what 
medical treatment to expect. The reason I did not name the hospital is, this is 
not an unusual case, and it does not just happen in this hospital. Should it be 
necessary, I can supply other names and dates in various hospitals connected in 
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similar cases. At first thought, you might say, “Should this be corrected, then we 
would not need more facilities,’ but I can assure you that if the time is reduced 
to gain admittance, examination, and medical treatment, you will have many 
more eligible veterans apply for treatment. 

Erwin, I could go on and on and cite you even some hardship cases that have 
failed to get medical treatment that they were entitled to. Some of them that 
were turned down seemed to be almost inexcusable. 

To state the facts as I see them, I believe that generally the VA in Georgia is 
doing a commendable job with the appropriation that they have. That is the 
reason that we have to go to you, our Members of Congress, for help. Therefore, 
let me ask that the hospital treatment in Georgia be thoroughly investigated and 
action taken to correct a very bad situation. 

I personally believe that the proper procedure will be to fully open up and 
operate all the beds in the hospital in Dublin, to immediately provide the now 
necessary facilities, and also from an economical viewpoint, I believe that you 
will find based on future operation that a minimum of a 500-bed new general 
medical hospital should be built in Atlanta. Actually I believe this should be 
increased to 750 beds, making part of it a mental hospital. 

My kindest personal regards and best wishes. 

Sincerely, 
Wivey M. Grairrin, Jr. 





JEwisH WAR VETERANS OF THE UNITED STATES, 
DEPARTMENT OF GEORGIA AND SoutH CAROLINA, 
Savannah, Ga., July 14, 1958. 
Hon. Erwin MircHeE.t, 
House of Representatives, Washington, D. C. 


Dear Mr. MitcHeE.t: Receipt is acknowledged with thanks of your telegrams 
of July 7 and 8, 1958, with reference to conference to be held by leaders of Georgia 
veterans’ organizations. 

I regret very much my inability to be present for this conference because I am 
unable to be away from my law office at this time on account of prior commit- 
ments. 

However, with reference to the Veterans’ Administration situation in this 
State, I would like to express my thoughts on this situation which I have gleaned 
during the past year as the commander of the Department of Georgia and South 
Carolina of the Jewish War Veterans of the United States. 

It appears to me that the most that a grateful country can do for its veterans 
who have served their country as a member of the Armed Forces is to make avuaila- 
ble to them a place where such veteran can receive hospitalization for their 
illnesses, diseases, or injuries which they have received either directly or indirectly 
as the result of their service in the Armed Forces. 

There are many who must be placed on a waiting list because they are unable 
to find or locate a bed in a VA hospital solely for the reason that there 
are insufficient beds to accommodate them. I had a number of complaints during 
my tenure of office from men needing immediate treatment in a hospital who had 
to continue to endure their suffering on account of the lack of beds. A VA hospi- 
tal in Atlanta which is located near a center of vast medical experts from whom 
such a hospital can draw necessary medical experts should, in my humble opinion, 
have their facilities increased to accommodate the urgent needs of our veterans. 

I also feel that the Dublin Hospital should, likewise, have its bed facilities 
increased in order that this hospital can take care of those veterans in this part 
of the State of Georgia. It seems to me that it is a shame and disgrace that such a 
fine hospital as is located in Dublin does not have its bed capacity increased when 
the building is ready and able to be easily fitted out with more beds to take care of 
a greater number of patients. This appears to be a waste of money and a false 
economy measure. 

I want to strongly urge the House Veterans’ Affairs Committee to not only 
increase the bedload capacity of these two VA hospitals, but also to see to it that 
whenever money is allotted for these purposes that it be expended for those 
purposes. 

I would be, indeed, grateful to you if you would express these views to the 
committee. 
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Again, I say that I am sorry that I am unable to appear before the committee, 
especially since I was in Atlanta in May ready to enplane to Washington for 
appearance with other Georgia commanders of veterans organizations before the 
committee when due to conditions beyond our control, we were unable to take off 
because of plane difficulties. 

Very truly yours, 
Myer E. SHENSKY, 
Immediate Past Commander of the Department of Georgia and South Carolina. 


The CHarrMAN. The committee will adjourn now until 10 o’clock 
tomorrow morning. 


(Whereupon at 11:55 a. m., the committee recessed until 10 a. m. 
on Wednesday, July 16, 1958.) 
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WEDNESDAY, JULY 16, 1958 


HovusE oF REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10 a. m. in room 356, House Office Building, 
the Honorable Olin E. Teague (chairman) presiding. 

The CHAIRMAN. The committee will come to order. 

Without objection there will be inserted in the record at this point 
a statement by the Honorable Dante B. Fascell of Florida in support 
of H. R. 13157. 

(The statement referred to follows:) 


STATEMENT OF Dante B. FasceELt, MEMBER OF CONGRESS, ON SUBJECT OF 
VA Hospitat Bep SirvaTion 


Mr. Chairman and members of the committee, I appear here today in support 
of the bill, H. R. 13157, introduced by me and similar bills which have been 
introduced by the Florida delegation, to provide for the construction by the 
Veterans’ Administration of not less than 2,000 additional beds for the care of 
disabled veterans in the State of Florida. 

The Veterans’ Administration hospital problem in Florida is different from that 
existing in most of the United States. The deficiencies and the needs which have 
not been met are so extensive as to be shameful. In my own district, the VA 
operates a hospital at Coral Gables, Fla. For several years I have fought to hava 
a new hospital built and the VA finally dropped its plans for repair and moderniza- 
tion of the old hospital. 

At the time that the above legislation was introduced, the Administration had 
decided to construct a new hospital with the same number of beds as contained 
in the existing facility, namely, 450. Since the introduction of the legislation, 
the Administration has partially recognized the extreme situation in Florida by 
its approval of an additional 700 beds to be constructed in Florida—350 of which 
will be added to the new facility to be constructed in Dade County, Fla., and 350 
additional beds to be constructed at Bay Pines, Fla. 

Of course, all of us are extremely pleased that the Administration has recog- 
nized the dire circumstances in Florida with respect to hospital beds and that it 
has partially filled the deficiency by its latest approvat of an additional 700 beds. 

However, as welcome as these additional s are, by no means has the entire 
deficiency and need in Florida been met for hospital beds. 

Let us look at the Florida veteran hospital-bed situation as compared to the 
situation in the rest of the Nation. As of January 1, 1958, there was a national 
ratio of 186 veterans to every VA hospital bed. In Florida, that ratio was 405 
tol. For neuropsychiatric (NP) patients, the national ratio was 352 NP veterans 
to each VA NP bed. In Florida the Veterans’ Administration NP veterans’ 
ratio was 2,840 to 1. The national ratio of Veterans’ Administration TB patients 
was 1,748 to 1. Florida’s ratio was 1 VA hospital bed for 5,287 TB patients. 

It is interesting, but appalling to note here that of 1,060 Florida veterans who 
are listed as NP cases, only 14 percent are hospitalized in Florida Veterans’ 
Administration hospitals. 

The Veterans’ Administration advises me that there were 308,000 veterans in 
Florida in April of 1950. January 1958 reports show that Florida now has 
534,000 veterans, an increase of 73 percent. 

In comparison, a review of the national veteran population for approximately 
the same period shows conclusively the alarming rate of veteran influx to Florida. 
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In April of 1950, there were nationally, 19,070,000 veterans, and by January of 
1957 that figure had reached 22,710,000, an increase of only 19 percent. 

Florida Veterans’ Administration hospitals have one of, if not the lowest, 
percentage of admission ratios in the country. Only 1 out of 3 applicants is 
admitted. I am advised that the Coral Gables Veterans’ Administration hospital 
situation in this regard is far worse. The staff is compelled to put most on a 
waiting list and quite often compelled to turn applying veterans away. Others 
= sent a thousand miles or more to less crowded VA hospitals in adjoining 

tates. 

November 30, 1956, there were 2,292 Florida veterans in Veterans’ Adminis- 
tration hospitals; 51 percent of these were hospitalized in other States. That 
condition has worsened, and the percentage of Florida veterans hospitalized in 
other States is far greater today. Hundreds of Florida veterans are now and 
have been on the out-of-State waiting list—many for extremely long periods of 
time. 

Amputees are often compelled to leave before their stumps have been properly 
prepared or before they receive the required training. 

Some NP patients wait for their Florida VA hospital beds in a jail cell. 

Hemiplegics are not allowed time for full rehabilitation. Eventually this creates 
additional work for the hospital in the way of physical therapy and rehabilitative 
medicines and services. 

I trust that the recent good action of the Administration for additional hospital 
beds in Florida will be followed immediately by an effort to fill the minimum needs 
for the balance of the hospital beds required by our disabled veterans. I refer 
specifically to the prompt construction of a 1,000-bed NP-hospital at Gainesville, 

la. 

The Cuarrman. Mr. Whittier, I suppose we left you with question 


No. 14 yesterday? 


STATEMENT OF SUMNER G. WHITTIER, ADMINISTRATOR OF 
VETERANS’ AFFAIRS 


Mr. Wuirtier. Yes, sir, you left me with question 14 and I had 
arranged to check these off, but the question that you asked was 
“Under what authority do you increase or decrease the number of 
‘beds; under what authority does the Bureau of the Budget act in 
such cases? 

I think after 1 or 2 statements, I would like to refer that to Mr. Guy 
Birdsall, our General Counsel. That question was answered io the 
booklet I presented, and I indicated I would refer the query to the 
General Counsel because it was a legal question. 

The first authority under which the Bureau acts is a very general 
one that goes back to the 67th Congress, which I have marked here. 
In reading last night I got a copy of Improvement of Financial 
Management in Federal Government, and it lists in detail the things 
that must be reported by various departments to the Bureau, and it 
is surprising how specific much of that is. I think the key to it is in 
the phrase ‘‘at the direction of the President.”’ So it is almost un- 
limited. So the Bureau’s authority under these acts is very broad 
and as to detailed specifics it can become quite limiting. It is the 
great problem of when does it involve appropriations and when is it 
beyond appropriations, when is money involved? 

However, I think there was one thing on which you were completely 
right yesterday, Mr. Chairman, and I was probably wrong in not 
more fully describing that limitation. It is true in the hospital area 
we are much more limited and constricted than in any other area 
because there is a very specific limitation. It is from the Executive 
Office of the President, Bureau of the Budget, June 25, 1948, Circular 
No. A-27. In that there are some specific limitations. It came about 
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because of the abolition of the Federal Board of Hospitalization. The 
effort and design behind all of this is to see that there is no duplication 
or overlapping of hospital services, so everything was originally 
cleared in the Federal Board of Hospitalization. That was then 
abolished by, I think, President Truman, and after that everything 
had to clear the Bureau of the Budget. 
This Circular No. A-27 specifically states, for example, that— 

no project for acquisition of additional beds by new construction, major alteration, 


transfer, purchase, or leasing of or contracting for existing facilities, shall be 
initiated in any way— 


but it goes back— 
for review and recommendation to the President— 
so that, as you know, the President does sign these. Then it states— 


The acquisition of additional beds by any department or establishment to meet 
a seasonal, epidemic, or emergency requirement of a temporary nature— 


may be done. 

Out of practice and tradition there are some things that the Admin- 
istrator has, by practice, done. That comes down to the fact that 
good administrative management would mean that in a hospital 
system as tremendous as this, and that is not static, there are circum- 
stances under which it is necessary to change beds and the Adminis- 
trator has been doing that in some instances, but you were right, 
there is in the hospital area a stronger limitation than in other areas 
in which the VA operates. 

With that summary, with your permission I would like to refer the 
question for further answer to Mr. Guy Birdsall, our distinguished 
General Counsel and who has been for many years our General 
Counsel. 

The CuarrmMan. Without objection I would like to place in the 
record at this point Circular No. A-27 to which you referred. 

(The circular referred to follows:) 


{Circular No, A-27—Revised] 


EXEcUTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., June 25, 1948. 
To the Heads of Executive Departments and Establishments. 
Subject: Review and coordination of the hospital, convalescent, and domiciliary 
programs of Federal departments and establishments. 

Purpose.—This revision of Circular No. A-27 replaces and rescinds Circular 
No. A-27 dated August 1, 1943. It provides for a change in the procedure 
whereby Federal hospital, convalescent, and domiciliary programs are reviewed 
and coordinated. 

Abolition of the Federal Board of Hospitalization.—The Federal Board of Hospi- 
talization is hereby abolished, effective June 30, 1948, as an advisory agency to 
the Bureau of the Budget. 

Review and coordination through the Bureau of the Budget— 

1. The Bureau of the Budget will review and coordinate hospital, convalescent, 
and domiciliary programs developed and operated by all departments and estab- 
lishments with a view to— 

Avoiding overlapping and duplication of services and overbuilding of 
facilities; 

Insuring the most efficient and complete utilization of the total services 
and facilities of the Federal Government by each department and establish- 
ment; 

Appraising the need for existing or additional facilities of each department 
and establishment; and 
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Bringing about maximum utilization of non-Federal facilities in the 
administration of the hospital activities or programs of any department or 
establishment. 

The head of each establishment or department will be responsible for a similar 
review and coordination of such programs within his establishment or department. 

2. Each Federal agency which operates hospital, convalescent, or domiciliary 
programs will be responsible for developing long-range estimates of bed require- 
ments (5 or more years ahead) for its major categories of patients and classifica- 
tions of institutions and will periodically, as requested by the Bureau of the 
Budget, transmit them, together with appropriate supporting material, to the 
Bureau of the Budget. The Bureau of the Budget will review and coordinate 
such agency proposals with similar estimates of other agencies to the end that 
there may be available at all times a well-considered, fully coordinated, advance 
plan for meeting the Federal Government’s responsibility in providing facilities 
for hospital, convalescent, and domiciliary care. 

3. Each agency will develop and submit annually to the Bureau of the Budget 
not later than June 1 an itemized program of all new or additional bed-produc- 
ing projects, other than those already existing or authorized, which it proposes to 
include in appropriation estimates for the fiscal year which begins 13 months later, 
Each item in the program will be fully supported as to need and timing of acquisi- 
tion and will be coordinated with the long-range estimates of the agency men- 
tioned in paragraph 2, above. Following review, the Bureau of the Budget will 
submit the agency’s program to the President with recommendations. Such 
programs, to the extent they are approved by the President, shall serve as the 
basis for consideration by the Bureau of the Budget of estimates of appropriation 
for the acquisition of hospital, convalescent, and domiciliary facilities. 

4. Unless specifically included in an approved annual program referred to in 
paragraph 3, for which funds have been appropriated and are available, no project 
for acquisition of additional beds by new construction, major alteration, transfer, 
purchase, or leasing of or contracting for existing facilities, shall be initiated in 
any way in the continental United States, the Panama Canal Zone, or the Terri- 
tories by any department or establishment until it has been submitted to the 
Bureau of the Budget for review and recommendation to the President as to 
need, size, location, type of construction, and any other pertinent factors, nor 
until the President has acted upon such recommendation. 

5. The acquisition of additional beds by any department or establishment to 
meet seasonal, epidemic, or emergency requirement of a temporary nature, pro- 
vided such acquisition does not require new construction, does not come within 
the provisions of this circular. The Departments of the Army and Air Force 
may reactivate station hospitals and build station hospitals of temporary con- 
struction without reference to this circular provided that such reactivation or 
construction is in connection with the current military expansion program and is 
initiated prior to June 30, 1950. Each project involving the acquisition of beds 
under this paragraph shall be reported to the Bureau of the Budget at the time 
approval thereof is given by the head of the department concerned. 

6. In so far as hospital, convalescent, and domiciliary programs are concerned, 
this Budget circular complements Executive Order 9384 of October 4, 19438, gov- 
erning submission of reports to facilitate budgeting activities involving public 
works and improvement projects. 

James E, Wess, Director. 

Mrs. Rocers. Mr. Chairman. 

The CuarrMan. Mrs. Rogers. 

Mrs. Rogers. I would like to speak on the very remarkable work 
Mr. Birdsall has done through the years. I think the chairman will 
agree with me. 

The CuarrMman. I certainly will; emphatically so. His work and 
that of his office has been outstanding and most helpful to this com- 
mittee. 

Mrs. Rocers. The very remarkable work he has done for the 
Veterans’ Administration and for the Government. 
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STATEMENT OF GUY H. BIRDSALL, GENERAL COUNSEL, VETERANS’ 
ADMINISTRATION 


Mr. Brrosatu. At the request of the Administrator I shall address 
myself to the specific question asked at the conclusion of the hearing 
rorenday but which goes into the broader question also as indicated 

y the Administrator this morning. 

At yesterday’s hearing the question was asked whether the Admin- 
istrator has the authority under the law to close the 237 operating 
beds at the Swannanoa hospital. The answer of the Administrator 
was “Yes,’’ and you, Mr. Chater asked him to be prepared at 
this hearing to point out the basis of that answer. 

The law does not contain a specific provision about closing existing 
hospitals or hospital beds. However, section 210 of the Veterans’ 
Benefits Act does contain the longstanding provision that the Admin- 
istrator, under the direction of the President, is responsible for manage- 
ment of the VA. It provides that he may consolidate, eliminate, 
abolish, or redistribute the functions of the bureaus, offices, or activ- 
ities of the agency except where inconsistent with law. On the other 
hand, the basic law on hospitalization (sec. 510 of the act) certainly 
assumes there will be some facilities available, and I believe the 
matter is one which depends on sound management, with due regard 
to the needs of veterans. 

For example, if the circumstances were to change so that the beds at 
Swannanoa could not be staffed or were not justified by patient 
demand, it seems clear that the Administrator would have the author- 
ity and duty to close them in the interests of sound management. 
However, this is not the situation, and I am sure that there are no 
plans whatever to close beds at that hospital. 

Mr. Wuirtrer. No, no plans whatever. 

Mr. Brrpsau. The law does not state how many beds shall be 
maintained in an operating status by the Veterans’ Administration. 
Within the limits of funds provided by the Congress, the problem is 
necessarily one of good management. This means to me that these 
funds should be expended to operate the maximum number of beds 
on a fair geographical distribution which can be operated efficiently 
to meet the needs of veterans. To me, this is the intent of the Con- 
gress, and I have no doubt that the Administrator is determined to 
carry it out as faithfully as possible. 

In the last analysis, administrative authority in this area is always 
limited by available funds. These are provided by the Congress on 
the basis of the estimated average daily patient load. It is quite true 
that appropriation requests originate with the agency and are subject 
to revision by the Bureau of the Budget before approval by the 
President and submission to the Congress. However, I know that 
Mr. Whittier conceives it to be his duty to submit requests for appro- 
priations on the basis of what is required to meet the needs of veterans 
in terms of bed facilities which may reasonably be made available, 
giving due consideration to patient demands in various areas and local 
problems of staffing. From past experience, I am also certain he will 
always be prepared to explain the basis for his budget requests to the 
Appropriations Committees, as well as to this committee, whenever 
those requests are scaled down by the Bureau of the Budget. 
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-. This particular circular inserted in the record by the Administrator 
has for its authorization the Budget and Accounting Act, title 31 of 
the United States Code. That is the authorization for it. 

With your indulgence and with your permission, I think it would be 
helpful if the historical statement prepared chronologically from 
October 6, 1917, were inserted in the record. 

Mr. Wuirtrer. Incidentally, I think Circular A-27 was issued 
with the approval of the then President of the United States. 

The Cuarrman. I will be glad to put it in the record but I want to 
be sure it is not just one side of the question. 

Mr. Brrpsauu. This is a documentary statement of what the record 
shows and it starts with the act of October 6, 1917, and is as factual as 
we can make it. 

Mr. Wuirtier. It was prepared by the General Counsel’s office. 

Mr. Brrpsatu. It was prepared by my office. 

(The document referred to follows:) 


LEGISLATIVE BACKGROUND oF HOSPITALIZATION FOR NON-SERVICE-CONNECTED 
DISABILITIES 


(Prepared as of October 1, 1956) 


The first legislative provision for purely medical benefits for veterans was 
contained in the act of October 6, 1917 (40 Stat. 406). This provided that 
veterans of the World War with service-connected disabilities would be furnished 
by the Government with medical and hospital care. 

The act of April 20, 1922 (42 Stat. 497), an appropriation authorization act, 
contained an item authorizing additional hospital and outpatient facilities for 
the Veterans’ Bureau and made such facilities available for Spanish-American 
War veterans, including the Philippine Insurrection and Boxer Rebellion, having 
neuropsychiatric or tuberculous diseases. This was the first legislation which 
extended the services of the Veterans’ Bureau to ex-servicemen other than those 
of the World War and was the first time in the history of veterans’ relief that 
medical or hospital treatment outside a soldiers’ home hospital was accorded for 
diseases other than those of service origin. 

In 1923 a Committee on Revision and Codification of Laws as Administered by 
the United States Veterans’ Bureau comprised of representatives of the various 
veterans’ organizations and three staff members of the Veterans’ Bureau recom- 
mended, among other things, an amendment to the War Risk Insurance Act 
“to authorize hospitalization of all honorably discharged veterans in the discretion 
of the Director’”’ of the Veterans’ Bureau. 

On December 19, 1923, the Director of the Veterans’ Bureau addressed a 
letter to President Coolidge transmitting certain proposals and requested Presi- 
dential consent to their presentation to the Congress. The first recommendation 
was “‘to authorize the hospitalization, in the discretion of the Director, of all 
honorably discharged veterans of any war, in need of hospitalization, wherever 
facilities are available and sufficient therefor.’”’ The Director quoted from the 
President’s then recent address to the Congress, December 2, 1923, when he 
stated: 

“At present there are 9,500 vacant beds in Government hospitals. I recom- 
mend that all hospitals be authorized at once to receive and care for, without 
hospital pay, the veterans of all wars needing such care, whenever there are vacant 
beds, and that immediate steps be taken to enlarge and build new hospitals to 
serve all such cases.” 

The Director added: 

“* * * This proposal would authorize the reception into hospitals of the 
Veterans’ Bureau of all veterans of all wars without regard to their compensa- 
bility. It would permit treatment in our hospitals of the disabled soldier for 
any malady or injury whether caused by his service or not, but without hospital 
pay. * * * The discretion confided to the Director would permit a selection in 
favor of the worthier and needier cases, existing facilities being limited, and would 
provide a safeguard against abuse. * * * Let me emphasize the President’s 
recommendation that ‘steps be taken to enlarge and build new hospitals to serve 

, 


all such cases’. 
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Proposals along this line were afterward submitted, with Presidential approval, 
to Congress. Later, the World War Veterans’ Act, 1924 (June 7, 1924), was 
enacted and contained the following provisions in section 202 (10) which repre- 
sented some changes in the bills originally introduced: 

“That all hospital facilities under the control and jurisdiction of the Bureau 
shall be available for every honorably discharged veteran of the Spanish-American 
War, the Philippine Insurrection, the Boxer Rebellion, or the World War suffer- 
ing from neuropsychiatric or tubercular ailments and diseases paralysis agitans, 
encephalitis lethartica, or amoebic dysentery, or the loss of sight of both eyes 
regardless whether such ailments or diseases are due to military service or other- 
wise, including traveling expenses as granted to those receiving compensation 
and hospitalization under this Act, The Director is further authorized, so far as 
he shall find that existing Government facilities permit, to furnish hospitalization 
and necessary traveling expenses to veterans of any war, military occupation, or 
military expedition since 1897, not dishonorably discharged without regard to 
the nature or origin of their disabilities: Provided, That preference to admission 
to any Government hospital for hospitalization under the provisions of this sub- 
division shall be given to those veterans jho are financially unable to pay for 
hospitalization and their necessary traveling expenses.”’ 

This legislation constituted a considerable liberalization of the authority to 
hospitalize veterans for nonservice disabilities, specifically providing as it did 
for hospital care of war veterans without regard to origin or nature of their 
disabilities, subject to “existing facilities’ and with preference in admission to 
those unable to pay for their hospitalization. 

The act of July 2, 1926, later amended section 202 (10) by eliminating the 
date 1897, thus extending the benefits just mentioned to veterans of any war, 
military occupation, or expedition. 

On March 20, 1933, Public No. 2, 73d Congress (known as the Economy Act) 
was enacted which, among other things, repealed all public laws granting medical 
or hospital treatment or domiciliary care to veterans who served in or subsequent 
to the Spanish-American War. Section 6 of this act, as amended by section 1 
of Public No. 78, 73d Congress, approved June 16, 1933, authorized the Adminis- 
trator of Veterans’ Affairs under limitations prescribed by the President, and 
within the limits of existing Veterans’ Administration facilities, to furnish to 
men discharged from the armed services for disabilities incurred in line of duty 
and to veterans of any war hospitalization and domiciliary care, and as imple- 
mented by the regulations of the President this law provided hospital treatment 
for non-service-connected tuberculous, neuropsychiatric, and certain long-term 
chronie cases, 

Paragraph XIX of Veterans Regulation No. 10, as amended, defined the 
phrase ‘Veterans’ Administration facilities’’ as used in section 6 of Public No. 2, 
as amended, to include the following: 

‘*(a). Those facilities over which the Veterans’ Administration has direct and 
exclusive jurisdiction; 

“(b) Those other Government facilities for which the Administrator of Veterans’ 
Affairs may deem it necessary to contract; 

‘“(c) Those private facilities for which the Administrator of Veterans’ Affairs 
may deem it necessary and proper to contract, in order to provide hospital care 
(1) in emergency cases for persons suffering from injuries or diseases incurred or 
aggravated in line of duty in active military or naval service; (2) for women 
veterans of any war; (3) for veterans of any war in the Territories and possessions.’’ 

Section 6 of Public No. 2 was amended by section 29 of Public No. 141, 73d 
Congress, passed over the President’s veto on March 28, 1934, by adding a 
proviso as follows: 

“Provided, That any veteran of any war who was not dishonorably discharged, 
suffering from disability, disease, or defect, who is in need of hospitalization or 
domiciliary care, and is unable to defray the necessary expenses therefore(including 
transportation to and from the Veterans’ Administration facility), shall be fur- 
nished necessary hospitalization or domiciliary care (including transportation) 
in any Veterans’ Administration facility within the limitations existing in such 
facilities, irrespective of whether the disability, disease, or defect was due to 
service. The statement under oath of the applicant on such form as may be 
prescribed by the Administrator of Veterans’ Affairs shall be accepted as sufficient 
evidence of inability to defray necessary expenses.’’ 

The foregoing proviso was reenacted by Public No. 312, 74th Congress, approved 
August 23, 1935, and is basically the present law on hospitalizing war veterans 
for non-service-connected conditions. 
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On March 17, 1943 (Public Law 10, 78th Cong.), the Congress provided for 
hospitalization of World War II non-service-connected cases on the same basis 
as provided for veterans of other wars. 

t the time of passage of the act of April 20, 1922, which admitted Spanish- 
American War veterans suffering from neuropsychiatric and tuberculous diseases, 
existing facilities were considered sufficient to cope with the relatively small 
increased demand for hospital admissions from this source. As a matter of fact, 
the medical and hospital needs of the Veteraas’ Bureau were taken care of satis- 
factorily until the passage of the World War Veterans’ Act, 1924, on June 7, 1924. 
With the passage of this act the hospital load increased greatly. Prior to enact- 
ment of the World War Veterans’ Act the policy was to construct such new 
hospitals and to enlarge existing Government facilities as would provide sufficient 
beds to accommodate the veterans then in civil and State institutions. 

The passage of the World War Veterans’ Act in 1924 brought about a complete 
change of policy with regard to the construction of additional hospital facilities. 
A large influx of veterans of all types into Government institutions taxed the 
capacity of existing facilities. It then became necessary to plan a program of 
construction which would eventually take care of the men and women needing 
hospitalization or domiciliary care frédm a veteran population of over 5 million. 
Notwithstanding that the Congress during the next 7 years authorized and 
appropriated the sum of $68,677,000 for new hospital construction, the demand 
for beds from veterans with non-service-connected disabilities exceeded the 
number of beds available. 

In connection with interpretation of the phrase ‘‘existing Government facilities,’ 
Director’s Decision No. 120, November 20, 1924 (31 G. C. 2995), held that under 
the second provision of section 202 (10) of the World War Veterans’ Act, hospitali- 
zation is authorized only when the Director finds that Government facilities 
exist, and that the facilities mentioned refer to those existing at the time of 
hospitalization. The decision goes on to state: 

“Under section 10 of the World War Veterans’ Act, 1924, the Director is 
authorized, under certain conditions set forth, with the approval of the President, 
to extend or improve existing Government facilities or acquire additional facilities 
by purchase, or otherwise, in connection with the treatment of compensable 
beneficiaries. After such additional facilities have been acquired, they then 
become a part of the existing facilities of the Government.” 

At hearings held on January 7, 1927, before the Subcommittee on the Hospital 
Building Program of the Committee on World War Veterans’ Legislation, relative 
to H. R. 15663, 69th Congress, the Director of the United States Veterans’ 
Bureau (General Hines) stated that the Federal Board of Hospitalization on 
January 28, 1925, had adopted a resolution advocating that the Director in 
appearing before the Committee on World War Veterans’ Legislation on the 
matter of additional hospital construction should take the position of favoring, 
over a period of years, replacement of needed temporary construction and addi- 
tions to existing facilities where the load justified such action, and construction 
of additional facilities at those points where the load of Veterans’ Bureau bene- 
ficiaries justified such additional construction. On December 15, 1926, the Board 
reiterated its original recommendation and again recommended that additional 
hospital construction be confined to taking care of the service-connected cases 
and following the procedure of replacing temporary construction, adding to the 
existing facilities, and only constructing additional facilities where no facilities 
existed or were inadequate. 

During those hearings the Director stated that Congress had not so far indicated 
that hospital construction would be carried on to a point of building hospital 
facilities for all ex-servicemen of all wars regardless of their disabilities, and sug- 
gested that it must be borne in mind in considering the projects then before the 
committee whether the policy of the Congress was to change. He also discussed 
the policy of providing beds for noncompensable cases and stated that Congress 
had not indicated a policy of hospitalizing all noncompensable cases but only to 
hospitalize them as facilities were available and not used by the compensable 
cases. He stated that this was a matter of policy for the Congress to decide. 

In hearings before the Subcommittee on the Hospital Building Program of the 
Committee on World War Veterans’ Legislation on January 9, 1928, relating to 
an authorization bill H. R. 5604, 70th Congress, the Director stated that the 
Bureau had been guided in its recommendations with reference to additional 
construction, based on the policy adopted by Congress of only asking for additional 
construction to take care of the service-connected load, to replace temporar 
construction and to fill out those gaps where additional facilities are needed. 
He stated that Congress had indicated that it was their desire to utilize existing 
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facilities for non-service-connected cases, but they had not indicated a desire to 
build for that purpose. General Hines stated that the Federal Board of Hospitali- 
zation had on December 21, 1927, reiterated their previous recommendation, 
which provided for additional facilities only at those points where existing Govern- 
ment facilities would not take care of the service-connected load. The Director 
stated he would present to the committee the load as it then existed between the 
service- and non-service-connected cases for the purpose of enabling the committee 
to determine the broader question, that is, whether there will be a change in 
policy as to the hospitalization of ex-servicemen. 

Director’s Decision 375, March 28, 1928, held that hospitalization under the 
first provision of section 202 (10) of the World War Veterans’ Act, as amended, 
was mandatory. The authorization act as passed (Public, No. 480, 70th Cong., 
May 23, 1928), recognized to some extent the need for additional hospital facilities 
to meet requirements for hospitalization under this section by adding authority 
for construction over and above that recommended by the Veterans’ Bureau, 
which recommendation was based to a large extent on cases where the disabilities 
were service connected (from letter to Senator Walsh, June 22, 1928). 

In its report on H. R. 234, 71st Congress, which became Public, No. 29, a 
hospital authorization act (H. Rept. 38, December 14, 1929) the committee 
stated that the greatest factors leading to the present situation requiring additional 
hospital facilities were the actions by previous Congresses in enacting Public, 
No. 194, 67th Congress, approved April 20, 1922 (42 Stat. 496), and section 
202 (10) of the World War Veterans’ Act. 

In debate on this bill (H. R. 234) (Congressional Record, 71st Cong., Decem- 
ber 16, 1929, vol. 72, pt. 1, p. 754), the House was informed that approximately 
all the service-connected cases requiring treatment had been hospitalized, as had 
the majority of the non-service-connected cases needing immediate treatment, 
and that the most important question was who would care for the non-service- 
connected cases. Representative Luce stated that question had been laid before 
the Congress by him and the committee chairman the previous spring, and that 
Congress had not yet answered. 

The Veterans’ Bureau program submitted to the Congress called for construction 
costing $11,480,000. The bill as passed authorized $15,950,000. In reporting 
on the engrossed bill the Director stated that the projects not included in the 
Bureau program could be justified only for the following reasons: 

“(1) That the Congress has decided to build hospital facilities for persons in 
need of hospital treatment but whose disabilities were not incurred in or ag- 
gravated by the World War. 

(2) The building of hospital facilities in the various States in order that the 
veterans will not have to go beyond the borders of their home State to obtain 
hospital treatment.” 

In that report the Director also stated that theretofore the Congress had 
authorized hospital construction for only service-connected cases, although as a 
result of section 202 (10) of the World War Veterans’ Act the facilities con- 
structed had been used to a certain extent for non-service-connected cases. 
“This, however, is the first bill which definitely authorizes an apporpriation for the 
building of facilities for non-service-connected cases.”” The Director went on to 
recommend approval of the bill ‘‘but that it be thoroughly understood that no 
additional hospital facilities will be subsequently authorized until such time as the 
proposed consolidation of the Veterans’ Bureau and the National Home for 
Disabled Volunteer Soldiers has been disposed of and then only after a most 
careful study and survey of the entire situation with respect to the then existing 
patient load, the future expected patient load, and a decision as to whether the 
Government is to provide hospital treatment for all veterans. The decision as to 
whether the Government is to provide hospital treatment for all veterans and build 
accordingly, is, in my opinion, one of the most important in relation to veterans’ 
relief to be determined by the Congress.”’ 

When President Herbert Hoover approved the construction bill, he requested 
the Director to ask the Medical Council of the Veterans’ Bureau to make a special 
study of the probable extent to which the Government might be committed in 
undertaking the hospitalization of all veterans of all wars regardless of the origin 
of their disabilities. When he submitted the committee’s estimates to the 
President on April 23, 1930, the Director (General Hines) stated: 

“T believe the problem of hospitalization of veterans should be promptly solved 
so that the Government may make plans for the future. Either we are to build 
for the non-service-connected cases, or we should know that we are not to build 
for them and draw up a policy accordingly. It is of course, in the final analysis, 
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a question which Congress itself must consider and answer. In order that Con- 
gress may properly consider and answer this question, it is my intention, if 
agreeable to you, to submit to it the data herewith presented. * * * 

“Until Congress has expressed itself on this important national policy, I feel 
that I, as Director of the Veterans’ Bureau, should recommend no extension of 
existing hospital facilities to be made except— 

“(a) To replace existing temporary construction and leased hospitals; 

“(b) To provide facilities in Government-owned hospitals for all service- 
connected cases now hospitalized in contract institutions; and 

““(c) To provide combined facilities—that is, joint regional office and hos- 
pital facilities—in any State where there are now existing Government 
facilities and the service-connected patient load is such as to justify additional 
construction. 

“Tt also appears essential that a definite policy be adopted with reference to 
hospivalization, to be in effect permanently if construction is not to be authorized 
for non-service-connected cases, and at least to be in effect until additional 
facilities are authorized if construction for general hospitalization is to be embarked 
upon. The Government’s policy in furnishing hospitalization to all veterans, in 
my opinion—which I think is borne out by the intent of past legislation—should 
be that applications for hospitalization will be considered in the following order: 

“‘(a) Veterans of the World War, whose disabilities are due to service; 

““(b) Honorably discharged veterans of the Spanish-American War, the 
Philippine Insurrection, the Boxer Rebellion, or the World War, suffering 
from neuropsychiatric or tubercular ailments and diseases, paralysis agitans, 
encephalitis lethargica, or amebic dysentery, or the loss of the sight of both 
eyes without regard to the origin of their disabilities; 

“(e) Veterans of any war, military occupation, or military expedition, 
including those women who served as army nurses under contracts between 
April 21, 1898, and February 2, 1901, not dishonorably discharged, without 
regard to the nature or origin of their disabilities, when Government facilities 
are available; 

“(d) As to the class of veterans embraced in paragraphs (b) and (c), prefer- 
ence to admission to any Government hospital shall be given to those veterans 
who are financially unable to pay for hospitalization and their necessary 
traveling expenses.” 

On August 22, 1930, the President.approved in principle the policy recommended, 

On February 10, 1931, the Administrator of Veterans’ Affairs in accordance 
with the request of the Committee on Finance of the Senate, submitted a draft 
bill authorizing the erection of certain additional hospital and domiciliary facili- 
ties, together with two alternative programs of construction. The Administrator 
informed the committee that ‘these programs cover additional facilities for cases 
(non-service-connected) under section 202, paragraph 10, of the World War 
Veterans’ Act, 1924, as amended. The present facilities of the Veterans’ Admin- 
istration are adequate to more than care for such veterans as need treatment for 
for disabilities acquired in the service.’’ The lesser program would have cost 
$12,850,000, whereas the larger program would have cost $20,877,000. 

+ In its report on H. R. 16982, 7ist Congress, which became Public No. 868, 
April 4, 1931, the Senate raised the amount to be authorized for additional hos- 
pital, domiciliary, and outpatient dispensary facilities from $12,500,000 to 
$18,027,000 which was to meet the needs up to 1935. The House agreed to the 
Senate amendment, which in addition to raising the amount authorized com- 
mitted the House to the principle set out in the Senate report that the location 
of new hospitals and homes and additions to existing facilities be left to the dis- 
cretion of the Federal Board of Hospitalization with the approval of the President. 

On December 9, 1932, the Administrator of Veterans’ Affairs appeared before 
the Joint Committee on Veterans’ Affairs, created by Public, No. 212, 72d Con- 
gress, and asked the Congress to establish a policy in regard to the hospitalization 
of veterans, particularly those with non-service-connected disabilities, and to 
indicate if it would be the intention and policy of the Congress to build addi- 
tional permanent hospital facilities to meet the demand from this group of vet- 
erans. The action of the Congress following the passage of Public, No. 2, 73d 
Congress, March 20, 1933, as reflected in legislation enacted subsequent thereto 
(Public, No. 78, 73d Congress, June 16, 1933; Public, No. 141, 73d Congress, 
March 28, 1934, and Public, No. 312, 74th Congress, August 23, 1935, mentioned 
above) indicated a policy to provide sufficient hospital beds to meet the maximum 
requirements of beneficiaries with neuropsychiatric diseases and tuberculous 
conditions and to confine the hospitalization of beneficiaries with non-service- 
connected disabilities of the general medical and surgical type to the limits of 
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existing Veterans’ Administration facilities. From the legislative history of 
Public, No. 141, 73d Congress, it appears that the intention of the Congress was 
not to reenact the liberal provisions of the World War Veterans’ Act but rather 
to limit hospitalization in non-service-connected cases to war veterans unable to 
defray their own hospital expenses. 

On April 25, 1933, the Director of the Budget in a letter to the Administrator 
of Veterans’ Affairs relative to hospital construction at San Francisco, Calif., 
and Fort Lyon, Colo., suggested that the language of the Economy Act in author- 
izing domiciliary and hospital care “within the limits of existing Veterans’ Admin- 
istration facilities’? seemed to carry the clear intendment that present facili.ies 
should not be increased. In his reply the Administrator said: 

‘‘With reference to the clause ‘within the limits of existing Veterans’ Administra- 
tion facilities’ as used in section 6 of Public, No. 2, 73d Congress, it seems to me 
that a fair construction of such language is that hospitalization or domiciliary care 
shall be limited to such Veterans’ Administration facilities as exist at the time 
application is made and entitlement determined. However, I do feel that in the 
light of Public, No. 2, 73d Congress, Veterans’ Administration facilities should 
be limited to those which were being operated by the Veterans’ Administration 
at the time of the passage of Public, No. 2, those in course of construction at 
that time, and possibly 1 or 2 of the authorized projects necessary to replace 
structurally unsuitable facilities or to absorb certain cases now in contract facil- 
ities. I have previously advised you as to those authorized projects and certain 
maintenance and operation expenses totaling $2,506,772 which I believe can be 
abandoned. My view in this connection, however, is based on policy rather 
than any legal determination that Public, No. 2, 73d Congress, limits the facilities 
which may be used. In this connection I would invite your attention to the fact 
that section 17 of Public, No. 2, which repealed ce:tain public laws, does not 
repeal Public, No. 868, 71st Congress, which authorized certain additional con- 
struction to meet the needs of the Veterans’ Administration in providing for its 
hospital and domiciliary load.”’ 

At hearings on December 7, 1936, relating to the independent offices appropria- 
tion bill, 1938 (pp. 329, 330, 332 of the printed hearings), the Administrator 
made the following statement: 

‘‘* * * The policy that the Federal Board of Hospitalization, of which I am 
Chairman, and of the Veterans’ Administration is to add to existing plants, 
wherever possible, rather than to add new additional facilities. 

“There is a great demand for more beds than we have from the general and 
surgical cases. If the committee will recall, Congress after the Economy Act 
went back to practically the same program of hospitalization that we had before 
that act, with one exception. 

“On the neuropsychiatric cases—they are the mental and nervous diseases— 
no limitation was placed by the Economy Act, and there is no change needed. 
The same thing was true of the tuberculosis cases. But with the general surgical 
cases, Congress has never adopted a policy of building beds to take care of the 
entire load. 

“Following the Economy Act, when general hospitalization was restored, the 
Congress used the language ‘in existing facilities.’ In other words, they could be 
hospitalized in the facilities as they then existed. 

‘‘Now we have endeavored—because we felt that in such areas the total number 
of general and surgical beds might not be in the same proportion as in some other 
area to the men that served from that area—wherever it has been possible to 
bring up the ratios in the low areas. In other words, we have attempted to 
increase those facilities and try to bring them up as nearly as we can to the proper 
ratios, feeling in that way that we could definitely say, ‘All veterans are being 
treated on an equality.’ 

“We are using existing facilities to capacity, and whether we will be able to 
hold the line at that point, Iam not sure. But the demand comes upon us for 
more beds constantly for general and surgical cases. 


* * * * * * * 


“T feel that the Government will be required in the next 10 years, I would say, 
to build at least 10,000 additional beds for the mental cases—that is the neuro- 
psychiatric group of patients. I feel that unless the policy which is now in opera- 
tion with reference to beds is changed we should not build further new units. We 
probably should round out facilities where the ratio of general beds to the total 
number of men who served in a given area is too low to treat them all on a parity 
with other veterans in other sections. 
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“Tt would be desirable at those points to add a few beds, but that will be minor 
unless Congress should change the policy and decide to hospitalize all general and 
surgical cases. In that event we would have to build many more hospitals. 

“Mr. Firzpatrick. And that is liable to happen, you think? 

“General Hines. Well, it may, although there is one recourse which I most 
certainly would recommend before undertaking a further building program of 
that character, and that would be the total use of any available beds in the Army 
and Navy and Public Health hospitals. 

“There are some beds there—I should say at least five or six thousand—that 
could be made available in the event Congress changed its policy before you got 
to the point of building additional hospital beds by either adding to our existing 
facilities or building new facilities.’ 

In June of 1937, when the demand for additional hospital facilities still existed, 
the Administrator of Veterans’ Affairs submitted to the Federal Board of Hospital- 
ization a memorandum entitled ‘‘Policy Regarding Future Construction of Hos- 
pital Facilities for Veterans’ Administration.’”” This memorandum stated the 
intent of the existing law as interpreted by the Veterans’ Administration, and 
contained recommendations on policy for future construction. The policy as 
outlined therein provided essentially for (a) the acquisition of as many additional 
beds as might be needed to meet the peak load of neuropsychiatric patients; 
(b) additional general beds in those areas only where the existing and authorized 
facilities were disproportionate to the veteran population served; and (c) such 
additional beds for tuberculous patients as might be necessary to correct unsatis- 
factory local conditions or deficiencies. The Board by resolution dated July 29, 
1937, recommended the adoption of this policy which was approved by the 
President on September 20, 1937. 

On April 18, 1940, the Federal Board of Hospitalization submitted to the 
President a comprehensive study and survey of the future institutional needs of 
the Veterans’ Administration and a recommended 10-year construction program 
which was approved in principle by the President on May 8, 1940, with the under- 
standing that the proposed program would be reviewed annually and coordinated 
with then existing conditions. That report stated that estimates prepared under 
existing laws and in accord with the policy of future hospital construction approved 
by the President on September 20, 1937, placed the maximum institutional needs 
of the Veterans’ Administration as 100,000 beds of all types to meet the expected 
peak within the next decade. The Board concluded that approximately 40,000 
beds would be needed within the next 10 years to meet the peak load of the psy- 
chiatric or mental group which would require 5,268 additional beds for that group. 
There was no apparent necessity according to the report to increase the number 
of beds for the tuberculous group. With regard to the general medical asd 
surgical group it was determined that there were 18 areas throughout the country 
where the existing and authorized beds were disproportionate to the population 
served and that an additional 2,405 beds would be required to insure beneficiaries 
residing in those areas the same opportunity for obtaining hospitalization as 
existed in other comparable areas. 

On April 2, 1942, the President approved a resolution of the Federal Board of 
Hospitalization recommending acceleration of the 10-year construction program. 

On October 25, 1943, in reporting on House Resolution 328, 78th Congress, the 
Administrator stated * * * it is my opinion that the Veterans’ Administration 
will eventually need about 300,000 beds to enable veterans of the current conflict 
to receive hospital and domiciliary care to the same extent as provided for veterans 
of earlier wars. However, this estimated maximum should not be needed until 
long after the war or require the eventual additional construction of more than 
100,000 beds, since there will be under present plans 100,000 beds in Veterans’ 
Administration facilities and it should be possible to obtain at least that number 
from the Army and Navy shortly after the war terminates. To summarize, the 
Veterans’ Administration expects to have 100,000 beds in its own facilities and 
100,000 beds capable of being allotted or transferred to it by the War and Navy 
Departments, thus leaving 100,000 to be erected as needed under a long range 
building program. 

On June 11, 1943, the President approved a recommendation of the Federal 
Board of Hospitalization that the Administrator of Veterans’ Affairs be authorized 
to acquire 3,950 permanent neuropachiatrie beds as additions to existing hos- 
pitals. At that time the Bureau of the Budget suggested that the Board might wish 
to undertake studies looking to still further expansion of neuropsychiatric facilities 
of the Veterans’ Administration in view of the increased demands certain to 
develop. 
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On October 25, 1943, the Administrator advised the chairman, Committee on 
Military Affairs, House of Representatives, that the highest number of World 
War I veterans hospitalized for service-connected disabilities was 26,869 in 1922, 
4 years after the armistice. He estimated, since the accredited military popula- 
tion during World War I was approximately one-third that estimated for World 
War II, a maximum hospital load of approximately 80,000 service-connected 
eases for World War II. He added that this was admittedly an estimate as the 
number of casualties would depend upon the character and duration of the war. 
He stated further that it was his opinion that the Veterans’ Administration would 
eventually need about 300,000 beds to enable veterans of World War II to receive 
hospital and domiciliary care to the same extent as provided for veterans of 
earlier wars, 

On February 15, 1944, at hearings before the subcommittee of the Committee 
on Appropriations, House of Representatives, on the first deficiency appropriation 
bill for 1944 (p. 122 of the printed hearings), the Administrator of Veterans’ 
Affairs explained that historically there had been a difference in the timing of 
legislative grants as between veterans of World Wars I and II in the veterans of 
World War I were not accorded the privilege of hospitalization for non-service- 
connected disabilities until 54 years after the war, whereas on March 17, 1943, 
before the termination of the World War II, Congress extended that benefit to 
veterans of that war. The Administrator went on to say that the Veterans’ 
Administration was already carrying a large load of non-service-connected 
World War IT cases and that in all groups except the tubercular the majority 
were non-service-connected cases, many of them with short service. 

General Bradley, reporting on February 1, 1946, relative to his first 6 months’ 
service as Administrator of Veterans’ Affairs stated: 

“Our hospitals are not yet able to care for all veterans who need medical atten- 
tion at the moment they request hospitalization. We are, however, taking care 
of most service-connected cases without delay. * * * There is a considerable 
number of veterans with non-service-connected conditions awaiting hospitaliza- 
tion. However, the law provides that non-service-connected conditions may 
only be hospitalized when there is a bed available. In spite of this provision we 
have up to date been able in almost every instance to take care of non-service- 
connected conditions which are of an emergency nature. * * *” 

Section 101 of the Servicemen’s Readjustment Act of 1944, approved June 22, 
1944, authorized and directed the Administrator of Veterans’ Affairs and the 
Federal Board of Hospitalization to expedite and complete the construction of 
additional hospital facilities for war veterans. This section also authorized the 
appropriation of $500 million for construction of additional hospital facilities. In 
accordance with the provisions of the act the Veterans’ Administration, the Fed- 
eral Board of Hospitalization and the Bureau of the Budget made a detailed study 
of the hospital needs of the Veterans’ Administration through June 1947. Asa 
result of this study the Federal Board of Hospitalization recommended to the 
President that he approve the adoption of a program involving the addition of 
approximately 22,000 beds in Veterans’ Administration hospitals and that the 
Administrator of Veterans’ Affairs request funds for 14,100 of these beds in his 
appropriation estimate for fiscal year 1946. This resolution was approved by the 
President on September 12, 1944. 

In July 1945, the Federal Board of Hospitalization and the Veterans’ Adminis- 
tration in collaboration with the Bureau of the Budget again reviewed the bed 
requirements of the Veterans’ Administration. In aresolution of July 2, 1945, the 
Federal Board of Hospitalization recommended to the President that he authorize 
the Administrator of Veterans’ Affairs to increase the present 14,100-bed con- 
struction program approved for fiscal year 1946 to 29,600 and to include in the 
estimate of appropriations for the fiscal year 1947 funds to cover the cost of 
acquiring 13,600 of these additional beds. This recommendation was approved 
by the President on August 4, 1945. 

In September 1946, the Veterans’ Administration and the Federal Board of 
Hospitalization made another review of the Veterans’ Administration hospital 
requirements and the Federal Board of Hospitalization in resolution of September 
24, 1946, recommended to the President that the Administrator of Veterans’ 
Affairs be authorized to construct 9,424 beds in addition to those previously 
recommended. This number of additional beds were estimated as those being 
necessary to meet the bed requirements of the Veterans’ Administration by 
1950-51. This recommendation was approved by the President on October 19, 
1946. In estimating the basic overall requirements of patient load the Federal 
Board of Hospitalization and the Veterans’ Administration assumed the continua- 


’ 
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tion of present legal limitations with respect to the hospitalization of veterans 
and the continuation in the future of hospital benefits to non-service-connected 
cases in the same proportions as in the past. 

On February 16, 1946 in transmitting reports on General Bradley’s first 6 
months’ service to correspondents, columnists and commentators, the following 
statements were made: 

“Outstanding among plans in the works are those for care of the disabled of all 
wars, regardless of service connection for disability. 

“These plans comprise speedy construction of $448 million worth of the latest 
type fire-proof hospitals, strategically located for modern medical service. It is 
the largest construction program of.its kind in history. This program compares 
with the previous $270 million program of purchase and construction spread over 
a 27-year period. 

“To bridge the gap for the non-service-connected cases during the construction 
period, arrangements have been made with the armed forces for acquisition of 
surplus hospitals and supplies to quickly augment facilities to satisfy increased 
demand for veterans’ beds. * * *.” 

On May 19, 1947, at hearings before the Subcommittee on Appropriations of 
the Committee on Appropriations, House of Representatives, on the Independent 
Offices appropriation bill, 1948, the Administrator of Veterans’ Affairs (General 
Bradley) discussed the problem of hospitalization of non-service-connected cases 
and said (p. 504 printed hearings): 

“The big item here involved is the question of the 14 new hospitals scattered 
all over the United States, and those hospitals were put in here based on the policy 
which has been followed by the Congress since 1924, at which time the Congress 
authorized non-service-connected cases to be hospitalized because there were a 
surplus of beds available over and above the needs for the service-connected cases, 
but even since that time they have continued to authorize construction of addi- 
tional hospitals for apparently non-service-connected cases. 

“And the hospital program submitted here is in keening with the policy auth- 
orized to maintain somewhere near the rate of hospitalization that was provided 
veterans before World War II. And even with these we will still be below the 
beds required, 

* * * * * * * 

“Tt seems to me that sooner or later Congress is going to have to pass a law to 
guide the Administrator of Veterans’ Affairs in the type of cases he will hos “italize. 
I do not know how much pressure you gentelemn in Congress are under because 
of veterans having to wait for beds but we are getting tremen‘o 1s pressure, and I 
do know that we have people on the waiting list, and it seems to me that sooner 
or later the Congress is going to have to determine the hospitalization policy, 
either by limitation of the staff which will limit the number of be’s that we can 
staff, or for the construction of new hospitals, or which I think woud be the better 
way to do it, perhaps, to pass some law which will set forth the type of veteran 
and the type of case upon which the Administration can give hos»italization. 

“But until that is done we have no leeway except to follow the policy that the 
Congress has been following since 1924 in providing a certain percentage of beds. 
And, I think that the Congress is going to have to decite what policy we must 
follow and ought to be followed in the hos ita ization of veterans. 

“Mr. Puruuips. There is no limitation at the present time? 

“General Brap.Ley. The only restriction is what has been set up, that the 
man must make some statement that he cannot afford private hospitalization, 
and that does not mean very much, because the man going to the hospital does 
not know how much it is going to cost him before he gets out. And men with 
considerable income sign that statement. I think the original intention was to 
take care of the indigent cases, but it has gone beyond that and there is now 
pressure on us to even do away with that statement, and there are new bills 
pening in Congress ordering us to do that. 

“So I feel that sooner or later the Congress is going to have to decide, to spell 
out some policy with reference to the care of these veterans, either let somebody 
go back of those statements and specify in some way what the limitation shall 
be, or to give some guidance to the Administrator in respect to the type of cases 
it wants hospitalized. Otherwise we do not know what you want and we simply 
try to administer these programs in keeping with the policy laid down by the 
Congress.”’ 

In its report (No. 589, 80th Cong.) approving the Independent Offices appro- 
priation bill 1948, the committee stated that the 76-hospital program would 
provide approximately 40,000 additional beds, the new 14-hospital program would 
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provide 11,650 additional beds and that it was estimated with the existing 126 
hospitals and 99,000 beds there would be an overall total of 152,000 beds available 
when both programs were completed, which the Veterans’ Administration ap- 
peared to regard as the maximum number that could be efficiently operated. 

The President’s budget message to the Congress on January 10, 1949, con- 
tained the following statement: 

“The construction program under which the Veterans’ Administration has 
been proceeding was planned and authorized during and immediately after the 
war.. Now that we have the benefit of a period of postwar experience, I have 
reviewed the veterans’ hospital and domiciliary construction program and find 
that to continue with the construction of the full number of 90 authorized hos- 
pitals will result in a serious overbuilding, in terms of beds needed to meet fore- 
seeable requirements. A reduction in the program will still make it possible to 
provide for all service-connected patients in every geographical area and will 
provide an even more liberal allowance of beds for non-service-connected patients 
than at present. 

“T have therefore directed that the program which I had previously authorized 
be curtailed by approximately 16,000 beds and asked the Administrator of 
Veterans’ Affairs to recommend specific adjvstments in the program. I have 
approved his recommendations for the cancellation of 24 hospital projects, and the 
reduction in planned capacity of 14 additional hospitals. This will result in a 
reduction of $279 million in the total of $1.2 billion of construction previously 
authorized, and will reduce expenditures in the fiscal year 1950 by $115 million. 
However, hospitals sched led for completion will cost $42 million more than 
originally estimated. Therefore, a net rescission of $237 million in contract 
authorizations is recommended. Under this revised program, expenditures in the 
fiscal year 1950 for construction of hospital and domiciliary facilities are estimated 
at $260 million, an increase of $77 million over the fiscal year 1949, due to the 
progress of construction already underway.” 

A sibecommittee of the Senate Committee on Labor and Public Welfare was 
created to investigate the proposed errtailment of the veterans’ hos,ital con- 
struction program. On May 18, 1949 the subcommittee printed a simmary and 
analysis of the hearings conducted thereon from which committee print the 
following excerpts are quoted: 

“It is significant, as a matter of administrative practice, and for its bearing on 
the backgro nd of the ordered cv rtailment in the hospital construction program, 
that the Veterans’ Administration does not consider itself responsible for deter- 
mining the total number of hospital beds to be provided for the care of veterans. 
In res.onse to questioning from Senator Pepper, chairman of the s:1becommittee, 
General Gray indicated that, in his opinion, the determination as to the number of 
hospital beds and facilities is a responsibility of the Congress, and that the resp on- 
sibility of the Veterans’ Administration is to indicate what types of facilities are 
needed and to recommend where sch needed facilities sho ld be located. 

“Since the number of hospital beds required depends on the number of patients, 
and since the number of patients ultimately depends upon the size of the veteran 
population and national policy with respect to the provision of hospitalization 
for veterans, it is apparent that General Gray’s testimony, by implication at 
least, goes to the core of the problem. Determination of the number of hospital 
beds required for veterans necessarily stems out of national policy governing such 
hospitalization. In general, subsequent to World War I, that policy has been 
to provide needed hospitalization for all veterans whose disabilities are estab- 
lished as having been service connected and to provide such care for non-service- 
connected disability cases insofar as available hospital capacity permits, and 
insofar as the latter cases attest to the fact that they cannot afford private 
hospitalization. 

‘‘No evidence whatsoever was presented to the subcommittee indicating that 
there has been any change in existing policy governing hospitalization of veterans 
or indicating that any change in policy was, or is contemplated by the admin- 
istrative agencies directly involved in the curtailment of the construction pro- 
gram; namely the Bureau of the Budget and the Veterans’ Administration,” 

In its report (H. Rept. No. 425, 81st Cong.) on the 1950 independent offices 
appropriation bill the Appropriations Committee in connection with the proposed 
reduction of $237 million in authority to incur obligations, the effect of which 
would be to require the reduction of 16,000 beds in the approved veterans’ 
hospital program, made the following statement: 

“The committee is of the opinion that this reduction of program originated in 
the Bureau of the Budget and, perhaps, was not thoroughly considered. There- 
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fore it has eliminated the proposed rescission of $237 million of contract author- 
ization from the bill, so that should the President decide that all or any part 
of the proposed hospital program which the Budget had eliminated is necessary, 
the authorization to proceed with the work will be available.” 

The contract authorization was also continued in the General Appropriation 
Act, 1951 (Public Law 759, 81st Cong., September 6, 1950). 

On April 24, 1950, the House of Representatives passed a bill (H. R. 5965, 81st 
Cong.) directing the Administrator of Veterans’ Affairs to proceed with the con- 
struction of the 16,000 additional hospital beds previously approved by the 
President, authorization for which was dropped in the budget estimates for fiscal 
year 1950. The bill was not passed by the Senate, 

In the 82d Congress on June 20, 1951, another bill (H. R. 313) directing the 
Administrator to proceed with the construction of the 16,000 hospital beds 
press the House of Representatives. This bill also failed of enactment in the 

enate. The House of Representatives was informed by the Veterans’ Adminis- 
tration in its reports on the two mentioned bills that the President had stated the 
reduction in the hospital program would still make it possible to provide for all 
service-connected cases in every geographical area. 

The Committee on Veterans’ Medical Services (so-called Rusk committee) on 
February 22, 1950, reported to the President. That report contained the following 
statement: 

“We believe that Veterans’ Administration policies for the care of non-service- 
connected cases should be clarified. Your committee is not competent to judge 
whether it is the intent of Congress that the veteran should represent a special 
group which should be cared for by the Veterans’ Administration regardless of 
the origin of the disability, and in what numbers. Until this policy is clarified 
there can be no way to establish requirements upon which an adequate and 
appropriate Veterans’ Administration hospital program can be developed. The 
necessity for such clarification by the Congress is apparent.” 

The Committee on Appropriations in its report on the second independent 
offices appropriation bill, 1954 (H. Rept. 550, 83d Cong., June 11, 1953) stated: 

“The committee questions whether the Government can afford to continue to 
give free hospitalization and treatment to veterans for non-service-connected 
conditions such as tonsillectomy, appendectomy, herniotomy, and so forth, and 
it urges the appropriate legislative committee to give serious consideration to the 
matter. Where such treatment is provided in Veterans’ Administration hospitals 
it would seem the Government should be reimbursed wherever possible.” 

The Deputy Administrator of the Veterans’ Administration on June 30, 1953, 
advised Representative Kearney, chairman, Subcommittee on Hospitals, Com- 
mittee on Veterans’ Affairs, as follows: 

“In view of the fact that entitlement of veterans to hospitalization, like the 
associated question of the extent to which beds would be constructed to provide 
hospitalization, has been a matter on which the Congress has spoken in some- 
what differing ways at different periods, it is felt that this matter is peculiarly 
for determination by the Congress and the President. In this connection, at- 
tention is invited to the fact that both General Bradley as Administrator, and 
General Gray as Administrator, invited the attention of the Congress to the fact 
that there was no indication in the basic law of the extent to which the Govern- 
ment intended ultimately to provide hospitalization for non-service-connected 
eases and that the establishment of a definite policy in this respect was some- 
thing for determination by competent authority other than the Veterans’ 
Administration.” 

At hearings held on July 15, 1953, by the Subcommittee on Hospitals of the 
Committee on Veterans’ Affairs, relating to entitlement and eligibility of veterans 
for hospital care and outpatient dental treatment, the Deputy Administrator set 
out the historical development of legislation granting hospital and medical bene- 
fits to veterans, which he noted clearly reveals two basic and diverse factors have 
influenced the scope of the legislative program of hospital and medical care for 
veterans at different times—first, the public psychology pressing for highly 
liberal benefits during and for a period following mass demobilization of great 
groups of war-service personnel, and second, the urgency of fiscal and economic 
Coane oe at subsequent times. The Deputy Administrator went on to say 

p. 2532): 

“* * * the great majority of the non-service-connected group in our hospitals 
on a given day is composed of those who (1) have chronic conditions such as tuber- 
culosis and neuropsychiatric ailments and other long-term ailments, (2) veterans 
with compensable service-connected disorders who require treatment for non- 
service-connected conditions, or (3) veterans who are receiving pension for perma- 
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nent and total non-service-connected disability, and receiving treatment for that 
disability. From what has been stated in various quarters, it would appear that 
the consensus of current thinking is that; in general, these groups should continue 
to be a responsibility of the Federal Government to the extent facilities can be 
provided for them. This leaves a relatively small percentage of non-service- 
connected cases presently admissible to a Veterans’ Administration hospital where 
beds are available, if veterans in this classification are unable to defray the neces- 
sary expenses of hospitalization, this fact being conclusively proved under the law 
by the filing of an affidavit to that effect. Less than 15 percent of the entire hos- 
pital load are in this category and many of these file claims for, and later are 
awarded, compensation or pension, while some others prove ultimately to be 
long-term cases. 

“Tt would seem that, from a practical standpoint, the primary question concerns 
whether and to what extent further legislative restrictions should be adopted to 
limit the conditions under which hospital care will be afforded for acute non- 
service-connected disorders of veterans who are not eligible for compensation or 
pension. To exclude them entirely would be a substantial reversal of long-existing 
legislative policy, requiring the determination that the Government owes no obli- 
gation of this kind to these veterans, however indigent, whose disabilities bear no 
relationship to their war service. The alternative approach of establishing by law 
more stringent criteria governing the eligibility of this group presents a difficult 
question of devising a plan which can be executed without encountering adminis- 
trative burdens oot dave of such magnitude as to render the more rigid require- 
ments unsupportable.”’ 

After the completion of the hearings the Committee on Veterans’ Affairs on 
March 24, 1954, adopted a resolution relative to hospitalization of veterans. The 
committee approved the present unlimited hospitalization of service-connected 
veterans; urged the cooperation of all veterans’ groups and others interested in 
medical care for veterans that the new admission policy (addendum to form 10—P- 
10) be given a fair trial before reaching final conclusion; recommended that no 
legislation be considered on the subject until the effect of the new policy has been 
determined; approved the continued hospitalization of non-service-connected 
neuropsychiatric and tubercular veterans and approved the continued hospitali- 
zation of other groups of non-service-connected veterans where beds are available 
and the veteran does not have the ability to pay for private hospitalization. 

The Second Independent Offices Appropriation Act, 1954 (Public Law 149, 83d 
Cong.) contained the following restriction: 

‘Provided, That the foregoing appropriation is predicated on the staffing and 
operation of 114,315 beds during the fiscal year 1954, and if a lesser number is 
provided such appropriation shall be expended only in proportion to the number 
of beds staffed and operated.” 

The Independent Offices Appropriation Act, 1955 (Public Law 428, 83d Cong.) 
contained the following restriction: 

“Provided, That the foregoing appropriation is predicated on furnishing in- 
patient care and treatment to an average of 127,000 beneficiaries during the 
fiscal year 1955, excluding members in State or Territorial homes, and if a lesser 
number is experienced such appropriation shall be expended only in proportion 
to the average number of beneficiaries furnished such care and treatment.”’ 

The Supplemental Appropriation Act, 1955 (Public Law 663, 83d Cong.), 
appropriated an addition $3 million with the proviso: 

“That this amount is predicated on furnishing inpatient care and treatment 
to an average of 570 beneficiaries during the fiscal year 1955 in addition to those 
heretofore provided for.” 

The Independent Offices Appropriation Act, 1956 (Public Law 112, 84th 
Cong.) contained the following provision: 

“That the foregoing appropriation is predicated on furnishing inpatient care 
and treatment to an average of 131,484 beneficiaries during the fiscal year 1956 
excluding members in State or Territorial homes, and if a lesser number is expe- 
rienced, such appropriation shall be expended only in proportion to the average 
number of beneficiaries furnished such care and treatment.” 

In its report (No. 304) the House committee stated this would provide for an 
additional 3,914 patients per day for 1956 over 1955; that no new hospitals would 
come into operation during 1956 and that the increase was to provide for an 
increased number of patients. 

The Independent Offices Appropriation Act, 1957 (70 Stat. 349) contains the 
following provision: 

“That the foregoing appropriation is predicated on furnishing inpatient care 
and treatment to an average of 141,100 beneficiaries during the fiscal year 1957 
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including members in State or Territorial homes, and if a lesser number is expe- 
rienced such appropriation shall be expended only in proportion to the average 
number of beneficiaries furnished such care and treatment.” 

(The 141,100 figure is broken down to 111,500 in Veterans’ Administration 
hospitals; 3,400 in contract hospitals; 17,000 in domiciliaries and 9,200 in State 
and Territorial homes.) 

The Commission on Organization of the Executive Branch of the Government 
(Hoover Commission) in February 1955 recommended that the Veterans’ Ad- 
ministration consider the task force’s recommendations as to closing certain hos- 
pitals and that ell hospitals determined to be surplus be closed immediately. 

he Commission also reeommended that the Veterans’ Administration dispose of 
any hospital which could no longer be operated effectively and economically, 
Other recommendations by the Commission were that a veteran’s statement as to 
inability to pay for hospitalization be subject to verification and that the veteran 
assume liability to pay for care of non-service-connected disabilities should he be 
able to do so at some reasonable future time. In reporting to the President on 
May 13, 1955, and later to the Committee on Veterans’ Affairs, on the Commis- 
sion’s recommendations the Administrator of Veterans’ Affairs stated that the 
whole question of the extent to which hospital and medical care should be pro- 
vided for veterans with non-service-connected disorders is one of high policy for 
Presidential and congressional consideration. Statement was also made that to 
the extent the recommendations of the Hoover Commission for the closing of 
hospitel installations were motivated by the concept implicit in their reeommenda- 
tions thst the care of veterans with non-service-connected conditions should be 
materially curtailed, the Veterans’ Administration would be unable to relate its 
plan to this concept in the absence of a well-defined change in existing legislative 
policy. ‘The soundness and practicability of the recommended verification pro- 
cedure and assumption of cost liability by veterans were seriously questioned. 

On February 8, 1956, at hearings before the Committee on Veterans’ Affairs 
on long-range plans for replacement, modernization, repair of hospitals, and 
medics! facilities operated by the Veterans’ Administration (pp. 2287, 2289 of 
the printed hearings) the Administrator brought up the program for hospitaliza- 
tion of non-service-connected disabilities which he considered one of the mejor 
problems to be discussed. He stated the law is predieated on the existence of 
extra beds and continued: 

“Now, we find ourselves today in the situation of operating about 100,000 
patients in our own hospitals, and on any given day over a third of them are 
service connected and two-thirds of them are nonservice connected. We do not 
need to go into a lot of detail, but that is approximately the situation. 

“So, just putting it bluntly, that is the situation. If you add on any appreciable 
number of beds, either as a big addition or as a big hospital, you are building 
beds for nonservice connected, whereas the law as it exists today actually says 
you will only take in nonservice connected when you have extra beds, when they 
are beds that you do not need for service connected. 

“So I think there is a fundamental question that has got to be answered here 
pretty soon: Is it the will of the Congress and the American people that we will 
build beds for nonservice connected? Because if you add on any hospital, you 
can pretty well argue that you are pretty much adding beds on for the nonservice 
connected. Because we have very ample space, far more than we need at the 
present time, for all service connected. 

* * * * * * * 


“Mr. Lona. From what you are saying, do you mean we should spell out once 
and for all whether we are going to treat non-service-connected men or not? 

“Mr. Hiciey. Until somebody makes some statement of that sort, we cannot 
even talk about any new hospitals, because it is not according to law. Now, of 
course, Congress can do anything they want, and whatever they say goes. But 
it makes it very difficult for us, as we keep looking ahead 5 years, or even 10 
years, and plan, and have these numerous requests for consideration of additions 
or new hospitals, * * *. 

“Mr. Hictey. We think we would be so much better off if someone would 
just say, ‘This is the way it is going to be.’ Or am I correct in assuming that if 
it stays as it is now, it is the will of the Congress that the program stay as is? 
Because this is all that they have authorized, what we have today. And they 
have said only those beds we do not need shall be used for nonservice connected. 
It is my contention that if you go beyond that program, it has to be by a specific 
pro :ram, a specific order, the will of Congress or the administration or somebody. 
In the meantime, we are just going to have to say, ‘No, that is it. That is the 
program.’ ” 
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The Independent Offices Appropriation Act, 1957, approved June 27, 1956, 
contains funds earmarked for the major alteration, rehabilitation, and modern- 
ization for the continued operation of the hospital at McKinney, Tex., although 
the Appropriation Committee had been advised that both Presidents Truman and 
Ei ecahairar had approved the closing of the hospital upon completion of remodel- 
ing at Dallas and that the pr — would involve a large expenditure for hospital 
beds which are not needed. The act also directs that the hospital to be built at 
the Wade Park site (Cleveland) contain not less than 800 general medical and 
purges) beds in spite of the fact VA advised that the proposed 500 beds would be 
sufficient. 





Tue Liprary or CoNGREss, 
LEGISLATIVE REFERENCE SERVICE, 
Washington, D. C., July 17 1958 
To: Committee on Veterans’ Affairs. 
From: American Law Division. 
Subject: Authority in Public Law 85-56 which permits the Veterans’ Administra- 
tion to close or reduce the size of a Veterans’ Hospital. 

The appointment and general authority of the administrator of Veterans’ 
Affairs are contained in section 210 of Public Law 85-56. Subsection (b) of such 
section provides that ‘“* * * he (Administrator of Veterans’ Affairs) may 
consolidate, eliminate, abolish, or redistribute the functions of the | bureaus, 
agencies, offices, or activities in the Veterans’ Administration. * * 

The provisions of Public Law 85—56 dealing with the acquisition mn peli 
of hospital and domiciliary facilities are contained in title XVII of such law. 
Section 1703 provides for the Administrator to enter into contracts or agreements 
with the Secretaries of the uniformed services “for the mutual use or exchange 
of use of hospitals, domiciliary facilities, and such supplies, equipment, and 
material as may be needed to operate such facilities properly * * * except that 
at no time shall the Administrator enter into any agreement which will result in a 
permanent reduction of Veterans’ Administration hospital and domiciliary beds 
below the number established or approved on June 22, 1944, plus the estimated 
number required to meet the load of eligibles under this act * * 

It is concluded from the above provisions that the Administrator of Veterans’ 
Affairs may close or reduce the size of a hospital owned by the Veterans’ Admin- 
istration. However, such authority appears to be limited by the requirement that 
the number of hospital and domiciliary beds be maintained at the level established 
on June 22, 1944, plus an additional number required to meet the requirements of 
Public Law 85-56. 

ALBERT M. Perry, 
American Law Division, 
Juny 17, 1958. 


The CuatrMan. Do I understand you to say that if, for example, at 
Dublin you have the patients and the staff and the money the Ad- 
ministrator does not have the legal authority to keep those beds 
closed? Is that what you are saying? 

Mr. Brrpsauu. I did not say it in that form. He would open those 
beds without keeping within the average daily patient load and we 
have always expended the funds provided by Congress, and in fact 
we have exceeded the number of patients in the last 2 years. 

Mr. Wuirtrer. That is correct. 

The CuatrMaNn. Let us say out here at Mount Alto the Administra- 
tor has the patients, has the staff, and has the money but he closes 
any number of beds. Does he have the legal authority to close those 

eds? 

Mr. BirpsaLu. There is nothing in the law that specifically pre- 
cludes his doing so. However, undoubtedly he would be called on to 
justify his actions and he would have to have adequate justification 
for such action. 

Mr. Wuirtier. Mr. Chairman, if I may, perhaps I can clear this 
point up. 
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When the Congress of the United States was interested in knowing 
whether our beds were going up in number, whether we were living up 
to the limit or not, and the legislators tried by appropriation to find 
an answer to this question, ‘‘rated beds” were discussed and they de- 
cided they could not tie total funds to rated beds because these were 
surplus beds. So the committee tied dollars to ‘‘operating beds,’ 
and I think it was in 1954 the Congress said, ‘You will have so man 
operating beds,” and they thought they had solved the problem with 
which we are worrying here today. 

Incidentally, the law does not say ‘‘to the full limit”’; it says “within 
the limit,”’ which is a different thing. But Congress tied the money 
to operating bed capacity. 

However, the Congressmen discovered very quickly that operating 
bed capacity is not a very good standard, that you cannot really judge 
the actual number of beds, for several reasons, by this criterion. 

Yesterday I said when you had the operating beds filled from 85 to 
92 percent that would be the most efficient operation and provide the 
best care. From season to season the load changes. There are more 
patients in the winter and fewer in the summer. It is obvious you may 
always have the same number of operating beds, but have fewer people 
in them at times. 

So Congress again became concerned and said, ‘We cannot tell 
whether the Administrator is living up to the full limit of available 
facilities,’ and that is what Congress wants us to do, I think, even 
when they say ‘‘within.”’ 

So Congressmen decided what they really wanted to know was how 
many patients we actually have and they arrived at a new formula 
which is the average daily patient load, and this how they arrived at it: 
They counted every patient the very first day at the beginning of the 
year, and then counted them every other day which gave them 365 
different totals. Some were high and some were low. They added 
the whole 365 days, divided by 365, and got an average, the average 
daily patient load, the number of patients who are actually in the 
hospitals. And Congress then decided it could tell, once it knew how 
many people we had on an average, whether or not we were living up to 
this concept of being within available facilities. 

The problem then arose of having to estimate that figure ahead of 
time. Now, Mr. Chairman, if you say, ‘“‘We do not tie you to ‘rated 
beds,’ we cannot tie you to that total capacity because we have all 
those unfilled beds like the surplus at Swannanoa,” then “operating 
beds”’ is getting closer to a true measure but still we do not really fill 
all operating beds. The average daily patient load, those are the 
people actually in our beds. Has the VA lived up to the law or what 
we think the policy of Congress is? In the average daily patient load 
I can tell you actually for the last 2 years we have more than done 
that. I think we have had 196 over one year and 71 the next. 

It gets down to definitions. What do you mean when you say 
“within the limit of available facilities’? What do you mean by 
“available beds”? Do you mean “operating beds,” the number of 
beds a hospital manager would use and has sitting there with sheets 
on them and doctors and staff standing there, or do you mean how 
many patients are there in the hospital? Congress set that average 
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daily patient load, and that gets changed in Congress, and it gets 
changed by the Bureau, and the average daily patient load we will 
have next year is sitting in the Congress of the United States right at 
this moment. 

That is one of the problems, and that is why I went through those 
definitions. 

The CuarrMan. The point I am making is that you are not within 
limits. You are down below. My point is that not you, but—— 

Mr. Wuirtier. The system through the years. 

The Cuarrman. Yes, the system is not carrying out the policy of 
Congress as far as hospital beds are concerned. If at Dublin there are 
24 beds there and you have the patients and the staff and the money 
and you do not use them, you are not carrying out the law of Congress. 
That is my point. We have built a certain number of beds and I hope 
the members who have before them the latest House appropriation 
hearings on this subject will turn to page 832 and read those pages 
while you are listening. I think it will be very revealing. 

Mr. Wurrttrer. May I say for the record just as respectfully as I 
can and with full deference I must disagree with the statement made 
by the chairman. 

The CHarrMaNn. I know you disagree, but that still does not con- 
vince me that I am not right. 

Mr. Wuittirr. I think the problem is one of definition. I would 
like to approach this as the committee wants it. 

The CuarrMan. I think we have in the Bureau of the Budget a man 
we both know and like and respect, Mr. McNamara, who completely 
disagrees with this concept. I think he sabotages the program and 
does everything he can to keep you from doing what Congress has 
directed you to do. I believe that as much as I believe anything on 
earth. 

Mr. Wuirtrer. You will have to ask Mr. McNamara. 

The CHarrMAN. Were you permitted this year to come to Congress 
and ask for the amount of money you needed and could have used to 
have operated the hospital beds across the country? When you come 
to Congress you can only ask for the amount of money the Bureau of 
the Budget tells you you can; is that right? 

Mr. Wuirtier. That is right. 

The CuarrMan. How much did you ask the Bureau of the Budget 
for this year? 

Mr. Wuirtrer. It was more than was sent to Congress. 

The CuarrmMan. How much? 

Mr. Wuirtrer. I do not have the exact figure. 

The CuarrMaANn. How many millions did you ask for that you did 
not get? 

Mr. Wuirtier. The inpatient care, I think, included $5 million 
that we requested, that we did not get from them. 

The CuarrMan. You asked the Bureau of the Budget for $5 million 
more than you got? 

Mr. Wuirtter. Yes, sir, $5,600,000, I think, to be exact, or to be 
more nearly exact. 

Mr. Chairman, the 1959 original estimate submitted to the Bureau 
of the Budget by the Veterans’ Administration 

The Cuarrman. I do not care for the exact figure. 
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Comparative table of VA funds 


1959 original | 1959 VA 


1957 appro- | 1958 appro- estimate by | estimate is esti- 



































| 
| 
priations priations | VA Operating| submitted mate, 1959 
Service to Bureau 
of Budget 
| Seahidhn 
General operating expenses $162, 302,130 | $161, 374, 000 >| $157, 605,777 | $152, 358,000 | $149, 582,000 
Medical administration and 
miscellaneous operating 
expenses_____-- Saaetl 20, 773, 800 | 21, 763, 400 24, 500, 000 23, 879, 000 21, 481, 000 
Inpatient care............-.- 663, 900, 000 | 702, 000, 000 | 733, 966, 000 724, 500, 000 707, 100, 000 
Outpatient care _-- 82, 363, 000 | 79, 000, 000 79, 549, 000 | 78, 340, 000 75, 798, 000 
Maintenance and oper: ation | 
of supply depots__.----- 1, 628, 000 | 1, 790, 000 2, 285, 000 2, 286, 000 2, 136, 000 
Compensation and pensions- 2, 906, 150, 000 2, 826, 250,000 | 3, 232. 000, 000 | 3,232,000, 000 | 3, 232, 000, 000 
Readjustment benefits.___- 840, 000, 000 784,047,000 | 773,988,000 773, 988, 000 717, 960, 000 
Veterans’ insurance and in- | 
demnities__.- 54, 950, 000 41, 752, 000 | 51, 100, 000 51, 100, 000 51, 100, 000 
Construction ofhospitals and 
domiciliary facilities_ 56, 168, 000 | 44, 528, 000 | 43, 374, 000 43, 374, 000 | 9, 145, 000 
Grants to the Republic of | 
the Philippines_- 2, 000, 000 1, 500, 000 1, 250, 000 1, 250, 000 | 1, 250, 000 
Service disabled veterans’ | | 
insurance fund. | 1, 000, 000 | 1, 500, 000 |_-. . bes 7 } 
Automobiles and other con- } | 
veyances for disabled | 
WEE nataenetnoncoaaen 850,000 |__. : 
ine RE 4, 792, 084, 930 | re 665, 504, 400 | 5, 099, 618, 777 | 5,083, 075, 000 | | 4, 967, 552, 000 
eee 
| | 
H. R. 11574 | H.R, 11574 
as reported H. R. 11574 as | as reported H. R. 11574 as 
Mar. 21, 1958 | passed House, | in Senate, passed Senate, 
(H. Rept. 1543) | Mar. 27,1958 | June 6, 1957 {| June 9, 1958 
| (S. Rept. 1656) | 
| pres EPELaS cee et 
General operating expenses--.-- --- | $147,500,000 | $147,500,000 | $149, 582,000 $149, 582, 000 
Medical administration and miscella- | 
neous operating expemses.-__...--..--| 21, 000, 000 21, 000, 000 | 28, 281, 000 | 28, 281, 000 
I 715, 465, 000 | 715, 465, 000 | 717, 267, 000 717, 267, 000 
Outpatient care - Ss 75, 000, 000 75, 000, 000 | 75, 798, 000 75, 798, 000 
Maintenance and operation of omens | 
depots----- tite 2, 000, 000 | 2,000, 000 | 2, 110, 000 | 2, 110, 000 
Compensation and ‘pensions. Bs 3, 200, 000,000 | 3, 200,000,000 | 3, 200, 000, 000 3, 200, 000, 000 
Readjustment benefits _. a : 700, 000, 000 700, 000, 000 700, 000, 000 700, 000, 000 
Veterans’ insurance and indemnities- | 51, 100, 000 51, 100, 000 51, 100, 000 51, 100, 000 
Construction of hospitals and domi- | | 
ciliary facilities__. 19, 145, 000 | 19, 145, 000 | 19, 445, 000 19, 445, 000 
Grants to the Republic of the Philip- 
pines-_. a 1, 000, 000 1, 000, 000 1, 250, 000 1, 250, 000 
Service disabled veterans’ insurance | | 
fund. [ es © a eee Li seeeue <edday de | ah sas + qu aaah 
Automobiles and other convey: ances for | | | | 
disabled veterans............-.--.---- Biss ida daicicsbeh he ceccke Behl. sosksk, --|----- Sh hihi 
UR cee n =a aco se sea nan slees] ey ey Seer 4, 932,210,000 | 4 944, 833, 000 | 4, 944, | 833, ‘000 
| | ‘ 








Mr. Wuirtier. The basic point is that the amount of money that 
was sent to the Congress in the President’s budget was less than the 
estimates that were submitted to the Bureau of the Budget by the 
Veterans’ Administration. 

The CHairMAN. In the request you made to the Bureau of the 
Budget, generally what hospital beds did you intend to operate? 
Did you ask for enough money to hospitalize every veteran that could 
qualify for hospitalization where you had the hospital and where you 
had the beds? 

Mr. Wuirtier. That is exactly the rub. You do not tell me to 
operate for every non-service-connected veteran who can defray the 
cost. You say “within the limits of available facilities.’ This was 
not my budget. This budget was made up prior to my coming. 

The Cuarrman. I realize that. 
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Mr. Wuirtier. My belief is that the VA did. The Medical De- 
partment probably made up that budget, and Dr. Middleton can 
probably answer that, but I believe they did. 

The CuarrMan. Before we get through these hearings I want the 
language you need that would tell you to use the beds to the maximum 
use, 

Mr. Wuirtier. I feel very confident we can work that out and 
that we are not really in disagreement on that matter. 

The CHarrman. I hope you can. 

You submitted an estimate to the Bureau of the Budget? 

Mr. Wauittier. Yes, sir. 

The CuHarrMan. And you were granted a certain amount by the 
Bureau of the Budget? 

Mr. Wuittier. Yes, sir. 

The CuarrmMan. And you came up to Congress with the amount 
granted by the Bureau of the Budget? 

Mr. Wuirttier. Yes, sir. 

The CaatrmMan. And when you came up here you had some dis- 
cussion—probably some of it off the record—and you finally got 
around to the fact you wanted to close seven hospitals? 

Mr. Warrtier. No, sir. 

The CuarrmMan. Turn to page 832. It is right here for you to read. 

Mr. Wuirrtrer. There was a mention of seven hospitals. 

The CHatrman. You only asked for enough money to run your 
hospitals where you would have closed seven hospitals? 

Mr. Wurrtrer. If I might state what happened chronologically it 
might be easier for the committee to understand. 

I was sworn in by the President of the United States as Adminis- 
trator on December 17, which was on a Friday. On the Wednesday 
preceding that, in the morning, I had a conference with Dr. Middleton 
and my Medical Department. As a result of their concern, I went to 
the Bureau of the Budget and sat in with Mr. Merriam of the Bureau 
and I suggested to him that in my view the cut—and I have a chart 
which shows this, if I may refer to it. 

I suggested to him that I thought the cut was much too deep. 
These cuts were made [indicating on chart]. This is all in the area of 
tuberculosis beds. One of the wonderful things that has been done 
by the medical profession has been done in the field of tuberculosis, 
which has helped us lick that problem. Tuberculosis is going down. 
In Massachusetts before 1 came here we were turning our TB sana- 
toriums over for other uses. 

This [indicating] is the average daily patient load in tuberculosis. 
That is going down year after year, 1954, 1955, until you arrive at 
11,479. These are the tuberculosis patients. 

Sometime in advance the Veterans’ Administration had to estimate 
how many TB beds it was going to need, what its average daily patient 
load was going to be, and the VA estimated 10,951. The Bureau said, 
“You will not have that many patients; you are only going to need 
10,121 beds.” 

I thought the minute I looked at that, that that cut was too deep, 
and that was before I was actually sworn in. I went immediately and 
talked to Mr. Merriam and I was not altogether unconvincing. He 
did not give me back my full amount, but he did say I should go and 
talk to Mr. Brundage. I went and spent a snowy Saturday morning 
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with Mr. Brundage, and they then said the better way to handle it 
would be that I go before the Subcommittee on Appropriations of the 
House, with the full permission of the Bureau, and ask for a restoration 
of $3,300,000. And, with the full approval of the Bureau, I made that 
request and that is in the record which you have, and I think the 
restoration still stands. I think the Senate approved it, and it is now 
in the joint committee. 

So there was-a restoration by Congress up to this point. That left 
a cut of $2,300,000, and that divided into two parts. It divided into 
some beds that, as Administrator and with the advice and best. pro- 
fessional opinion we have, are beds that we did not need in the system 
and that I chose administratively to close, and the list is in the record, 

As I pointed out to that committee in my justification for the 
restoration, I said: 

If I am forced to go to $5 million I will have to close seven hospitals. I do 
not think seven hospitals should be closed. I do not want to close them. 

I said: “However, if I have a cut of $2,300,000, I will close two 
hospitals.” Actually, it is one hospital and a building. The hos- 
pital is Crump Hospital and the building is one in Dayton, Ohio, 
which was devoted to tuberculosis patients. They are obsolescent 
buildings and we would rather not have them. We could move the 
patients out of those buildings to other buildings nearby. 

There were other isolated areas where there were some beds we 
could close in the best professional judgment. 

Batavia, N. Y., is an example of the second type, however. If we 
have no use for TB beds, I think it should be the administrative right 
of the Administrator to close but I think he should be permitted to 
use those beds if he has another use. I told that to the Bureau of 
the Budget before I was appointed and in the many, many discussions 
that continued J repeated that over and over, and there were those 
in the Bureau who agreed with me. Finally the Bureau agreed to 
that and I now have in writing the right to make the conversions 
within the judgment of the Administrator, which I think is most 
important. 

So when you add up the number of beds that were closed or the 
reduction in ADPL, the fact is that the only beds taken out of the 
system are made up of a reduction in TB beds and that was done in 
the best professional judgment of the doctors, and in a sense of the 
Adminisirator, because they are not essential to the proper care of 
the veterans of America. I continued the argument Mr. Higley 
raised in the letter you read yestereday. SolI do now have the right 
to convert. 

One other thing I said yesterday and would like to repeat is I am 
grateful for the cooperation I have had from the chairman of this 
committee and members of the committee. 

The CuarrMan. In the years I have been here the committee has 
reiterated over and over again what they thought of the hospital 
program. 

Mr. Administrator, when you submitted your request to the Bureau 
of the Budget you did not place in that budget the 700 beds in Florida? 

Mr. Wuirtirer. No, sir. 

The CuarrMaN. Since this budget was submitted you have admitted 
by opening those beds there are areas where you could use the beds if 
you had the money? 
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Mr. Wuirttisr. The Florida beds are 700 additional beds. 

The Cuarrman. The budget as submitted to the Bureau was predi- 
cated on part utilization of hospitals? 

Mr. Warrtrer. That is correct, but we submitted a budget for the 
program as it existed ‘‘within the limits of available facilities.” 

he CuarrMAN. Did you ask the Bureau for the amount of money 
you wanted or the amount you thought you could get? 

Mr. Wairrtrer. I think Mr. Higley prepared the budget on the basis 
of what had been approved “within the limits of the available facili- 
ties.” In addition, Mr. Higley had made the request for the Florida 
beds in a special letter which he sent to the Bureau, and which re- 
quest was refused. I sent the letter again, and as I think is pointed 
out in the President’s acceptance—if it is not in there it is in my 
letter to the President requesting it—I pointed out on policy it seemed 
to me to be wise where there are shifts in the population and pressures— 
where you have a situation which Mr. Haley from Florida can describe 
in greater detail than I—where you have the small number of veterans 
in hospitals far out of proportion to those in the general population— 
unlike Massachusetts, where we have no substantial waiting list— 
certainly it seemed to me that some readjustment should be made 
even if, as Mr. Higley suggested, it was only a readjustment within 
the system. In other words, if some unnecessary beds were being 
closed out in TB, he should be able to raise the number in Florida 
where they should go up. The then Administrator felt, and I feel, 
the VA Administrator should have the right to make adjustments so 
that we are truly meeting the needs where they develop. 

One of the things Mr. Higley very clearly stated about Florida was 
that Florida is somewhat different from other districts, in that Florida 
is able to provide skilled staff. I believe in Florida, as Mr. Higley 
pointed out, you can get staff there. 

Some of the other areas where there are pressures we feel we will 
have great trouble getting staff. Florida, I guess, is developing addi- 
tional medical schools both at Gainesville, I think, and down in the 
Bay Pines area as well. We are very optimistic from the standpoint 
of staff in Florida. We are not optimistic in other areas. 

Mr. Kearney. I should like to ask this question, Mr. Adminis- 
trator, with reference to the State of Florida. I am going back sev- 
eral years, and I just want to know for my own information whether 
the situation still prevails. We used to have northern veterans who 
would take a journey to Florida for some reason or other and then 
go to a hospital there. Are these veterans who actually live in 
Florida, or are a lot of them from Northern States? 

Mr. Haury. May I respond to that? Of course, that shows the 
veteran there is really a smart veteran if he comes down there. As I 
stated yesterday, we have fewer beds in Florida now than we had 
prior to World War II. We have 1,320 beds. Prior to World War II 
we had approximately 50,000 veterans in Florida. We now have as 
permanent residents of Florida approximately 500,000. 

Of course, down there we call this Operation Snowbird. Here is a 
situation, General, which we have thought all the time the adminis- 
tration of the veterans program had not taken into consideration. 

The veterans who come down to Florida in the wintertime, probably 
on the advice of their doctors, and so forth, who leave other ioe itals 
and come to Florida, are entitled under the law to medical care. They 
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arrive there sick and immediately go into the hospital, and probably 
have priority over and are in need of medical attention over men who 
are actual residents of Florida. 

So when you talk about 500,000, actually on the basis of need we 
are probably taking care of 700,000. ‘That has been one of our very 
bad situations there. As I pointed out here yesterday, we have a 
waiting list in Florida now, or at least as of the time I gathered these 
figures, of 1,365 veterans with 1,320 beds full now. It is a problem. 

Mr. Wuirtimr. Mr. Haley, I think this is illustrated by a chart that 
I just put up. 

Mrs. Roeurs. Mr. Haley, while those men are waiting, where are 
they being taken care of? 

Mr. Hatey. It is according to what kind of medical attention they 
deserve and are entitled to, Mrs. Rogers. If hospital facilities are 
not available—and they are not—of course we have to keep them in 
county jails and places like that. 

Mrs. Rocers. I wanted that brought out for the record. 

Mr. Wuirtrer. Mr. Chairman, I think I can do two things for you 
as a result of your question. I drew up these charts. This indicates 
the general waiting list, wherever it is, and you can see that Georgia 
and Alabama actually are taking some of that load. So you cannot 
actually measure exact Florida statistics. 

The CuarrmMan. What are the colors, Mr. Administrator? We can- 
not tell from here. 

Mr. Wuirttier. The blue are general medical and surgical patients. 
The red are NP patients. Where the color is solid, as in New York, 
the solid red indicates that these patients, although eligible for VA 
hospitalization, are in some other hospital. 

As Mrs. Rogers just raised in her excellent question. Where are the 
patients? Here is a very striking thing. Notice New York, where 
there is a large list. of red, veterans who are in State hospitals. In 
the States such as New York and some others where the State system 
is willing to absorb them and build facilities, the pressures are much 
less. Massachusetts has two veterans homes, but in many other 
States the States take care of very few of the veterans. So the per- 
centages vary State to State, and the waiting list varies. 

The cross-hatched bars with the white lines across them indicate 
those who are on the waiting list but are not in any hospital, who are 
just awaiting care someplace. 

For the reasons which the President’s study indicates, the waiting 
list has developed more heavily recently. I want to point out, too, 
that it is very seasonal. 

Perhaps Dr. Middleton could better address himself to this. He 
is expert on this, and I am not. I should be delighted to do it if 
you wish. 

Mr. Stsx. Mr. Administrator, before you remove that chart, what 
is the significance of the numbers there? I am looking at California. 
I am certainly interested in the other part of the country, but I am 
very much concerned about California. What are those numbers 
there? 

Mr. Wuittier. You have a very real reason for concern in Cali- 
fornia. You have the same situation as Florida. For some reason 
that is beyond me to understand, Massachusetts people are moving 
to Florida and California in great numbers. You had better not 
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quote that. In California you have rising pressures. As you know, 
a new 1,000-bed NP hospital will open there soon. 

In the San Francisco area there is a GM and S waiting list of 204 
who are not in any hospital. There is an NP waiting list of 1,254, 
but most of them are in some State hospital or other institution. 

In the Los Angeles area there are 432 GM and §S patients who are 
not in any hospital and who are on the waiting list. In the Los 
Angeles area there are 1,434 NP cases on the waiting list, but most of 
them are in some State institution. 

A couple of things are being done in California. You got your 
beds earlier in California. A 1,000-bed NP hospital is about to be 
opened in Palo Alto, within 18 months, I think. About 18 months, 
the doctor tells me, The TB bed situation permitted us to make some 
adjustments at Livermore. Some adjustments are being made, but 
the population in California is still going up percentagewise, and it 
looks as though that is a question which we shall have to examine 
with great care. 

Mr. Srsx. I want to continue with one other thought, but go ahead, 
General. 

Mr. Kearney. While you are on the NP situation, could Dr. 
Middleton give the committee any idea how many veterans throughout 
the country are on the waiting list for NP admission? 

Dr. Wittram 8. Mrppietron (Chief Medical Director). There are 
15,000 to 16,000, sir. 

Mr. Wnuirtrer. The great percentage of which, Mr. Kearney, I 
believe are in vour area. 

Mr. Kearney. That is right. 

Mrs. Rocers. Will the gentleman yield for just one question? 

Mr. Sisk. Yes. 

Mrs. Rogers. What will you be able to do for that extra load if the 
extra millions are given you for NP care? 

Mr. Warrrrer. $5 million of it will be used to improve care in the 
NP area. We feel it is not enough to stand still. We want to move 
forward. As you know, one of the things we shall be able to do is 
similar to what we are doing at Bedford in Massachusetts, to reduce 
some of the overcrowding. We have actually reduced some of it. 

If I may, Mr. Chairman, I want to say as a son of Massachusetts 
that in Massachusetts we are very well off on the bed situation, and 
Mrs. Rogers can take great credit for a long fight for the veterans of 
Massachusetts. You have done well by them. 

Mr. Sisx. Mr. Chairman, I would like to pursue the figure just a 
little further to clarify them with reference to California specifically, 
Mr. Administrator. 

The figures I have with reference to veterans in State institutions— 
I am speaking of the NP cases exclusive of the other, but I also have 
certain figures on the G. M. & S. waiting list—are quite different from 
what you show there. 

Mr. Wuirtier. It could be. It depends on the date. I am sure 
we are not really at difference on that. 

Mr. Sisk. The figure even as far back as a year ago in State institu- 
tions, as I recall, at that time was 6,000 veterans. That is why I was 
asking you the significance of those figures. Certainly those figures 
do not seem to me to indicate the number of veterans who are outside 
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of veterans hospitals. In other words, there is a tremendous pressure 
in the NP situation. 

I appreciate the fact that soon we are opening a 1,000-bed hospital. 
At least we hope it will be soon, and I was pleasantly surprised to 
hear that it will be open in 18 months, 

Dr. Mippieton. That is optimistic. 

Mr. Sisk. I was wondering if it was a little optimistic. 

Mr. Warrtizr. Mr. Chairman, you know I have pushed its con- 
struction. Among the other things which have been changed, 
construction costs have gone up substantially. Last year $65 million 
was spent as opposed to an expected $50 million. I think the repre- 
sentative from Tennessee will agree that since the VA hospital in 
Nashville was cleared, there has been a tremendous push. We have 
tried to step up all the schedules on construction. 

I do think, sir, that even after we have made all of the adjustments 
me pu going to make in California, we shall have to take a continuing 
ook. 

Again, the President was deeply concerned about this general 
situation and, as a result, when we were trying to work out policy, 
a to my being Administrator, he asked for a study to be made. 

e felt, just as you raise the question now, that there were not sound 
enough statistics. The American Hospital Association, the Mental 
Health Group, the American Medical Association I believe, a number 
of these groups, made three separate surveys. Those statistics and 
projections are in the study that the President sent to you. They 
indicate the big thing which concerns the chairman of this committee 
and with which I hope we ultimately come to grips: the policy for the 
long-range future. 

The truth is that the total needs for beds is going to increase. 
The truth is that although the service-connected load will go down, 
the non-service-connected load will go up. Although there will be 
fewer veterans, there will be many more older veterans. As you get 
older the diseases, maladies, and illnesses begin to show up. The 
demand for hospital beds will be much greater. I think by 1986 we 
will reach the peak of a substantially increased demand for non- 
service connected. Service connected are not involved. There are 
paty of beds for service connected, and these patients will decline 
sharply. 

I Seve pointed out or the President has pointed out someplace 
several possibilities and what will happen if you adopt any one of 
these courses shown on this chart. Immediately after World War II, 
a plan was laid out. Palo Alto and Brecksville are the last hospitals 
being built under it I think. We are coming to the end of that 
construction program. We have to design a new long-range program. 

That is the thing with which ultimately, when we have cleared 
up some of these secondary things, we can come to grips. Every 
one of these statistics is a facet of a big and developing situation. 
If this committee licks that, it will have rendered a great service to 
the veterans of America. 

The Cuarrman. Mr. Administrator, you are not telling this com- 
mittee that you are happy and pleased with the construction program 
the VA has made the last few years, are you? 

Mr. Wuirtier. Am I pleased with it? I am pleased, certainly, 
with the acceleration in the last few months. 
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The CuarrMAN. Going back 18 months or 2 years before that. 

Mr. Wuirtier. I am not capable, Mr. Chairman 

The Cuarrman. You felt they were dragging their feet, that they 
had not gotten along with construction as fast as they should have. 

Mr. Wuirtier. Mr. Chairman, there was a debate that I think ran 
at least 12 months on protonypes. I think I broke that up in about 
30 days. I finally discovered that there was an argument on 13 
separate points on which there was disagreement. e worked that 
out with Dr. Middleton and with the Deputy. I think we licked that. 

We got the Vanderbilt and Nashville, Tenn., situation settled. 
There were great debates going on, and I think much of the program 
has moved. The $50 million estimate went up to $65 million for the 
last year. It will be more next year. There has been more construc- 
tion in the last 2 years, I think, than in the last 5 prior to that. 

Mr. Everert. Mr. Chairman. 

The CuarrMan. Mr. Everett. 

Mr. Evererr. Mr. Administrator, at Murfreesboro, effective July 
1, I understand you are setting back 60 more beds in the mental 
hospital with a long waiting list of anywhere from 80 to 125. Maybe 
Dr. Middleton can tell us why that condition exists. 

Dr. Mippuetron. Mr. Everett, Murfreesboro is a station that is 
very hard to staff. We have cut back 60 beds, as you say, and there 
is a very moderate waiting list. As a matter of fact, we constitute 
that a small waiting list, one of the smallest of our NP hospitals, and 
below the quoted figure of 10 percent which is considered the working 
waiting list. 

Mr. Everett. Is it true that the VA hospitals try to have a large 
waiting list in order to maintain their ADPL? 

Dr. simon I hope not, sir. It is not good practice. 

Mr. Everett. I have had several resolutions from veterans or- 
ganizations in Tennessee with reference to the Murfreesboro situa- 
tion. We have them sometimes in other hospitals, in State institu- 
tions, and the other day we had one in the county jail, because we had 
a long waiting list. 

Is there any way we can remedy that situation at Murfreesboro by 
providing more money to employ more doctors there? 

Dr. Mippteton. Mr. Everett, more money would not determine 
it because it is a question of the selection of posts by the men in 
medicine. In other words, the physicians will have many other con- 
siderations than simply the site of working. I think you will find that 
is one of the stations which it is peculiarly difficult to staff. 

Of course, we are short on psychiatrists the country over. When 
psychiatrists have their choice, unfortunately Murfreesboro is not one 
of the first. So we have had to staff by every expedient, using career 
residents in their obligated period of service and all other expedients. 
Mr. Jared has done a good job. 

Mr. Hautey. Mr. Chairman. 

The CHarrman. Mr. Haley. 

Mr. Harry. Mr. Administrator, do you think the additional 700 
beds you are providing for Florida will take care of that situation? 

Mr. Wuirtier. I think the best indication of that, sir, is that when 
the President signed the agreement the VA was left still with the land 
at Gainesville. Another look will be taken in the future, I am sure. 

Mr. Hatey. That is what I wish to pursue here for just a moment. 
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Of the 700 beds you are giving to Florida, for which of course we 
are very grateful and which will alleviate the situation somewhat, I 
note that 250 of the NP beds will be at Bay Pines and 250 will be at 
Coral Gables. In view of the fact that you have the site already at 
Gainesville, Fla., where the city and the Federal Government have 
spent considerable money, would it not be much better from the 
standpoint of economical operation of the hospital to build a hospital 
at Gamesville and treat there the NP patients whom you have divided 
250 at Bay Pines, 250 at Coral Gables? With 1 facility at Gainesville 
you would need then only 1 staff, 1 set of employees, and so forth, 
Would it not be much more economical to have such specialized 
service? 

I do not know whether with 2 hospitals with 250 beds each you 
would have the facilities or the staff to take care of them. 

Mr. Wauirtrer. I think that is a professional question for profes- 
sional judgment, and I would like to refer that to Dr. Middleton, 

Dr. Mippueron. Mr. Haley, we have reviewed the situation not 
only from the central planning standpoint but on site. As you know, 
of the 30 or more psychiatrists in privates practice in the State of 
Florida, a majority is m the Miami area. It means that we have to 
use a great deal of foresight and planning in the utilization of those 
skills. 

It so happens that there is the prospect that in the Tampa area there 
will be another division of the University of Florida in the future. 
We already have facilities for outpatients at Pass-a-Grille, and at 
Bay Pines we have a splendid hospital. We can exploit that develop- 
ment directly and effectively with staff presently there and with the 
prospect of staffing further. 

The Miami area has developed from the medical standpoint in a 
prodigious fashion. So we are looking to the exploitation of that 
development in our own plans. 

Actually, there will be 600 added beds for psychiatry in this new 
development at the 2 points. We have a third hospital at Lake City, 
and that is a G. M. and S. hospital with very few NP beds. 

As the Administrator has indicated, we are not unmindful of future 
developments in the northern area of Florida, and we have maintained 
possession of the Gainesville site against its ultimate use on further 
survey of the Florida situation. Florida has 534,000 veterans. It is 
the area which has had the greatest growth curve of veterans’ demands. 
So we have been extremely mindful of our responsibility there, sir. 

Mr. Hatey. Doctor, would the fact that the State of Florida is 
establishing at Gainesville a medical college be of some weight? Would 
it not work into the general overall situation to give serious considera- 
tion to the establishment of an NP hospital at Gainesville? 

Dr. Mippteton. At the present time they are not equipped to 
furnish staffing to us in that area. Of course they would be in the 
consulting and advisory capacity anyway. It is the judgment not 
only of the Veterans’ Administration but of the medical school at 
Gainesville that the time is not ripe. 

Mr. Wuirtier. They have conferred with those officials. 

Dr. Mippieton. We have conferred with Dean Harrell on several 
occasions, and you will find he is in agreement with that position, 
since we are keeping the Gainesville site open for future survey and 
development. 
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Mr. Haury. I hope, Mr. Administrator, you will take a long look 
at that situation, because the information I have available is that 
we have an alarming number of NP patients in various and sundry 
county and city jails down there, and I do not think they will get 
very much medical treatment there. If you could take a look at 
that situation, I am ‘sure the people of Florida and the veterans as 
a whole certainly would appreciate some consideration in that respect. 

Mr. Wuirtier. I assure you that the end is not yet in Florida as 
far as examining the pressures which will continue to develop. I 
would like to point out to you, though, that Florida has not been 
by any means forgotten or neglected. This does not show the new 
beds at all, but it does show the various VA facilities as well as the 
contact offices. I wish to point out that Lake City received in 
1957 nearly $4 million for a new hospital, for new improvements 
$500,000, and I want to point out, too, that research in some of 
these areas has been going on there. There is a new project at 
Lake City for $7,500 for the present fiscal year. 

At Bay Pines there has been considerable construction—in 1957, 
for dietetic service, $500,000; for laundry, $500,000; for clinic, $7 
million; for a chapel, a quarter of a million dollars. Their research 
is being increased from $18,000 to $32,000. The doctor can tell you 
what some of those research projects are. 

At Coral Gables, for site and plans, $1.5 million, and then the cost 
of the hospital, of course, will be many millions. Additions must be 
added to that. 

So a great amount of money has been going into Florida, not only 
in that area but in other areas. I think to some extent the same could 
be said for all the States of the Union. 

Mr. Hauey. Let me point out to you, Mr. Administrator, that with 
the expenditure of approximately $8 million in Bay Pines, you have 
not added 1 bed. As a matter of fact, you have lost beds. 

Mr. Wuirtier. That is true, but the new proposal will do that. 
Dr. Mippieton. We will have a tremendous development at Ba 
Pines with 866 beds ultimately. So you see the 350 beds added will 
be joined with the new clinic development there and will give you a 

splendid combined operation, outpatient clinic and inpatient care. 

Mr. Hauey. May I ask, then, this question: In your plans at Bay 
Pines or any place in Florida, are you thinking along the lines of in- 
creasing the domiciliary care of patients? You remember, as I said 
before, they come down there sick. A good many of them are getting 
along in age, as I am, being of World War I vintage. Probably many 
of them need domiciliary care rather than principally medical care. 
Dr. Mrippteton. Presently we have only the domiciliary at Bay 

ines. 

The CuarrmMan. Mr. Matthews, from Florida, who has shown an 
interest in the hospital program, is here. He is not a member of the 
committee, but we should like to recognize him at this time. 

Mr. Martruews. I am grateful for the privilege. 

Mr. Haley, my colleague, has asked my questions beautifully. I 
pray that you will build the hospital at Gainesville. 

Mr. Wuirtier. I want you to know Mr. Matthews has not only 
asked the questions but has been a frequent visitor at my office at 
the VA. We are aware of his deep interest. 


28678—58——_9 





aN eS 





4046 VETERANS’ ADMINISTRATION HOSPITALS 


The Cuarrman. Dr. Middleton, I want to go back to the budget. 
Was the money you have asked for this year, of the Bureau of the 
Budget, for your whole hospital system the amount of money that 
you thought you could use to the best advantage for the veterans 
and for the taxpayers in operating the hospital system, or was it 
what you thought you could get out of the Bureau of the Budget? 

Dr. Mippueton. Mr. Chairman, our request from the estimates of 
our staff was for $724,500,000. The budget estimate was $707 ,100,000. 

The CHatrMan. You have not answered my question at all, 
Dr. Middleton. - 

Dr. Mippueton. Our request went in at a given level and it came 
out, as you see, at a reduced level. 

The CHatrMAN. Was the amount you asked for the money that 
you wanted or the money that you thought you could get? It was 
really the money that you thought you could get, was it not? 

Dr. Mippueron. Actually, that is what we took to the Subcom- 
mittee on Appropriations of the House. 

The CxHatrman. In other words, the VA for a number of year 
has not gotten the money it wanted to operate the hospital program 
under the Veterans’ Administration. You do not ask for it because 
you think you cannot get it. 

Mr. Wurrrrer. Mr. Chairman, perhaps I could address myself to 
that. May I suggest to you that there is a developing question about 
the conditions of the individual hospitals and the care. There are 
several very important questions, and I think the VA hospital program 
is at this moment facing a very great question mark. Two things are 
developing. 

First, in this Nation one of the most serious problems involved is the 
cost of hospital care. If you happen to be on the board of a private 
hospital, you probably have some knowledge of that. The very 
trouble that Blue Cross units are having and the number of cash 
sickness proposals in State legislatures indicate the tremendous rise in 
the cost of medicine. That rise in cost has been accelerated in the past 
few years 

The truth is that VA budgets have gone up and up and will con- 
tinue to go up if we are to maintain the same type of care. But it is 
not enough just to stand still. We must go forward. 

When I became Administrator, I wanted to know, “What is the 
actual situation?” The 1960 budget is the first budget with which I 
am involved at the time of origin, although I put this fiscal year 1959 
one through the Congress—or made the committee appearances. In 
the 1960 budget I wanted to know what the individual managers of 
the hospitals felt. What did the manager at Bedford think? What 
did the manager at Brockton think? What did the manager at 
Houston think? 

So I called a series of budget conferences and asked each individual 
hospital manager to present his budget so I would know. I attended 
two of those conferences myself. The Deputy I believe attended 
others, and Dr. Middleton attended some. Then we had the area 
representatives in. So we were building that budget from the man- 
ager level up. 

When the medical department took a look at those requests, there 
was not a hospital manager who did not want a tremendous amount. 
The medical department itself had to make some balance. So some 
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adjustments are essential. After the medical department put it all 
together, I had the medical department, insurance, and the others, 
come in and, as Administrator, I sat and reviewed it. Then we tried 
to put them ‘together. 

At every level there was an adjustment of those figures. The mana- 
gers did not get every dollar they requested. Some departments | 
think we increased, but by and large there were adjustments to stay 
within some—this is the important word—realistic appraisal. 

In the area of hospital care you can go to any limits. It is like the 

educational system. The ideal educational system in America would 
be to have one teacher for every student. Someplace you find a 
reasonable compromise. I think that is what we have to do. We 
have to base the compromises we find on our medical care against some 
standard of general hospitals. We try, and the very law you quoted 
states that we shall attempt to give that care which is comparable to 
the care given in the community. We shall fight, sir, in an effort to 
do that. Iam very optimistic about the 1960 proposals. 

The Cuarrman. You had a meeting of 17 hospital managers out 
in the West back in March. Would you tell the committee what 
their conclusions were? 

Mr. Wurrrier. They said basically what I am saying to you now. 
They said that with the tremendous cost of medicine the V A is facing 
a serious situation and the question is, Where do we go from here? 

One of the things which deeply concerns the managers out there and 
has concerned this committee and concerned the VF W was that when 
they have to absorb continued increased costs, as they have been 
doing, it is maintenance which keeps being deferred. Maintenance is 
a very serious problem, and we are making a complete new study and 
revising the formulas in that area to make sure that we are not penny 
wise and pound foolish. 

The CuatrMan. Mr. Whittier, let me read the resolution: 

The managers of the 23 Veterans’ Administration hospitals, centers, and 
domiciliaries located in the seven Western States have met to consider our hospital 
program for the next 2 years. Our deliberations have revealed a simple, stark 
reality. Current appropriations will not support presently legislated benefits 
and accepted concepts of veterans’ medical care. The floodtide of price increases 
on alf fronts is recognized throughout the hospital field. Voluntary hospitals, 
State hospitals, and university hospitals have experienced the effect of rising costs. 
With the possible exception of a few State hospitals, the costs are reflected in 
large rate increases and substantial appropriations each year. In nongovern- 
mental hospitals these costs are passed on directly to the patients. 

Our Veterans’ Administration hospitals have not received funds over the past 
several years sufficient to keep abreast of these ascending costs. We are endeavor- 
ing to maintain a medical program equal to that offered in the community on 
preinflation appropriation levels. Neither have the managers funds adequate to 
discharge their specific responsibility in protecting the Government’s investment 
in the physical plant and in equipment. We have economized to the extent that 
essential care to our patients is inevitably deteriorating. 

Our 23 hospitals must have a substantial increase in fiseal year 1959 and a 
specific increase of $10 million for 1960 over and above the appropriation for 1958 
in order to retain an acceptable level of medical care and to maintain our physical 
plants. These sums do not include whatever might come in a general pay raise 
for Federal employees or the automatic wage boost for the blue-collar workers. 

Unless these sizable sums are made available, Congress must face these 
alternatives: 

(1) Lower quality of medical care and further deterioration of the physical 
plants, (2) reduced beds with the reduction in patient load—close selected hospitals 
throughout the country or close whole sections of beds in many hospitals. 
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We therefore unanimously resolve that the Bureau of the Budget and the 
Congress of the United States be apprised of this basic issue and be requested to 
take clear-cut remedical action. 

Mr. Wairrtier. Mr. Chairman, I would like to make two comments 
about that. 

First, as I told you, I had asked to have the managers together. 
That meeting was called at the specific request of the Administrator 
because I wanted to know the exact conditions of the hospitals, and 
I asked the managers at all of the meetings to freely and honestly 
tell me, because if I am to be the Administrator and be the spokes- 
man for the VA and go over to the Bureau and come to the Congress, 
I had to know the facts exactly as the managers saw them. 

I want to point out that this particular resolution was the result 
of the desire of central office to know the conditions. I do not mean 
to indicate that they did not, but it was my desire to know of my 
own knowledge. 

I think it would have been preferable and wise if the doctors as 
they did in other instances—and no place was it as severe as that— 
had come to me, which I requested, rather than go outside, but that 
is a matter of their judgment, and so be it. 

Having received that information and then having asked for specific 
recommendations from them, we have made budget estimates based 
upon those requests. They are less than many want. We are 
making a survey of those specific hospitals and areas. I shall do 
everything within my power. 

There is only one thing I would change about that letter, and that 
is, I would change the tense. I cannot concede for one single moment 
that the hospital system is not and has not been one of the finest or 
that the veterans are not getting splendid care. The members of this 
committee, all of whom have been in veterans hospitals across this 
country, will agree that the managers, although constrained in some 
instances and did not get all the funds they wanted, are doing an out- 
standing job and the veterans are receiving fine care. Of all the States 
represented here, I think you can testify to your own knowledge. 

As I said earlier, I do think we are faced with some serious problems 
brought about by the tremendous increase in the cost of hospital care 
and medicine, brought about by many things. I think the President’s 
study points out the increased load in the future. So the Congress 
will be faced with some very serious questions. This is the big ques- 
tion: Are you going to increase the load for nonservice connected and, 
if you do, can you maintain the quality of care in the community for 
the present load? How far do you wish to go? How many do you 
wish to absorb? 

I am not making a recommendation. I do not wish to be mis- 
understood in this, because the President’s study I think lays many 
of these facts out. These are the questions and these are the big 
questions to which I hope we come when we finish with some of the 
other questions which have been asked. 

That is one reason I think the President said, and that I repeat 
this, it is a very propitious time for this committee to address itself 
to this particular question. The interesting coincidence is that your 
letter of April 22 arrived almost within days of the completion of the 
President’s study. So everybody is thinking in these terms and 
everybody is aware of this problem as you are here. 








VETERANS’ ADMINISTRATION HOSPITALS 4049 


The CuarrmMan. The 23 western managers supported that resolu- 
tion unanimously. I am wondering if 99 percent of the managers 
across the country would not say the same thing. 

Mr. Wuirtrer. I am sure all of them would like more money. 

The CuartrMAN. Do you think you could have gotten more money 
from the Appropriations Committee this year if you had asked for it? 

Mr. Wuirtrer. I believe I could have, but I do not know that as a 
matter of fact. 

The CuarrmMan. They just said, “Tell us how much you want,” did 
they not? 

Mr. Wuirrtier. I think that is not exactly the way they said it. 
I think usually at the completion of any hearing of that type the 
chairman usually says, “Is this adequate, in your opinion?” And 
the committee has been very generous. The committee voted more. 
They restored, I think, the $5 million that Mrs. Rogers has been so 
interested in for improved NP care. They made restorations. 

Then the Senate committee gave us $7 million in addition for 
additional research. So both branches of the Legislature have 
increased the VA budget over the one that came down. 

Mrs. RoGcrrs. Was it not the Senate which gave you the larger 
amount? 

Mr. WuirttierR. Only for research, Mrs. Rogers. In the overall, I 
suppose what you say is true. The overall amount would be larger, 
but the big difference in the Senate was the $7 million for research. 
The improved NP care was $5 million from the House. 

Mrs. Rogers. Are you making allowance for the fact that a good 
many of these so-called rehabilitated mental cases, the older veterans, 
are likely to go back into the hospitals later on? Some of them are 
"9mm up very well, I understand. That would be an increased 
oad. 

Mr. Wuirtier. It is something we are considering and something 
the doctors, I am sure, have taken into consideration. Perhaps the 
doctor can address himself better to this. 

We think the program is working well and that it has been able 
to make empty beds to help reduce the waiting list. 

Mrs. Rogers. Yes, but if that cure or rehabilitation does not last, 
they will have to go back into the veterans hospitals. 

Mr. Wuirtier. That is true. 

Mrs. Rogers. You have to allow for that. 

Mr. Wurrrier. I think that is true, too. Perhaps the doctor can 
better address himself to that. 

Dr. Mipp.eTon. First I should like to address myself to the question 
of the quality of care. I have been in every hospital and every domi- 
ciliary in the system—173 hospitals, 17 domiciliaries. I know good 
medical care. Our veterans have it. 

The question which has been raised by Mrs. Rogers can be better 
ae by Dr. Casey, who is the Director of the NP Service. Dr. 

asey. 

Dr. Jesse Frank Casrty (Director of NP Service). Certainly 
we do have to consider those patients who would have to come back 
into the hospital, and the projection of the main load we are talking 
about has taken this into consideration. Of course the total numbers 
we do not know at the present time, but certainly I would agree with 
you that we do have to consider the fact that some of these elderly 
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patients, even though we are able to get them out of the hospital, 
may have to come back. 

Mrs. Roggrs. I have been told that undoubtedly a good many of 
them would have to go back into the hospitals, and that some of them 
are going back in now because they are not having the tranquilizing 
drugs which they received before. Is that correct? 

Dr. Casry. That is correct. 

Mrs. oe I think, Mr. Chairman and Dr. Middleton, in some 
of the other hospitals the managers have had to cut down on the food. 
They have not given the same food to the patients that they did 
before. 

Dr. Mippieton. Mr. Chairman, we have reviewed the dietetic 
situation very carefully. Actually a few pennies saved per ration 
per day, carried over the system, is not a large item. However, we 
have insisted that the caloric value, the distribution of fat, protein, 

arbohydrates, and the accessory foodstuffs, be maintained. 

I have been in the mess lines of every NP hospital in the country. 
| have been through the kitchens and mess lines of all of the domi- 
ciliaries and hospitals. I can assure you that good food is being served. 
[t is perfectly true that we are not having as many steaks nor as many 
standing roasts. I think that is the general habit of the American 
people. We are having more stews; we are having more ground 
meat, more hamburgers, if you please. But in general the ration is 
holding up. 

I am sorry to say that on occasions I have encountered areas where 
they have thought it necessary to cut back on supplemental milk. 
Coming from Wisconsin, of course, that is an affront. 

Mr. Kearney. Following that thought, Doctor, I would like to 
make this personal observation. In comparison with the civilian 
hospitals of this country, I think the people of America should be 
proud of the way the veterans hospitals are functioning today. In 
my humble opinion, there is no comparison between the care of a 
veteran in a veterans hospital and the care of a private patient in a 
private hospital, especially as far as the cost per patient in the hospital 
is concerned. 

Dr. Mippteron. Thank you very much. 

The Cuarrman. Mr. Everett. 

Mr. Everert. I have with me Dr. James Crowder, who is the di- 
rector of our Tennessee Department of Veterans’ Affairs. The Gov- 
ernor sent him up here because we are perturbed over the Murfreesboro 
situation. ‘Two more questions and I will be through. 

With reference to Murfreesboro, can you not order or send career 
residents to Murfreesboro in order to maintain the full ADPL? 

Dr. Mippteton. We have attempted to do just that, Mr. Chair- 
man. Of course, we give these career residents the choice of 1 of 3 
peripheral stations. I prefer to call them peripheral stations rather 
than isolated stations. If they choose American Lake over Murfrees- 
boro, we cannot well judge them. We cannot force them, in other 
words, even though they are indentured help, actually, at this stage 
of their development. 

Staffing is difficult, and we have tried every expedient to fulfill our 
mission at Murfreesboro. 

Mr. Everett. In the event you secure sufficient medical personnel, 
will you restore the 60 beds? 
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Dr. MippLeton. We will restore the 60 beds if we get sufficient per- 
sonnel, ves, sir; but we do not feel, Mr. Chairman, that this committee 
or any citizen would wish us to simply store a patient with a mental 
illness in a hospital without prospect of treatment. 

Mrs. Rogers. Dr. Middleton, I have been told that in some NP 
hospitals it is almost dangerous because they do not have enough 
personnel to take care of some of the patients. 

Dr. Mippieron. Mrs. Rogers, the ratio of our personnel to patients 
in our NP hospitals is 72 per “100 patients, which is considerably above 
that of any State hospital and considerably above that of certain Gov- 
ernment hospitals. 

I should like to say that it does not meet the ideal, nor does it meet 
our partic ‘ular target. As you recall, the $5 million that were voted 
by Congress and not yet cleared through the conference committee 
will amend our staffing program. It will bring them up to about 74 
per 100. Personally, I should like to see it 100 per 100; so we can have 

certain sections of our hospitals for the mentally ill where we will have 

an equivalence of the general medical and surgical staffing. Other 
sections obviously will be lowered to a total figure of 100 personnel 
per 100 patients. That, I think, would be an ideal situation. 

Mrs. Rocers. In other words, I think the attendants are worried. 
I know a nurse there, when asked if she was afraid, told me she was. 

Mr. Wuirtrer. Mrs. Rogers, I know you are very familiar with 
Tewksbury and some of the other State institutions which are close 
to Bedford. Massachusetts gives fine care and all Governors, 
including the present one, have poured additional money in; but 
compared to the State, the Veterans’ Administration in Massachusetts 
is doing very well. 

Mrs. Rocrrs. I do‘not think we ought to compare our service to 
veterans with State hospitals. I think we ought to be away above 
them. 

Mr. Wuirtier. I would like, if I may, Mrs. Rogers, to indicate to 
you, since the question has been asked about the decline in ADPL, 
that in the 1959 budget the average daily patient load of NP patients 
is increasing, that it is going up in ‘the budget from the present total of 
58,437 by 300. So the ADPL in this current fiscal year is increasing. 

Also, I should like to point out that for general medical and surgical 

atients the number is increasing. We have asked and so far have 
38 een granted, if the budget goes through, 327 more average daily 
patients than we did before. 

The only decline, as I pointed out, was in TB. These are the beds 
that you are concerned about. In every other area they are going u 
So if there is a net loss in the ADPL, that net comes about only 
through TB beds. There is an increase for NP, which worried you. 
There is an increase for G. and M.S. patients. That is a very impor- 
tant thing. 

I should like to make this very important observation. There has 
been a feeling that somehow this system was being cut back, that we 
were cutting beds out of it, and they were being reduced. The basic 
fact, if I may present it to you, as this chart shows, is that since 1946 
by whatever test you use, if you use the “rated beds” which is the 
total number of beds in the system, it has risen very substantially. 
If you are talking about “operating beds,” it has gone up, although 
it levels off at this point. 
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I think actually because of TB the difference between operating 
beds in 1959 and 1960 is 5 operating beds. That is the first decline. 
But actually with the addition of Palo Alto and Brecksville, that is 

oing to go up. And as for the average daily patient load, even with 

B cuts, the curve goes up. 

This is the big and the important fact that I want to get across: 
Has the VA lived up fully to its mission ‘‘within the limits of available 
facilities?” It has. 

The fact is that the VA system, long before I got here—I am just a 
transient—long before my brief tenure, produced these actual statistics 
and this is the chart which is most important. The ‘rated capacity,” 
the total number, is moving up. 

The “operating beds’’ have gone constantly up, and the projections 
indicate they will in the future. The ADPL has gone constantly up, 
and it will in the future in my opinion. 

This happens to be the ‘“‘unavailable beds,’’ the Swannanoa beds. 
What you were asking is whether we have lived up to the phrase 
“within the full limit of the available facilities.” I cannot use those 
Swannanoa beds. We will go through it hospital by hospital. 

There are situations such as Dublin where I have already requested 
a change in the picture. 

If it is “operating beds” that has gone up overall. 

Insofar as it is professionally and humanly possible to adjust to 
seasonal loads, we have not only lived up to that, but we have con- 
stantly increased it. 

We have not only fully lived up to the average daily patient load 
set by vote of Congress, but we have exceeded it. 

Mrs. Dwyer. How much difficulty do you have in enlisting nurses 
in getting adequate care in your hospital system? 

r. MippLeton. We have had some difficulty, and there is, of 
course, a remedy at hand at the present time. The improvement in 
the salary structure for nurses will in the judgment of our nursing 
service make amends for anything which has happened in the recent 

ast. 
, We have about 14,000 nurses in the service, and I believe there will 
be ready recruitment from this time on. 

Mrs. Dwyer. I realize there has been a shortage of nurses for many 
years and I wondered how much difficulty you had as compared with 
the private hospitals. 

Dr. Mippieron. In comparative salaries we had difficulty coming 
up to the recent passage of the wage bill which gives the nurses a very 
proper improvement in salary from the time they enter the service 
right through all the stages of development. 

Mrs. Dwyer. Has any difficulty been encountered in various 
veterans’ hospitals because of lack of nursing care insofar as you 
have had to close beds for that particular reason? 

Dr. Mipp.etron. In a minor degree but largely supplemented by 
nurses’ aids. This matter has been carefully studied and a ratio de- 
veloped of the availability of nurses’ aids supervised by nurses; so we 
have had recourse to that device to supplement shortages of nurses’ 
up to this time. 

Mrs. Dwyer. In other words, you are saying, then, that nurses 
aids have been able to fulfill the duties of nurses in the hospitals and 
therefore 
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Dr. Mippteton. Up to a certain technical level. 

Mrs. Dwyer. So you would not regard that as a problem in closing 
out beds in the veterans’ hospitals? 

Dr. Mippieron. For the future it will not be. 

Mrs. Dwyer. Has it been in the past? 

Dr. Mippueton, It has been to a minor degree. I think those 
figures are available to you, a composite package of physicians, 
dentists, and nurses. 

Mr. Frvno. For my own edification, with reference to this waiting 
list we have been talking about, are there service-connected veterans 
on this list? 

Mr. Wuirtier. There is no service-connected veteran in America 
who has to wait for a hospital bed. We take care of every service- 
connected veteran unless he has preference for a hospital. Sometimes 
there might be a 24-hour delay if he has preference for a specific 
hospital. The only problem is with the nonservice connected, how 
far shall we go in taking care of them? That is the whole question. 
There is no service-connected veteran in America who is denied a bed. 
They are instantly taken care of. The nonservice connected receive 
fine care. 

If I may I would like to address myself to another phase 

Mr. Fino. Before you get into that, in connection with this waiting 
list, what is the situation in New York City with respect to Kings- 
bridge and New York Hospitals? 

Mr. Wuirtinr. The largest in the country. 

Mr. Fino. What is the situation with reference to the waiting list? 

Mr. Wuittier. You have a very large waiting list. You have an 
especially large NP waiting list. There are several situations which 
make New York unique. 

The first thing in New York is that waiting lists are not an absolute 
test. As a matter of fact, the more hospitals you have sometimes 
the more they create a demand. If you were to put hospitals in a 
State where there never had been a hospital before a waiting list 
would turn up where there had been no waiting list before even 
though those patients would always have been there. 

The second thing about New York is that you have so many 
hospitals. You can just see the tremendous number you have 
because you have such a great population, so that when you combine 
those waiting lists it looks big. 

The next thing is that in New York, although you have a big 
waiting list, the State has done a fine job of taking care of a great 
percentage. The State probably takes care of, with the possible 
exception of a few other States, more than almost any other State. 
New York State does well by its veterans. 

I can point out the individual hospitals. This is New York City. 
This is the Bronx Hospital, in which I am sure you have some interest. 

Mr. Fino. That is right. 

Mr. Wuirttipr. The blue indicates the waiting list in GM and S, 
the NP waiting list and all of those are in some other hospital, so 
that in the Bronx actually there are no veterans on the waiting list 
for this hospital, almost no veterans waiting to get into the hospital. 
There might be some eligible but being taken care of elsewhere. 

Is that correct, Doctor? 

Dr. MrippteTon. That is right. 
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Mr. Wuirtrer. In Northport, out in Long Island, there is a more 
serious question. There are a great many veterans eligible but who 
are in some State institution or other hospital. There is a waiting 
list—if this is the right chart—but many of those are in other hospitals. 

Brooklyn is the same. Much of the waiting list has been taken 
care of and absorbed by the State or some other hospital. 

In Castle Point there is some actual waiting list, the rest in the State. 

The doctor can cover New York State better than I if I may turn 
this over to him. 

Dr.-Mrpp.terTon. Sir, it happens that you have here different func- 
tions and different missions. 

At Brooklyn, GM and § hospital has only a slight waiting list. 
The red shows the waiting list. It is a very active GM and S hospital. 
Mr. Fino. When you say “‘slight”’ is it hundreds or thousands? 

Dr. Mippieton. Hundreds. In the case of Northport an NP 
hospital, among the largest; it has a waiting list in excess of the 
available beds. 

In the Bronx GM and § Hospital there is virtually no waiting list. 

Albany is the same. 

Sunmount (tuberculosis) no waiting list. 

Syracuse GM and S Hospital has a small waiting list. 

Canandaigua, coming into the neuropsychiatric area, a waiting 
list of about 500 with an operating bed level of about 1,600, so it is 
very high. 

Batavia, a slight waiting list and that has been absorbed by making 
available some of the beds that have been converted from tuberculosis 
care to the care of general medical and surgical disorders. 

In Buffalo a very small or normal waiting list in the GM and S 
hospital. 

In Bath we have multiple functions; but this is just the hospital 
section of the center which has considerable function in the domi- 
ciliary area. No waiting list. 

Montrose NP Hospital has a high waiting list, a very high waiting 
ist. 

In Manhattan there is no waiting list, under 100 beds. 

At Castle Point (tuberculosis) there is no waiting list. 

The three hospitals that do not look too well, then, are Canandaigua, 
Montrose, and Northport, all NP hospitals and we have that particular 
problem the country over except for a few areas, such as Murfreesboro 
and Fort Lyon, Colo. 

Mr. Frvno. Do you have unavailable beds in Montrose? 

Dr. Mrppteton. A few unavailable beds. That is because of the 
transformation of some bed areas for personnel. 

As you know, even though slightly removed from New York City, 
it is more or less isolated. It is a peripheral station in the true sense 
of the term and accordingly we have to house some of our personnel 
in areas that were originally designed for patient care. 

Mr. Fino. How many unavailable beds do you have up there? 

Dr. Mippteron. 190, and that is a very provident use of that area. 
I have been on the station in the last 6 weeks, and I can tell you that 
the doctor in charge could not run his hospital unless he maintained 
this personnel on the station. 

Mr. Fino. I have received a great deal of complaints concerning 
long waiting for admission to Montrose. It requires over a year’s 
waiting. 
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Dr. Mripptetron. That is true of a number of hospitals with a 
neuropsychiatric mission. 

Mr. Fino. The thing that bothers me is the very same thing that 
bothers the chairman. You have 190 beds at Montrose and you are 
not using them. Why? 

Dr. Mippueton. I am sorry, Mr. Chairman. My answer is the 
same. It is true that we are not using them for patients; but we 
are using them for personnel who would be lost to us if we did not 
have housing facilities. 

I have gone through those quarters, and I can tell you they are 
used to the utmost and it is extremely important. 

Mr. Sartor. Why has the Veterans’ Administration and you as 
the medical director not gone to the Bureau or to the proper Appro- 
priations Committee of the Congress and said ‘Here is a hospital in 
the State of New York, Montrose. We are not able to operate up 
to full capacity because it is impossible to house the people and the 
personnel in the area, and what we need in that area is a number 
of houses built in conjunction with the hospital and in the hospital 
area so that we have 190 beds to take care of 190 veterans who need 
treatment.”’ 

Dr. Mippieron. Mr. Chairman, the question is well put. Doctor 
Cohen will answer that. 

Dr. Conen. There has been submitted, Mr. Chairman and Mr. 
Saylor, a formal project for the construction of a 100-bed attendant’s 
building at Montrose, and this is included in the fiscal 1959 budget 
for technical services and for construction in the 1960 budget. That 
is the current status of the proposal and when completed it will 
release that 190-bed building. 

Mr. Fino. Has this been approved? I am not interested in the 
figures on paper but I am interested in knowing how soon it will be 
done. How soon can we use up this list of waiting patients? These 
are veterans who need immediate attention and care. That is what 
I am interested in knowing. 

Dr. Conen. The project has been submitted; it is in the budget; 
it has not yet been approved. 

Mr. Wuirtier. Might I suggest in answer to that question that 
in almost everything we do we try to put a date on it. Everything 
that goes out of my office we try tp keep what we call a tickle file 
and put a date on it and the administrative assistant tries to keep a 
schedule. We try to live with that schedule and we have done that 
with construction projects and in other budgets. 

Insofar as we can we are trying to develop a sense of urgency on 
these problems. 

Mr. Saytor. I have a question with regard to the hospital in 
Northport. 

Dr. Mipp.Leton. That is one of the tightest in the entire area, sir. 

Mr. Saytor. You made the statement that all of the veterans who 
are on that waiting list have been taken care of. 

Dr. MivpieTon. I am sorry, that was not my statement. 

Mr. Wuirtier. I think, Mr. Saylor, to correct the doctor- 

Mr. Saytor. You said they were taken care of by either being in 
a State institution or a private institution. 

Mr. Wuirtirer. Let me correct that. I was misinterpreting what 
the chart said. I think I got it confused with the boxes in another 
chart. 
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Let me correct that earlier statement on specific New York waiting 
lists and let the doctor now speak to that. 

I am delighted you caught my error. Thank you very much. 

Dr. Mipputeron. There is a large waiting list, as I indicated, in 
Northport, in excess of the hospital operating beds. It is a tremen- 
dous point of pressure. The vast majority of these patients are in 
State hospitals or other institutions. 

We can give you the exact figures if you wish them. 

Mr. Saytor. The question I am interested in is this: Are those 
veterans who are in State or private institutions service-connected 
veterans? 

Dr. Mippieton. They are not in the main. There are a few 
women for whom we did not have facilities who are presently in the 
State institution. Dr. Casey can confirm that statement. 

Mr. Saytor. In view of the picture that you have given overall, 
and in view of statements you have made to this committee on 
prior Occasions, you stated that one of the pressing problems that 
will be facing you and your successors in office as the head of the 
Medical Division of the Veterans’ Administration is the increasing 
chronic and geriatric cases growing out of World War I and even- 
tually World War II. 

Dr. Mipp.eTon. Yes, sir. 

Mr. Saytor. What plans does the Veterans’ Administration have 
for the taking care of the chronic or geriatric cases which will increase 
in the future? 

Dr. Mippueron. Mr. Saylor’s question is a very pertinent one and 
one in which we are thoroughly allied. 

We are not only making plans in this direction, but we have made a 
definite impact on the problem. I am not speaking now from an 
academic detached standpoint but a practical standpoint facing up to 
the situation, and it so happens that Dr. Cohen has spearheaded this 
movement. 

I would like to have Dr. Cohen develop that subject. 

Dr. Couszn. Mr. Saylor and Mr. Chairman, the long-term chronic 
type patients in our hospital system have been growing through the 
years, and in our domiciliaries as well. 

At the present time we are caring for long-term patients in 15 of our 
tuberculosis hospitals and in all but 2 of our general medical and 
surgical hospitals. 

he actual total number of patients receiving care in the system has 
grown steadily in the past 4 years since a concerted effort was made to 
expand the program. 

Prior to 1955 we had conducted over the course of a number of years 
some pilot studies designed to find out what would be the most satis- 
factory way of caring for these patients. 

In recent years we have been able to confirm the fact that previous 
experience within our system and without our system showed that 
separate chronic hospitals would result in secondary quality of care for 

atients, so we have not established any separate chronic hospitals 
ut have attempted to integrate them within our general sentient and 
surgical hospitals. 

We have also learned in a number of our institutions that where 
these patients were concentrated in given areas, and to the extent that 
we do develop well-trained staffs who were interested in serving this 
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type of patient, who is an especially difficult one to serve, and for whom 
many doctors and nurses are not particularly interested in providing 
this care, we have been able to motivate, we have been able to do 
missionary work in this field, and I think results speak for themselves. 

Our chronic patient load has risen from 4,263 in 1955 to 7,544 in 
1958, and we fully expect it will increase in time to come. 

But the important thing is, I believe, not so much the fact that we 
are providing care for this group of patients but that we have been able 
to focus attention on the fact they are not a lost cause, that there is a 
salyage rate in this group if we can interest the community. 

The proof of it is that in the first year we were able to discharge 
from the hospital after concerted effort almost 20 percent of the pa- 
tients. We thought this was a flash in the pan, but we continued our 
efforts and our discharge rate has held up. We don’t know how long 
it will continue to hold up, but we believe that as long as we can gain 
the interest of the various service organizations and the community 
groups who have been working with our hospital managers and our 
doctors at the individual stations to provide more community facili- 
ties, to stimulate the patient and his family to try to get him back 
into his home community, that we will be able to take care of more and 
more of these patients without having to increase tremendous numbers 
of beds which we would have difficulty in staffing. 

The CuarrMAN. Are you giving us a true and honest picture of this 
long-term chronic patient thing? 

Dr. CouEN. Yes, sir. 

The CuHarrMAN. You are giving this committee a completely true 
picture so far as VA is concerned? 

Dr. Couen. Yes, sir. 

The CuarrMAN. I ask for this reason: Back in 1955 you announced 
this kind of a program. Then in June of 1956 the Director of the 
Budget wrote the Administrator saying that you would not launch 
any new far-reaching program on hospital care for intermediate 
patients, that it does not represent sound public policy. 

Is it not the truth of the matter that those people are just normal 
old people who have trickled into your general hospital program and 
you have not been able to carry out this thing that Dr. Middleton 
announced? 

Dr. Mipp.eTon. We have carried it out religiously. 

The CuarrMAN. How did you get around the directive? 

Dr. Mipp.Leron. We were practicing medicine. 

Mr. Wuirtter. I think I can address myself to that. The VA has 
carried on that program; as a matter of fact, we had a great debate 
about whether or not to set up a special geriatrics clinic at Houston. 

I got into this because long before I came here it was something that 
interested me because I spoke to the Council of State Governments in 
Chicago on this subject, and Massachusetts has made extensive 
studies in this field. 

The VA has available to it some of the top experts, men such as 
Dr. Monroe, of Massachusetts, who have done such splendid work, 
and it was the unanimous opinion of these experts that this was the 
best possible program. 

It is true that that is stated in that directive, and in the statement 
that you read yesterday from Mr. Higley, if you will find the para- 
graph, and it is somewhere on your desk, I think, you will discover that 
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Mr. Higley mentions in that memorandum a discussion of that very 
thing. As long as you have made this available to me I will read that 
paragraph. He first quotes a bureau directive: 

Any plans that require the activation of hospital beds intended for the care of 
long-term patients with chronic ailments should not be carried forward. 

Mr. Higley then says in that statement which you read: 


It may be noted that this type of care is not essentially a new program since 
these patients are in fact eligible for and receiving treatment today but generally 
not as a separately identified group. 

The CuHarrman. Have you ever read Dr. Middleton’s anneunce- 
ment of November 16, 1955? He announces this as a new long-term 


program. 
Then in 1956 the Bureau of the Budget sends that directive to the 
Administrator. 
Mr. Wuirtier. That is true. The fact is that they sent that and we 
argued it. 


he CuatrMAN. I would like to say this regarding that statement— 
I wish we could carry that out. 

Dr. Mippueton. We are carrying it out, sir. 

Mr. Wuirtter. There is a very important point. The Bureau makes 
efforts and then there are discussions. The test of this is not whether it 
turns up in a Bureau letter but the continuing actions. 

The CaarrMan. Can you activate new beds to carry out this pro- 
gram? 

Mr. Wuirtter. The answer to that is found in the directive that I 
gave you originally. The answer is “No.” But that is not because 
of this program. The answer is that in that restrictive limitation, if 
I am going to have new beds, I must submit them, whether for this 
program or any other. 

There are some exceptions to that. The answer may be “Yes” 
within certain limits. 

The CuatrMan. Is it not true that you have already been told that 
you cannot increase your budget in the next fiscal year? 

Mr. Wuirtier. That is not true, sir. 

The CHarrMANn. Have you not received a directive saying that—— 

Mr. Wuirtrer. Pardon me; yes, sir. There is a very broad general 
letter that I believe has gone out. Is this privileged? I do not want 
to get into a privileged area. 

The CuarrMan. If it is you need not go into it. 

With the cost of medicine and everything going up, have you been 
told by the Bureau of the Budget not to increase your request? 

Mr. Wuirtter. If you let me stay off privileged discussion, and I am 
not sure whether it is, basically I think the only effort made was in a 
discussion that I might have had with the Bureau of the Budget, 
which would not be privileged in that area, and it would have to do 
with the very general fact that because of the tremendous pressures 
and demands upon the United States Government in this present 
period of challenge that everything possible be done to stay within 

those estimates, but they then go on to state “If there are real needs,” 
et cetera, and that is a very highly qualified thing. 

I do not consider that as being any absolute limitation or restric- 
tion; at least not at this point. 

Might I also suggest that as a result of the hospital conferences 
that I had with the individual doctors, I made some estimates that 
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are considerably larger than what we now have, and I am optimistic 
about what we may get. 

Again you know the headlines. Mrs. Rogers mentioned them yes- 
terday. We do not know where we will go or what the problems will 
be, and the strains upon the budget of the United States are many. 

I am very optimistic that unless there is some overriding general 
situation which causes something that none of us here can totally 
control, then the VA will do reasonably well with its budgets in the 
years ahead. 

Mr. Sartor. I am delighted to hear you say that, but I am con- 
cerned about the testimony you gave to the Appropriations Committee 
in the appropriations for fiscal 1959 where it is stated you anticipate 
the closing of seven hospitals. 

Mr. Wuirtierr. No, sir; that is not quite accurate. I mentioned 
seven hospitals. 

Mr. Saylor, the situation was this: When I first looked at the 1959 
fiscal year budget I discovered that the Bureau had recommended a 
cut in what the VA wanted of $5,600,000 in the sensitive area of 
inpatient care. 

The reason they had made that cut was because there was an esti- 
mate of fewer needed TB beds. The TB beds were declining and the 
number of those patients declining. 

The VA made an estimate. The Bureau also made an estimate, 
and as it turned out both of us were wrong. Halfway between turned 
out to be right. 

I felt that cut was too deep and it would cause us to close seven 
hospitals. I felt we should not close those hospitals and I so told the 
Bureau of the Budget. 

Maybe I was just lucky or persuasive that day. Whatever it was, 
the Bureau agreed to a restoration of $3,300,000. The budget actually 
closed that day. I arrived in this position the day the budget was 
closed and sent to be printed. 

They then gave me the right to go before the House Appropriations 
Committee, and I did, and ask for the restoration of $3,300,000. 

In justifying the restoration to that committee I said to them exactly 
what I said to the Bureau. 

If you do not restore this money and if you force the VA to cut as deep as 
$5,600,000 I will have to eliminate 7 hospitals. 

“That would be wrong in my view,”’ [ said. 

The committee wisely, as the Bureau had agreed, restored the money 
and that now stands in the budget between the branches. 

That did leave a cut of $2,300,000 which meant I had to cut. I 
told that committee that I thought I would close two hospitals. In 
reality it was 1 hospital and 1 building. I have closed both of those 
hospitals, and I think it has been a fine thing. 

Those hospitals were obsolescent. We did the veterans a favor in 
improved care by moving them from the old hospitals and moving 
them into a new hospital immediately available. We closed an old 
building at Dayton. Around the area there were other hospitals. 

If I were to take a cut of $2,300,000 which I said we could absorb, 
and you will find it quoted as absorb ‘“‘with a minimum of controversy,” 
then there were some of those beds that we were going to close that 
could be used only for TB. But I said we have other kinds of pres- 
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sures, not just TB, and the policy then in the discussion was that VA 
could convert beds to other uses. I thought that was wrong. I said 
so then and I think it is wrong now. 

I argued with the Bureau of the Budget and, as a matter of fact, I 
think even then they were in part convinced, at least some Bureau 
personnel were, and ultimately we won that point. 

We got the right to convert and we have converted every place 
where the professional judgment of the VA shows the beds should be 
converted. 

Mr. Saytor. In view of the program that Dr. Boone mentioned 
before this committee a number of years ago, he said it would follow 
the policy that Dr. Middleton has shown us so far as geriatrics are 
concerned, why have not the beds been converted from TB to the 
new program which will forever be increasing? 

Mr. Wurrtrsrr. I am delighted to see the very great and admired 
doctor, Dr. Boone, here, a man who did so much for VA medicine. 

The truth is that beds have been converted. I have converted, 
and the list is there, all of those hospitals that the VA wanted. 

There are two points to your question. One is on the TB beds. 
We have converted. 

You have another chart. There was a press release and this com- 
mittee has a copy of it. That program had to do with another type of 
conversion, moving NP patients where they developed a different and 
second type of disease. Where that secondary condition became 
primary rather than the NP condition we moved the patients over to 
GM and §S hospitals so they could be cared for there. 

Statistics indicate that that program has continued to go up and up. 
It is being done. There have been some limitations on it but the 
limitations are placed because of the shortage of doctors and psy- 
chiatrists. 

On the question of Dublin, Ga., where we did not give a crisp short 
answer, the chairman put his finger on a very sensitive place. The 
reason that we have a problem with Dublin is that we are unable to 
pet staff, and the one psychiatrist we have has given us notice he is 
eaving in August. 

We are moving the 40 NP patients to another hospital. We are 
putting GM and 5 cases there to replace them, but we will have trouble 
even finding a doctor for them. 

The Cuarrman. Give Dr. Quinn authority to find one, and he will 
find the staff. 

Mr. Wauirtrer. If it had not been for him we would not have been 
able to staff it. A brilliant, able man. 

The Cuarrman. Turn him loose. He will staff it now. 

Mr. Wuirtier. We have talked to Dr. Quinn, and he believes he 
can. 

You asked a question about the 24 beds yesterday. You know I 
recommended and requested that it be extended prior to my coming 
here, but with Seatiadiaie type patients that do not require as many 
doctors or as many psychiatrists as in some other program, so the 
demands are not as great. 

The reason is we have a bed authorization of 500 beds, and have 
opened every full ward - to 474 beds. The 26 make only a fraction 
of a ward. Actually we have opened every ward. Had that authori- 
zation said 550, you see, there would have been another complete 
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ward. The only question is one of staffing. I am sure you will rely 
on Dr. Quinn as well, and we will staff up to the limit and we will 
fill those beds up to the limit we are able to staff them. 

Had it not been for Dr. Quinn’s ability to staff we probably would 
not have the staff put together in that area that we have now. 

Mr. Saytor. I would like to find out how, in view of increasing 
costs, in medicine, construction, maintenance, and other factors that 
go into the VA program, they can get along with an increase of $279 
million, which is about one-half of 1 percent, and still maintain their 
standards. 

The Cuarrman. Mr. Administrator, that will give you a guideline 
for tomorrow. 

Let us start with our list of hospitals and beds tomorrow and go 
through each one of them, why they are closed and why they are not 
necessary. 

Mr. Wuirtier. I should be delighted to do that. 

There are two or three things I would like to get across and we can 
do it at your convenience. 

The CuarrMan. Then we will go to page 40 and go through each 
of those hospitals in the morning. 

Mr. Wurrtier. I would be delighted to, sir. 

The CHarrMan. We will resume at 10 o’clock tomorrow. 

(Hearing adjourned at 12:05 p.m.) 
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VETERANS’ HOSPITAL BED SITUATION 


THURSDAY, JULY 17, 1958 


Hovusr or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10 a. m., in room 356, House Office Building, 
Hon. Olin E. Teague, (chairman of the committee) presiding. 

The CuarrMANn. The committee will come to order. 

Mr. Administrator, Mr. Sisk has another committee he must 
attend, and he would like to cover the beds in California first. 

Before I call on Mr. Sisk, I would like to have inserted at this 
point in the record the following: 

A letter from Senator Francis Case, a letter from the South Dakota 
Veterans’ Department, and a letter from Manager Paul E. Dicken- 
sheets. 

(The information referred to follows:) 


UNITED STATES SENATE, 
COMMITTEE ON PuBLic Works, 
Washington, D. C., July 16, 1958. 
Hon. Oui E. TEAGugE, 
Chairman, House Veterans’ Affairs Committee, 
Washington, D. C. 


Dear CHAIRMAN TEAGUE: Inasmuch as. you are holding hearings on the 
Veterans’ Administration hospital bed situation, I would like to call your attention 
to the problem at Sioux Falls, 8. D., veterans hospital. 

Enclosed you will find a letter from Mr. Hal Ranney, which explains the manner 
in which waiting lists are prepared by the Veterans’ Administration. Also 
enclosed you will find a copy of a letter from Mr. Paul Dickensheets, the manager 
of the hospital at Sioux Falls, and a chart showing applications and admissions 
to the hospital. 

The veterans organizations in my State believe that the Veterans’ Administra- 
tion does not use a method which accurately reflects the true waiting list. I am 
advised that only veterans whose eligibility has been established are placed on 
the waiting list. Apparently, all other applicants being processed are not counted 
and, thus, are not used when the hospital submits its budget request. 

I would be pleased to have you insert any of this material in your hearings 
record which would be useful to the committee. 

Thank you very much. 

Sincerely yours, 
Francis Cassz, United States Senator. 


SoutuH Dakota VETERANS DEPARTMENT, 
Cuaims SERVICE DIvIsION, 
Sioux Falls, S. Dak., July 1, 1958. 
Hon. Francis Cass, 
United States Senator, Washington, D. C. 

Dear SENATOR Case: Having received a copy of Carle Lenker’s letter to you, 
it appeared expedient to write you on late developments on the hospital closing 
here at Sioux Falls. 

Friday afternoon, June 27, I was called to Mr. Dickensheets’ office and advised 
that a letter on the waiting-list situation was being sent to Mr. Lenker. In the 
event that you were not furnished a copy of the letter and the chart, we are en- 
closing Thermofax copies for your study. 
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Our comment on the prospective load of 67 reported by Mr. Dickensheets is: 
that it does not include an estimate of the direct admissions of emergency of walk- 
in cases. Our experience has been that this will easily run one a day on an aver- 
age, and there are many days like the day reported, June 24, 1958. We had two 
this morning from our office alone. 

We again inquired of Mr. Dickensheets about the actual proposed reduction in 
operating funds for next fiscal year under the amount spent for the last fiscal year, 
Mr. Dickensheets advised that he was unable to give any reliable figures on this 
amount. He offered as a reason the necessity of interoffice transfer of funds, such 
as the regional office paying the hospital for physical examinations for compensa- 
tion and for pension purposes. He intimated that there were other causes re- 
quiring the transfer of funds from one operation to another and, therefore, to give 
the exact amount of the proposed reduction in funds would require several weeks. 
He also explained that he was leaving on a 2-week vacation, and such figures were 
not available except over his signature. 

After spending the better part of 3 days at the department American Legion 
convention at Huron last week listening to managers from the 3 South Dakota VA 
hospitals and, also, listening to the most thorough discussion on fictitious waiting 
lists brought to light by Mr. Lenker, the proposed closing of the 45-bed ward 
appears more absurd than ever. 

he one most compelling objection is a reason brought out at the Huron 
meeting; which was an existing mandate by the Bureau of the Budget that 
hospital beds taken out of service, which had been providing care for TB cases 
or other specified diseases, could under no circumstances be put back in service 
to provide care for any other diseases. 

In view of the steadily increasing demand for additional VA hospital beds 
each year, and especially in view of the Sioux Falls hospital having to actually 
operate to full capacity most of the past winter, there can be no justification 
whatever for eliminating approximately 15 percent of available beds from service. 

I am convinced that each and every member of the rehabilitation committee— 
about 25 from all over the State—left the meeting with the same conviction. 

With sincerely personal regards I am, 

Yours very truly, 
W. Hav Ranney, Assistant Director. 


JUNE 27, 1958. 
Mr. Care B. LENKER, 
Winner, S. Dak. 

Dear Mr. Lenker: As of midnight Tuesday, June 24, 1958, our patient census 
stood at 219. Of these, 29 patients, or 13% percent, were on the seriously ill 
list, necessitating more than average attention from physicians, nurses, and 
nursing assistants. 

The following information is very pertinent to our discussion before the depart- 
ment rehabilitation committee at the convention at Huron on June 23, 1958. 
This information is also as of midnight Tuesday, June 24, 1958. 
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During the day on June 24 there were 7 scheduled admissions and 8 unscheduled 
admissions for a total of 15 admissions on that'day. This was slightly above the 
average day, but such days are not unusual. We can anticipate during this 
season of the year that our unscheduled admissions may equal or slightly exceed 
our scheduled admissions. Projecting this fact ahead for the 15-day period 
covered by the above statistical data, we can add another 40 to prospective load 
figure of 67, or a total prospective-load figure of 107. This represents, more 
realistically, our immediate 15-day load than does the statement, ‘No waiting 
list.” 

As a matter of further interesting information, despite the impact of 14 cases 
classed as long-term patients, the 29 seriously ill cases, and quite a number of 
other cases which will require an extended period of hospital care, our average 
stay of patients discharged during the month of May was 35% days. The length 
of stay of cases in which turnover can be expected is much less than that average 
of 35% days. 

Attached is a listing of the number of applications received, number rejected, 
and the number canceled or withdrawn for the fiscal year 1957 and fiscal year 
1958. The figures for June 1958 are based on the actual number for the first 
25 days of June, projected for the last 5 days on the proportionate basis. 

Sincerely yours, 
Paut E. DICKENSHEETs, 
Manager. 
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Mr. Mrrcue.t. I believe you said you would acknowledge the 
group from Georgia. We have some members of the Georgia delega- 
tion that would like to file some statements. 

The CHarrMan. Judge Mitchell has some people here that I will 
——— and in the morning we will hear some testimony from the 
gentlemen from Florida. 

Mr. Mrrcuett. We have Congressman Paul Brown here, who 
certainly is interested in this particular problem, in connection with 
Georgia and the Nation. 


STATEMENT OF HON. PAUL BROWN, MEMBER OF CONGRESS FROM 
THE STATE OF GEORGIA 


Mr. Brown of Georgia. Mr. Chairman and members of the com- 
mittee, [ thank you for the opportunity of being here this morning. 

As you know, the Budget Bureau and the Veterans’ Administration 
have closed 5,000 beds in VA hospitals and have refused to budget 
funds for the operation of these beds which are urgently needed for 
treatment of our ill and disabled veterans. Despite repeated appeals, 
we have been unable to secure funds to open these beds. 

The budget requested for the Veterans’ Administration hospital 
and medic Seen ‘am contemplates the closing of an additional 1,000 
beds. Many of the beds for which the Bureau of the Budget "has 
failed to provide funds are located at Dublin, Ga. 

Repeated and continued efforts have been made by the veterans 
organizations and the State Director of Veterans Service, Hon. Pete 
Wheeler, as well as members of the congressional delegation to have 
the approximately 500 unused beds at the Dublin VA Hospital 
opened up. 

More beds are needed at the VA hospital for mental patients in 
Augusta, in my district. There is a long waiting list of mentally ill 
veterans who need hospitalization now, but in spite of this the over- 
flow psychiatric ward formerly maintained at the Forest Hills division 
of the VA hospital has been closed. 

I am told that more than half the veterans applying for admission 
to the VA hospitals in Atlanta last year were turned away. 

I certainly hope that the investigation now being conducted by 
the Veterans’ Affairs Committee will result in the reopening of closed 
beds and give relief to the unsatisfactory situation which now exists 
at the VA hospitals in Georgia. 

Mr. Mircueiyi. And Congressman Prince Preston. 


STATEMENT OF HON. PRINCE H. PRESTON, MEMBER OF CONGRESS 
FROM GEORGIA 


Mr. Chairman and members of the committee, it is a pleasure and 
privilege to have the opportunity of appearing before your committee 
in support of adequate hospital facilities for the veterans of this 
Nation. Your committee is doing a most important job in focusing 
attention on the critical need for additional facilities. Further and 
equally important, you are bringing into the open the control exercised 
by the Bureau of the Budget in restricting the use of available facilities 
at a time when there is a large and constantly i increasing waiting list 
of disabled veterans legally entitled to hospitalization. 
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The hospital situation in Georgia is indeed a desperate one. Latest 
figures indicate that more than 1,000 sick and disabled veterans are 
on the waiting list for admission to VA hospitals. Yet at the same 
time, more than 400 beds are standing empty at the VA hospital at 
Dublin, Ga. For years the veterans of Georgia and the entire 
Georgia delegation in Congress have called on the VA to open the 
closed wards at Dublin. Now when it finally becomes obvious to 
the VA that something must be done, I understand that the VA is 
requesting the Bureau of the Budget for permission to use the addi- 
tional space at Dublin for domiciliary patients. Obviously Georgia 
can use more domiciliary space and we are glad to see the VA recog- 
nize the logic in making some use of the vacant wards at Dublin that 
have been closed for these many years. 

We in Georgia are certainly happy with the action to use Dublin 
as a domiciliary in addition to its hospital capacity. However, that 
does not meet the main problem in which we are primarily interested, 
namely, the providing of additional needed hospital beds of the 
general medical and surgical variety. I don’t know where this would 
best be located, perhaps at Atlanta, but certainly the need is urgent. 
As a member of the Appropriations Committee, I can say that that 
committee always asks the Administrator of Veterans’ Affairs to give 
it full information on what his agency needs. The fact that there is 
a long waiting list of veterans seeking admission to VA hospitals is 
not due to any action by our committee in denying funds for the full 
utilization of existing facilities or in failing to appropriate sums 
requested for new construction. Each year since I have been a 
member of the Appropriations Committee, I believe we have always 
approved the full sum requested and, on several occasions, the amount 
requested bas been increased. From information which will be pre- 
sented here today there is no doubt about the need for additional 
facilities. I feel confident in saying that if the Administrator will 
present this need to the Appropriations Committee he will meet with 
an affirmative response from that body not only for projects in 
Georgia but throughout the country generally. Certainly as a mem- 
ber of the committee I would, of course, be most happy to support an 
increased appropriation which would provide for the construction of 
new Veterans’ Administration hospital facilities in the State of 
Georgia. 

I could fill page after page of the record with accounts of seriously 
disabled veterans who have been refused admission to the hospitals 
because of lack of space. I realize that time is limited, however, and 
there is an outstanding delegation of leaders of the veterans’ organiza- 
tions from Georgia here waiting to testify. These leaders are working 
with the veterans every day and are constantly faced with this serious 
problem. I know they have the facts and figures to present to the 
committee to fully justify and firmly establish the need for full utiliza- 
tion of existing VA hospital facilities in Georgia and the establishment 
of new facilities at the earliest possible date. I will not take any 
more of the committee’s time today because I want the group of 
veterans’ leaders here today from Georgia to have an opportunity 
to present with as much detail as possible the facts on this critical 
situation. I assure you that this group has my complete and whole- 
hearted support in their effort to provide the veterans of Georgia 
with more adequate hospital facilities. 
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Mr. Mircue... I would like to recognize the following people who 
have come from Georgia in the interest of additional facilities in the 
Georgia area: 

First, Dr. Arthur Richardson, dean of medicine, Emory University, 
Atlanta, Ga. 

Asa D. Kelley, Jr., senator, 10th senatorial district, Albany, Ga., 
vice chairman of the senate defense and veterans’ affairs committee. 

Roy. R. Kelly, senator, 28th Georgia district, Monticello, Ga., 
member of the senate defense and veterans’ affairs committee of the 
General Assembly of Georgia. 

Dr. C. J. Roper, senator, 41st Georgia district, Jasper, Ga., member 
of the senate defense and veterans’ affairs committee. 

James H. Floyd, representative, Chattooga County, Trion, Ga., 
chairman of the defense and veterans’ affairs committee of the House 
of Representatives of the General Assembly of Georgia. 

Representative Andrew W. McKenna, Bibb County, Macon, Ga., 
vice chairman, house committee on defense and veterans’ affairs. 

Representative Virgil Smith, Whitfield County, Dalton, Ga., 
member, house committee on defense and veterans’ affairs. 

I see coming in the Honorable Phil Landrum, a Member of Congress 
from the Ninth District of Georgia. 

Have you a statement you would like to file? 

Mr. Lanpruo. I do. 

Mr. Mircue.u. These Members all would like to appear and testify 
in person but they realize time limitations and we are certainly 
appreciative of your permitting us to let them at this point interrupt 
the Administrator’s testimony to file these statements. 


STATEMENT OF HON. PHIL M. LANDRUM, MEMBER OF CONGRESS 
FROM GEORGIA 


Mr. Lanprum. And thank you, Mr. Chairman, and my dear 
friend and colleague, Mr. Mitchell. 

Of course, I am delighted that you would let me interrupt the regular 
procedure and make my appearance here in behalf of this very worthy 
cause at this time. 

I have a committee hearing of my own. I have a formal statement 
which supports in every way the position which you take as our 
recognized leader from Georgia in veterans’ affairs, and supporting 
what I have known to be the philosophy of my dear friend from 
Texas, Mr. Teague, and my dear friend Mrs. Kee, from West Virginia, 
and the gentleman from California, Mr. Sisk. 

I am glad to join you and I certainly trust that the Veterans’ 
Administration and all other elements of the Government necessary 
to bring about these things we want will realize the seriousness of our 
problems and join with us in bringing it to an immediate fruitful 
conclusion. 

Mr. Peter Wheeler, our able director of veterans’ affairs for the 
State of Georgia, is here with many of his distinguished associates of 
the American Legion and the Veterans of Foreign Wars to recite 
chapter and verse as to the need for more hospital beds in Georgia. 
Therefore, I will not burden the committee with a lengthy statement 
on this important problem. 
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There is, however, one important fact to which I would like to draw 
your attention. Every G. M. and S. and NP facility in our State 
has an extremely large waiting list of eligible veterans. These are 
veterans who are, under the law as enacted by this Congress, entitled 
to immediate hospitalization. It seems inconsistent and in fact in- 
conceivable to me that by a statute we give entitlement to hospitaliza- 
tion to these men and yet our Government does not provide it as is 
specified by law. 

I know that the answer to this extremely vital question is one which 
this distinguished committee is seeking to ascertain. 

Mr. Chairman, you and each of the “members of the committee and 
myself know that the fault for this deplorable situation does not lie 
with the Congress. Year after year the Congress has been appropriat- 
ing the funds which the Veterans’ Administration has stated to be 
necessary for general operating expense and expansion. It is my own 
personal feeling that the Bureau of the Budget has preempted the 
Veterans’ Administration’s authority in the field of veterans affairs. 
In my opinion, they have done this to such a degree that the hospitali- 
zation program for veterans is controlled more by money than the 
very real and pressing needs of our veterans. 

In conclusion, Mr. Chairman, I would like to say that I am, of 
course, delighted to know that the Veterans’ Administration is at last 
going to fully utilize the existing facilities at Dublin, Ga. Although 
T feel that general, medical, and surgical beds are a primary need, we 
are happy to have this facility expanded to take care of domiciliary 
cases, 

But I hasten to add that this move on the part of the Veterans’ 
Administration does very little to solve the problem of Georgia vet- 
erans urgently needing treatment. It is imperative that we obtain a 
solution to this need, and, Mr. Chairman and members of the commit- 
tee, the only solution is the erection of a new Veterans’ Administration 
hospital in Georgia. 

I pledge my full support, Mr. Chairman, to you and this committee 
in any way that I can be helpful in seeing that hospital beds are 
increased in the State of Georgia. 

Mr. Wuirtier. At the close of the hearing yesterday you sug- 
gested we go through all of the hospitals on an individual basis. 

The Cuarrman. Right. 

Mr. Mircue i. If | may interrupt, Mr. Chairman, I am just about 
half through. 

You can see the interest in Georgia on this problem. 

Mr. Wuirtier. We are delighted to see that interest. 

Mr. Mircuety. The next person is Representative Eugene W. 
Holcombe, Cobb County, Marietta, Ga., a member of the House 
Committee on Defense and Veterans’ Affairs. 

Hon. Grady Pittard, Jr., State commander of the Veterans of 
Foreign Wars, Winterville, Ga. 

Bill Todd, State commander of the Disabled American Veterans, 
Atlanta, Ga. 

Mr. Topp. May I say I am sorry I will be unable to remain over 
for the hearings tomorrow but will with your kind consent leave a 
written statement in behalf of the Disabled Veterans of Georgia. 
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STATEMENT OF Bit Topp, COMMANDER, DEPARTMENT OF GerorGIA, DISABLED 
AMERICAN VETERANS 


Mr. Chairman and members of the committee, I deeply regret my inability to 
appear personally before you on the 18th. Commitments in the sovereign State 
of Georgia make it necessary for me to return there today. 

My statement in writing will be as simple as it would have been in person. 

In the Atlanta-north Georgia area Veterans’ Administration Hospital 48 con- 
structed approximately 40 years ago and in use by the Veterans’ Administration 
approximately 28 years was rated a 300-bed hospital to care for veterans of 
World War I and the Spanish-American War. You and I know that since then 
we have had World War II and the Korean conflict which was really another war. 

In the immediate vicinity of Atlanta reside approximately 65,000 veterans. In 
the area normally expected to be served by VA Hospital 48 are probably 200,000 
veterans. There are in Georgia 430,000 veterans. 

For me to tell you gentlemen of the Congress that additional hospital facilities 
are needed in the Atlanta-north Georgia area is entirely unnecessary for many of 
you have visited Georgia and know the inadequacies of VA facilities in this State. 
If a grateful Congress were to authorize the construction of a new hospital in the 
Atlanta-north Georgia area of say 750 beds, it would probably take 3 years before 
it would be ready. In the meantime, all of our hospitals in Georgia except the 
domiciliary home at Thomasville have a long waiting list. At Dublin, Ga., 
there is a fine hospital—well equipped—that is only being used to approximately 
one-half of its capacity. To relieve the inadequate facilities in Georgia, may I 
in behalf of the disabled veterans of Georgia, urge that you use the influence and 
authority of your high office to prevail on the Veterans’ Administration to open 
and- staff to its full capacity the hospital at Dublin. Doing this you would relieve 
to some extent the conditions at 48 hospitals in Atlanta, Forest Hills division 
(medical, surgical, and TB) at Augusta, Lenwood division (NP hospital with 513 
awaiting admission as of July 11) also at Augusta. 

This statement is respectfully submitted to you, based on years of experience 
with the VA hospitals in Georgia, I am serving my third consecutive term as 
State commander for the Disabled American Veterans and am firmly convinced 
that the statements made above are true and correct. 


Mr. Mircuewy. Roscoe Long, past State commander of AMVETS, 
Athens, Ga. 

Roy Cousins, State commander, American Legion, Greenville, Ga. 

Jimmy Powers, member, national executive committee of the 
American Legion, Macon, Ga. 

Earl Griffin, assistant director, State department of veterans’ 
service, Atlanta, Ga. 

I think this committee, Mr. Chairman, you and the staff members 
and each member, know our director of the State department of 
veterans’ service, Peter Wheeler. 

The Cuarrman. We have heard from Peter a number of times. 

Mr. Mircueiu. Judge Davis desired that 1 express his regret at 
being unable to appear at this particular time but he would like the 
opportunity to appear tomorrow and file a statement and would like 
also for the record to be left open for other members of the delegation 
to file statements. 

The Cuarrman. Without objection it is so ordered. 


SraTEMENT OF REPRESENTATIVE JAMES C. Davis or GrEoraia, JULY 17, 1958 


Mr. Chairman and members of the committee, it is a pleasure for me to appear 
before your honorable committee. I appreciate the opportunity to bring to your 
attention the urgent situation which we face in Atlanta and throughout the State 
of Georgia regarding veterans’ hospital facilities. 

On March 4, 1957, during the early part of the Ist session of the 85th Congress, 
I introduced House Bill, H. R. 5535, to provide for the construction of a new 
Veterans’ Administration hospital at Atlanta, Ga., to accommodate a total of 
750 bed patients. The bill further directed the Veterans’ Administrator to pro- 
vide for the acquisition of such equipment and the employment of such personnel 
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as may be necessary to provide adequate care and treatment for such patients. 
It also authorized the appropriation of such sums as may be necessary to carry 
out the provisions of the act. 

On May 3, 1957, the Administrator of Veterans’ Affairs wrote a letter to Chair- 
man Olin E. Teague of the House Committee on Veterans’ Affairs, in compliance 
with the chairman’s request for a report by the Veterans’ Administration on H. 
R. 5535, and in that report, the Administrator stated he was unable to recom- 
mend favorable consideration of the bill by the Committee. 

Previously in the 84th Congress I introduced House bill, H. R. 4916, which 
approached this problem from a different angle. House bill, H. R. 4916, in the 
84th Congress, would have provided an addition to the Veterans’ Administration 
hospital in Atlanta of 200 beds, which, with the 300 beds in operation there would 
have made a total of 500 beds for the care and treatment of veterans at that 
hospital. The Veterans’ Administrator on August 17, 1955, also advised the chair- 
man of the House Committee on Veterans’ Affairs in response to a request for a 
report, that he was unable to recommend favorable consideration of that bill 
by the committee. Among other reasons given to sustain the unfavorable report, 
the Administrator of Veterans’ Affairs stated that: 

“Because the buildings at the Atlanta hospital are compactly situated it would 
be difficult to find a suitable location on the site for a 200-bed addition. The 
construction of such an addition would make it necessary to augment practically 
all of the existing hospitals facilities. For example, the clinic would have to be 
increased to a 500-bed standard; dietetic facilities would have to be enlarged; 
storage areas would have to be increased, and additional space would be required 
for registrar activities. The existing hospital does not lend itself to such an 
expansion project. 

“Enlargement of the 300-bed hospital at Atlanta to a 500-bed capacity would 
entail extensive alterations to the present structure. Because of site limitations, 
the new additions on such a project would be separated and considerable razing 
of the present building would be necessary in order to coordinate all design de- 
mands of a single 500-bed hospital.” 

The committee did not take favorable action on that bill. 

Because of the continuing acute need for additional hospital facilities for 
veterans in that area, and taking note of the stated objections of the Administrator 
of Veterans’ Affairs to the construction of an addition to the Atlanta Veterans’ 
hospital, I then prepared and introduced House bill, H. R. 5535 to provide for a 
new 750-bed hospital in the Atlanta area. I have been trying for a number of 
years, and in this effort I have had the wholehearted cooperation of the Georgia 
delegation in the House, to induce the Veterans’ Administration to provide in 
one way or another to meet this pressing need in Georgia for additional hospital 
facilities for veterans. Knowing of the critical situation which was developing 
in the Veterans’ Administration hospitals in Georgia, I organized a tour of the 
hospitals located in the State for the Georgia delegation in the late fall of 1954. 
This tour was undertaken with Mr. Pete Wheeler, director of the department of 
veterans’ service of Georgia. Hon. Henderson Lanham and Hon. Jack Flynt of 
the Georgia delegation participated in this tour. Also going on the tour were 
representatives of the American Legion, Veterans of Foreign Wars, Disabled 
American Veterans, and United Spanish War Veterans. Our tour began with 
a visit to the Veterans’ Administration Hospital in Atlanta. That hospital was 
originally acquired by the Federal Government in 1919 for the care and treatment 
of veterans of World War I and the Spanish-American War. It had been, prior 
to this acquisition, a private institution, the Dr. Cheston King Hospital. 

It was enlarged to an 85-bed facility. Further expansion was conducted while 
it was under the jurisdiction of the Public Health Service. In 1922 it was trans- 
ferred to a newly organized medical service and combined with the regional office. 
In this capacity the combined facility provided medical as well as other benefits 
and assistance for the veteran on an ever-expanding basis until 1929 when it 
was closed for enlargment. It was increased to a 200-bed facility and reopened 
on September 30, 1930, as a Veterans’ Administration hospital. 

The hospital continued to grow until in 1947 it was converted from a general 
hospital to a tuberculosis hospital. In June 1951 it was again closed while it 
was converted back to a general medical and surgical hospital again. A labora- 
tory building was added and in 1952 it was reopened with a bed capacity of 300. 

It should be borne in mind that all of the modification, changes and additions 
have been added to the old original structure. 

When we visited this hospital in 1954 we found it filled as near capacity as good 
hospital practices would justify. In fact it was pitifully overcrowded. Every 
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available foot of space had been utilized for beds. There was no space available 
for consultation rooms by doctors. I learned that when a consultation was 
necessary between doctors who might be attending a patient, it was either held 
in the presence of the patient or the doctors adjourned to the nearest corridor. 

There was inadequate space for a waiting room for veteran patients makin 
application for admission. That being used was overcrowded and never intend 
for the purpose but was pressed into service simply because no other was available 
in the hospital. 

The hospital did not have a chapel nor adequate space for religious services. A 
small outside porch had been enclosed to serve as a chapel or waiting room where 
relatives of a deceased veteran might be comforted by the chaplain. 

There was considerable equipment in the hospital and it appeared to be well 
cared for, but the buildings are old, antiquated and inadequate to the needs of the 
facility. 

During the period of July through December of 1954 I found that the hospital 
had received 4,500 applications for admissions but because of its limited facilities 
had been able to admit only about 2,400. 

Dr. Thiele, the manager of the hospital stated that the most pressing problem of 
the hospital was the lack of space and the shortage of beds. Every fact developed 
as a result of our investigation served to emphasize this problem. 

As a result of my findings and based upon the crying need at that time I intro- 
duced H. R. 4916 of the 84th Congress to provide for the enlargement of the 
Veterans’ Administration Hospital at Atlanta. This proposal would have re- 
quired the Veterans’ Administration to enlarge the present facility to a 500-bed 
hospital. At that time I was of the opinion that the need for additional beds 
would soon reach 600 but the availability of space for expansion appeared to be 
limited on the present site, therefore my request for an increase of only 200 beds. 

Now I want to emphasize that the situation has not improved any since this 
situation was first investigated and it has been a matter of great concern to me 
as well as many other Georgians. 

In 1957 I inquired as to the record of admissions to that hospital, and I received 
information that in the previous year over 10,000 applications for admission 
were processed with from 50 percent to 55 percent of them having to be rejected 
because of insufficient beds to accomodate the patients. I was advised that only 
the sickest of the sick were admitted. 

There is a deplorable need for space for neurologic, psychiatric, neurosurgical, 
orthopedic and medical patients. There is a shameful need for conference rooms, 
clinic space, nursing stations, laboratory and X-ray facilities as well as laundry, 
waiting rooms and reception rooms. 

It is the concensus of those who have surveyed this situation and who are most 
interested in medical care for our veterans that a completely new facility is sorely 
needed. In order to provide the type of treatment needed and to utilize the 
modern medical methods and science of treatment a new 750-bed hospital is needed 
as quickly as it can be constructed and equipped. 

Pursuant to House Resolution 63 of the 84th Congress, the Veterans’ Affairs 
Committee made a study of the hospital programs conducted for the benefit of 
veterans and in reply to a questionnaire sent out asking the specific question: 
What, in your opinion, are the most pressing needs of your installation? The 
manager of the Atlanta hospital answered, the most pressing need of this hospital 
is additional space, which would provide more beds. 

Mr. Chairman, I cannot emphasize too much the seriousness of the problem. 
We owe adequate consideration to every legitimate request for medical aid from 
our veterans, who are by law entitled to such service. Therefore, we should not 
allow a situation to become so acute that we have to deny this service to all but 
the sickest of the sick, because we lack space for additional beds. Let me urge 
upon this committee with all the force at my command, that this problem must 
be relieved for it is becoming more acute with each passing month. 

The need for additional hospital facilities for veterans in Atlanta and in Georgia 
has long been known, and has long been generally recognized. The chairman of 
the Veterans’ Affairs Committee of the House visited that area in 1956, and was 
impressed with the need for a new veterans’ hospital there. On December 22, 
1956, the Atlanta Constitution carried the following editorial emphasizing the 
facts connected with this serious problem, and calling upon the Georgia delegation 
in Congress to exert every effort to secure another hospital for the State: 
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“New VETERANS Hospirat 18s NEEDED IN GEORGIA 


“Talk of a new veterans hospital for Georgia is being revived with a visit here 
by Representative Olin Teague, chairman of the House Veterans Committee. 

“Gov. Marvin Griffin has offered land on the old Candler estate as a site for 
the new hospital. This is the second time such an offer has been made, the first 
coming shortly after the end of World War II. For some reason, Georgia missed 
that opportunity and the hospital funds were spent somewhere else. 

“Representative Teague admitted that a new hospital is needed here. Georgia 
has 400,000 veterans, served mainly by one 300-bed, 30-year-old structure which 
is always crowded beyond capacity. The Augusta hospital is used for tubercular 
patients. There is a domiciliary at Thomasville, not designed for treatment, and 
the hospital at Dublin which seems never to have been fully utilized. 

“There are 750 veterans, many with service-connected infirmities, at the Mil- 
ledgeville State Hospital—apparently the best solution the State itself can pro- 
vide. So far the Federal Government has refused to provide any funds for it. 

“There seems little doubt’ but that» another hospital is needed, although the 
obstacles are many. While free hospitalization should not be provided those who 
have non-service-connected disabilities who can afford to pay their way, surely 
there is an obligation to those who do have service-connected ailments. As for 
the indigent, they must be cared for by public funds, anyway. 

“The difficulties of staffing such hospitals are well known but are not insur- 
mountable. With Atlanta already becoming the medical center of the Southeast, 
here would seem to be the logical place for such a facility. 

“By all means, let the probe continue. If the need exists, as Representative 
Teague and Georgia veterans say, let the Georgia delegation in Congress exert 
every effort to secure another hospital for the State.’’ 

Mr. Chairman, our hospital stituation in Georgia is serious indeed. We sorely 
need another Veterans’ Administration hospital in the Atlanta area. I join with 
my Georgia colleagues in Congress and with representatives of the State govern- 
ment and veterans’ organizations in urging prompt and favorable action upon 
House bill, H. R. 5535. 


Thank you for your attention and consideration. 


STO TO era 


STATEMENT oF J. L. PitcHeR, MEMBER OF CONGRESS, REPRESENTING THE 
SECOND CONGRESSIONAL District oF GEORGIA, IN CONNECTION WitH Lack 
or Hospitat Facitities AVAILABLE FOR VETERANS IN GEORGIA 


Mr. Chairman, I am delighted that your committee has made it possible for me 
to appear here today in support of our contention that adequate hospital facilities 
are not available in Georgia for the number of veterans who seek admission. 
Official records within the files of the Veterans’ Administration conclusively 
prove that the number of bona fide applications exceed by far the number of 
available beds. The 900-bed hospital at Dublin, Ga., has never to my knowledge, 
operated at the fullest capacity—in fact, I have seen figures which indicate that 
the facility has operated at not more than one-half its capacity more often than 
above one-half. I have been told many times by responsible people, including the 
Veterans’ Administration, that the one big reason why the hospital has not been 
able to serve in a full capacity is because the services of the necessary doctors and 
nurses and technicians could not be secured to staff this hospital. Several reasons 
have been advanced to this committee why an adequate professional staff has not 
and apparently cannot be recruited for this station. I do not intend to pursue that 
particular phase of this matter any further other than say this: if the controlling 
reason is finally determined to be an inadequate pay scale for attracting those 
needed employees, I think the Congress should then make every effort to provide 
additional money to the Veterans’ Administration, so that reasonable pay adjust- 
ments can be made and the services of those needed employees obtained which in 
turn would place this hospital in a position to operate at maximum capacity. 
This hospital should be operated at ful capacity if at all possible for two very 
good reasons. First, while I have never personally visited this facility, I am 
reliably informed that the installation is well constructed and equipped. This 
means that dollarwise the hospital is an expensive investment to the Government 
and certainly should be used to its fullest advantage. Second, those veterans in 
Georgia who cannot gain entrance to other existing facilities because of long 
waiting lists have every right to expect this hospital to be properly operated, 
which, if done, would allow entrance and treatment for many of them. 

While full capacity at Dublin will help the situation in Georgia to some degree, 
it will not in my opinion, solve the entire problem. I think the future—and the 
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not too far away future—will bring greater demands for hospitalization. The 
chairman of this committee, my good friend Olin Teague of Texas, was recently 
quoted in the Stars and Stripes as saying: ‘‘I doubt the day will ever come when 
needy veterans will not be given medical care by the Veterans’ Administration 
for non-service-connected ailments.’”’ I agree with his statement, and when 
you add:those cases to service-connected cases it can be imagined that the demand 
will not only increase, but will probably increase in great numbers at about the 
same time and will continue at a very high peak for many years. There will, 
also, be a greater demand and need for domiciliary care, and, again in my opinion, 
I think every consideration should be given to the practicability and feasibility 
of combining hospital and domiciliary facilities at least to an extent of having 
them located within a reasonable proximity. Again, let me say that I do not 
believe the Dublin, Ga., hospital operating at full strength will solve the veterans 
medical program in Georgia. We can use additional facilities in Georgia. I have 
learned that the Veterans’ Administration is now contemplating surveys in other 
States concerning the possibilities of an additional hospital construction program. 

I would, therefore, like to extend an invitation to those officials for them to 
include Thomasville, Ga., in their survey. I think we are all in agreement that 
while we must inevitably go forward with an increased construction program in 
this regard, that at the same time, the expense to the Government must be of 
vital concern. Recognition of the cost factor can best be met by utilizing prop- 
erty to which the Government holds title. The Government now holds title to 
265 acres at Thomasville, Ga. The Veterans’ Administration has established 
and operates a 500-bed capacity domiciliary facility on approximately 150 acres 
of this land. That leaves more than 100 acres which could be used for a large 
modern hospital. There is ample land space for both a domiciliary and hospital. 
There is adequate space for beautiful grounds providing for lawns, trees, shrubbery, 
and roads. Thomasville is a beautiful citv. It is known throughout the United 
States and many foreign lands as the City of Roses. The climate is ideal year 
in and year out, as was discovered years ago by thousands and thousands of 
Americans from all walks of life who make Thomasville their winter headquarters 
and vacation retreat. Transportation facilities are excellent-—-there are many 
roads leading into Thomasville including United States Highway No. 19. While 
Thomasville is not populated as large as New York City or Chicago, it is a 
friendly thriving community. What Thomasville cannot offer in quantity, she 
offsets in quality. Mr. Chairman, I know that in my enthusiasm, my remarks 
to some, who are not familiar with Thomasville, could possibly sound somewhat 
trite. But let me hasten, sir, to assure everyone concerned, that every statement 
I have made can be cited with facts. We shall be highly honored and certainly 
most pleased to have the Veterans’ Administration officials survey Thoraasville, 
and I am certain those officials will agree with me that Thomasville is the ideal 
location for a new veterans’ hospital. I also invite this committee to investigate 
the many advantages for such an installation at my home county seat 
Thomasville. 

Mr. Chairman, I sincerely appreciate the opportunity given me to come before 
this committee today. This is indeed a very important problem to Georgia and 
her veterans. I have a very deep feeling that something constructive will come 
about as a result of this meeting. I know, Mr. Chairman, that you are deeply 
and personally concerned over the Dublin, Ga., situation. I know that you and 
Congressman Mitchell of Georgia, who is a most valuable member of this com- 
mittee, will do everything possible to see that Dublin is used to the fullest capacity. 
I would appear less than appreciative for all that has been said before this com- 
mittee in favor of the much needed increase of the VA hospital program in Georgia 
if I failed in acknowledging the fine presentations and assistance offered this 
committee on the matter before us. Therefore, I offer an expression of my 
sincere appreciation to my colleagues from the Georgia delegation who have 
appeared in support of this program. Many of them have taken time from their 
committees to come and express themselves for this worthy objective. I would 
also like to pay my respects to Mr, Roy Cousins, State commander of the American 
Legion; Mr. Jimmy Powers of Macon, Ga., who is a national conmitteeman of the 
American Legion; Mr. Grady Pittard, State commander of the Veterans of Foreign 
Wars; Mr. Asa Kelley, State senator from Albany, Ga.; Mr. Pete Wheeler, 
director, State Veterans Service Office of Georgia, and the many other members 
of this fine delegation of Georgians who are here today in support of additional 
facilities for the veterans of our State. 

Mr. Chairman, you have been most gracious and considerate. Thank you very 
much for allowing me to make my statement to the committee. 
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ATLANTA, Ga., July 17, 1958. 
Congressman OLIN TEAGUE, 
Chairman, House Veterans’ Affairs Committee, 
Washington, D. C.: 


Urge that you give earnest and sympathetic consideration to the Georgia 
veterans delegation when it appears before your committee today. Their request 
for a new Veterans’ Administration hospital at Atlanta and for the reopening of 
the presently closed beds at Dublin VA Hospital is backed by a very real need, 
as demonstrated by lengthy waiting lists, the majority’of them service connected, 
for all available veterans facilities. 

Marvin GrirFin, Governor. 

Mr. MrrcHe.u. Let me express in behalf of this group our apprecia- 
tion for your permitting us to interrupt the regular proceeding to let 
the record show that these people from the State of Georgia have 
expressed their interest by coming here on their own time and at their 
own expense in the interest of the disabled veterans in the State of 
Georgia. 

I appreciate, Mr. Administrator, your courtesy in letting us inter- 
rupt the routine procedure. 

he CuarRMAN. Thank you very much. 

When you left yesterday we said we would take bed for bed. 

Mr. Wuirttier. That is exactly right, sir. 

The CuarrMan. Since Mr. Sisk has a committee hearing can you 
take about 10 minutes to let him go through the California situation? 

Mr. Wuirtrier. Of course. 

Mr. CuarrMan. The only one in California is Livermore. 

Mr. Wuittier. If I might suggest that Dr. Cohen handle the 
specific situations there. 1 think we have some charts on California. 

Mr. Sisk. Yes. I would like to have you present the situation as 
you have it recorded here on the overall California hospital program. 

Then I have a few pertinent questions I would like to get in the 
record with reference to our California situation. 

Mr. Wuirttier. Perhaps Dr. Middleton can take this and then 
refer some of these questions to Dr. Cohen. 

Dr. Mippieton. Mr. Chairman and Mr. Sisk, first the overall 
situation in California is as indicated here. The beds are shown in 
blue and the waiting lists are in red. 

First we have San Francisco, a very average waiting list. 

Mr. Sisk. I do not want to interrupt but I want to ask you your 
advice on procedure. There are specific questions I wish to ask with 
reference to some of these hospitals. 

For example, I have some questions on Fort Miley with reference to 
certain needs they have there with reference to repair, maintenance, 
replacement, equipment, and so on. 

Would you prefer to discuss the bed situation first? 

Dr. Mippueton. If I may, sir. 

Mr. Sisk. Go right ahead. 

Dr. Mippieton. Going to Oakland, GM and S hospital there, 
with a waiting list that is fairly high but within reasonable range. 
The hospital is scheduled for replacement. 

Livermore, a hospital primarily for tuberculosis, with a minimum 
waiting list, a hospital which in our planning as the tuberculosis load 
dwindles will be scheduled for GM and S, taking some of the load 
from Oakland as it is reconstructed at Martinez. 

Mr. Sisx. Do I understand you to say that the beds at Livermore 
are being converted to GM and S? 
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Dr. Mippueton. Gradually converted to GM and S function and 
it was part of the original planning that Livermore eventually would 
take over some of the replacements. 

Palo Alto, an NP hospital with the heavy waiting list shown here. 
This will be met, in our judgment, through the construction of the 
new 1,000-bed NP hospital that will be completed in January 1960. 

San Fernando is a tuberculosis hospital and has no waiting list. 

Mr. Sisk. Have you any comment on what you propose in the 
way of bed conversion? 

Dr. Mipptetron. That will take the load of tuberculosis for south- 
ern California in the main, although there are tuberculosis beds at Long 
Beach and Los Angeles. 

Sepulveda is a new NP hospital dedicated in 1955 and it has a rather 
heavy waiting list, as might be anticipated. 

Long Beach is in the process of modernization. It is a general 
medical and surgical hospital. As you recall, the first phase of that 
modernization is completed. 

In Los Angeles we have the heaviest concentration. It includes 
all the functions of hospitals—psychiatric, tuberculosis, and the GM 
_— S. There is also a large domiciliary there, and a heavy waiting 
ist. 

Both elements are represented in this part, GM and S with a small 
waiting list and the NP with a heavy waiting list, about half of the 
level of operating beds, which is high. 

At Fresno GM and S hospital we have a rather large waiting list 
for the size of the hospital. 

The special problems encountered in these several stations, Mr. 
Sisk, will be answered by Dr. Cohen. 

Mr. Sisk. Let us start at the top with the Fort Miley Hospital. 

Mr. Wuirrier. You may have a copy of this if you wish. 

Mr. Sisk. I would appreciate a copy of this. 

Mr. Wuirtier. We would be delighted to furnish it. 

Mr. Stsx. Dr. Cohen, I think I visited every one of these installa- 
tions within comparatively recent date. 

On the Fort Miley Hospital at San Francisco I am curious as to 
whether or not there will be money for certain replacements needed 
and certain repairs. It seems to me that that hospital is in need of 
considerable renovation and replacement of some equipment. 

Within the past 12 months has there been any of that done? 

Mr. Wuirtier. If I may address myself to that generally. 

The problem to which you address yourself is one of the most 
serious that we have faced. It is a problem which I described in more 
detail yesterday, and I suggested that although the VA hospital budg- 
ets had gone up and were going up, the tremendous rise in the cost 
of medicine was pushing the managers and the VA. 

In order to absorb the increasing cost of medicine, maintenance had 
been deferred. 

We had a formula, and it appeared at the time when it was drawn 
up for maintenance to be a fairly sound one. 

We think now that that formula is dated, I asked for considerably 
more money in this area for 1960, and 1 am somewhat optimistic. 

The Bureau and the VA are making a study in this particular area 
of maintenance which has been deferred, because this is the one thing 
that keeps getting put off. 
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We do not want to reduce beds. We do not want to reduce person- 
nel where it is essential, so it has been the maintenance which has in 
some instances been put off. 

The Veterans of Foreign Wars have made a very fine study. [ 
think California is in here and they have covered hospital by hospital. 
They have recommendations. 

This committee also has some studies in this area. 

We are taking all of those studies and working with the Bureau, 
trying to work out a new formula. 

Some of the hospitals that are very old in the system, and some with 
which you are familiar, have deteriorated faster than was anticipated. 
If they are over 25 years of age deterioration is great. We are trying 
to work out a new formula. 

On the specifics, Dr. Cohen. 

Mr. Sisk. Since you brought up that particular subject, Mr. Whit- 
tier, I would like to direct a couple questions on it because that is one 
of the great concerns I have in the overall situation in California, [I 
am not trying to be provincial. 

Mr. WuirtieEr. It affects the whole Nation. 

Mr. Sisk. Being from California I want this in. 

Mr. Wuirtier. The examples will cover the general situation. 

Mr. Sisk. This little hospital in Fresno is one of the newest hospitals 
in the chain, and a very fine installation. I will commend you on that 
because it happens to be in my hometown. 

There is a hospital where I found this year we are some $100,000 
short of being able to maintain the personnel that will be needed, 
and the only way we can maintain the beds there is again to take from 
what little money was supposed to go for certain maintenance and 
replacements. 

For example, some pipes are in bad shape. Last year we put them 
off; the year before we put them off. 

We have an empty elevator well empty. We have had no elevator 
and yet it is needed. 

Mr. Wuirtier. You are absolutely right. 

Mr. Sisk. Year after year they keep putting off these things. 
That is why I started with Fort Miley, because in conversations 
with the manager up there and others that is the very situation that 
he has been in year after year. In order to keep his beds and take 
care of the human side of this thing, which is most important, of 
course, he has neglected the purchase of equipment, lights, for ex- 
ample, for the surgical department, and so on down the line. 

That to me is a problem which must be solved in one way or 
another. 

Mr. Wuirtiser. This is why I was interested in knowing what the 
individual managers felt. When the California resolution was read, 
it stated that deterioration had been going on. Personnel has been 
maintained, so we can say the care is excellent, and I think you will 
agree, having been in those hospitals. 

But the place that has taken up the slack has been maintenance. 
This is a question which we are facing. As I say, the VFW, this 
committee, and the Bureau of the Budget itself have recognized this. 
The VA certainly recognizes it, and we are addressing ourselves to 
that problem in an effort to revise the formula. 

As you may own a house, and I do, we discover the roof has to be 
fixed, for example. We discover other major repairs have to be 
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made. We cannot do it all in 1 year, so we have to work out a formula 
so that a certain amount of it can be done each year, and a proper 
amount spent so that the deterioration does not catch up with us. 
It is something to which we are devoting a great deal of attention. 

Mr. Stsx. I would like to pay a tribute to the great managers we 
have in our hospital chain in this area. They are an outstanding 
group of men, both the lay managers and the doctor managers. 
They are doing a fine job, and I appreciate the great work they have 
done in an attempt to shift and squeeze funds in order to keep open 
these beds and take care of the veterans. 

Ultimately, if the roof will cave in, we will not have a place to take 
care of them. 

Mr. Wuirtier. This I will say, Mr. Sisk: Every one of our man- 
agers is dedicated, and almost every one of them 1s filled with ideas 
as to how he could do his mission better if he had more money. If 
they all had all the money they wanted, I am afraid we would blow 
the lid right off the economy. I am delighted that each one is that 
energetic, but somewhere there must be a reasonable and realistic 
balance among the hospitals in the system. 

Mr. Sisk. I appreciate that, Mr. Administrator. 

As to the Oakland situation, Dr. Cohen, would you comment on 
this? We have a 712-bed hospital there, I believe. 

Dr. Couen. That is right. 

Mr. Sisk. Generally, they have had a very substantial waiting list. 
On a percentage basis, I assume, it would be substantial. 

Dr. Mippueton. That is right. 

Mr. Sisk. As I understand it, the VA proposes to build, out in 
Martinez, a 500-bed hospital. I have been concerned about that 
because I think, with the tremendous buildup of veterans in the bay 
area, that this hospital will have 800 or 1,000 beds. 

What is the status of that new hospital? How soon will construc- 
tion start, what will the size be, and how do you propose to take care 
of the patients? 

Dr. Couen. Insofar as the hospital at Oakland is concerned, we 
are in the process of developing preliminary plans with the construc- 
tion of the replacement, which will be a 500-bed hospital. 

Mr. Sisk. You have been in that same process for about 4 or 5 
years, have you not? When will we decide on a plan? 

Dr. Conen. I do not believe it has been that long. 

Mr. Grppons. We are in the process of getting clearance with the 
Bureau of the Budget for this hospital. Requirements for the hospital 
have been approved by the Bureau of the Budget. Preliminary plans 
are under development. From that, it will go to an architect-engineer, 
either by VA or an outside architect-engineer, for the development 
of the working drawings. Timewise, I would estimate it will be about 
a year before they will start digging. 

Mr. Sisk. Before construction starts? 

Mr. Gissons. Yes. 

Mr. Sisk. When was construction of this hospital authorized? 

Dr. Mippteton. Mr. Schweickart will answer that question. 

_ Mr. Scuwercxarr. Mr. Sisk, in reply to the first part of your ques- 
tion, what seems to be an unreasonably long time in the development 
of plans for this is because of this: I was working on guide require- 
ments to be used on all these replacement hospitals. We have reached 
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the point now where we have, just within the past week, gotten ap- 
proval of the sketches for the first of this group, the Jackson, Miss., 
hospital. 

On the basis of understandings which were reached in connection 
with the Jackson Hospital, we are now able to proceed with the pre- 
liminary plans for Oakland. Our schedule for submission of those 
oa plans to the Bureau of the Budget is for the end of this 
month. 

We are in the process of reviewing them with the Department of 
Medicine and Surgery, also, and we expect to have them in the hands 
of the Bureau by the end of this month. 

We anticipate that the review period with the Bureau will be rela- 
tively simple because of the groundwork which has been laid on the 
Jackson Hospital. We are hopeful that the review period with them 
will consume not more than a half month. We anticipate we might 
be able to put the job in the hands of a private architect by the middle 
of August. 

Mr. Wurrtier. What Mr. Schweickart is talking about is the so- 
called prototype program. The VA has built its hospitals on an indi- 
vidual basis. You have an individual architect, and every situation 
is different. 

It was decided that in this tremendous sustem it might be the better 
part of wisdom if we developed a prototype. If you run a Howard 
Johnson chain, you must develop restaurants all over the country. 
If you have one standard set of plans, or plans that are adjustable, 
you can fit them to many installations. 

It was, therefore, decided to work out the hospital prototype. The 
feeling was that, if the prototype were properly worked out, it would 
not only save a great deal of money, and we could use that money for 
added construction, but we could also save a tremendous amount of 
time. Instead of working over individual plans in each instance, 
the VA could use a prototype. 

The debate over that prototype lasted from 12 to 18 months. The 
situation of disagreement existed when I became Administrator. I 
think there were a dozen matters still in contention. 

We sat down, and I insisted upon decisions. As a matter fact, I 
think the Bureau gave in to us regarding 6 points and we gave in to 
the Bureau as to 6 points. They were almost arbitrary decisions but, 
to break the back of this knotty problem, we got the show on the 
road, if 1 may mix a metaphor. 

More than that, I insisted that, having done that, there be a date 
put on every one of these hospital projects and a time schedule be set 
so we would try and check and keep each one on that time schedule. 

I can tell vou that the settlement of the prototype discussion, in 
which this hospital was involved, means that this whole program, 
barring something extraordinary or unusual, will move along, and the 
pressure will be kept on building these hospitals. 

Mr. Sisk. Do I understand this hospital is to be 500 beds? 

Dr. Conen. Yes, sir. 

Mr. Sisk. Is it being constructed in such a way that it can be 
added to? 

Dr. Conern. No, sir. 

Mr. Sisk. In other words, it will have no capacity beyond being a 
500-bed hospital? 
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Dr. Couen. That is right. 

Mr. Sisk. Do you anticipate that, due to the great area in northern 
California, Sacramento and other areas, the time will come when you 
will need an installation for the north? Is there anything in the 
planning stage on that? 

Dr. Counen. No, sir. Livermore has 550 beds. 

Mr. Sisk. How do you propose to take care of veterans with 500 
beds when we have a waiting list with 712 beds? That is the key to 
this situation. 

Dr. Conen. It is our current forecast that as the demand for 
tuberculosis beds falls there will be made available at the Livermore 
Hospital more and more beds that can be used for the care of GM and 
S patients. As evidence of that we have the conversion of a sizable 
number of beds at Livermore this year in fiscal 1959 of 35 beds to 
GM and S patient care. 

This plus increases at Oakland and San Francisco will help to 
combat the waiting list which now exists in the bay area. 

Mr. Sisk. What do you propose to do with the present property 
and facilities upon completion of the new hospital? 

Dr. CouEn. I could not answer that. 

Mr. Sisk. We have a substantial building there. We all know it 
is an old hotel and never has been adequate for a hospital, but Mr. 
Franks has done a fine job and I scultaae to pay tribute to the job 
he has done in that hospital. 

It is a substantial building, and in addition to that the Administra- 
tion some years ago purchased additional property for the site of a new 
hospital adjoiming this site. I am sure Dr. Middleton is familiar 
with that. 

I am curious to know what is the plan of the department on what 
you will do with the building as well as with the additional block of 
property. 

Dr. Mippieron. Turn over to surplus. 

Mr. Wurrrier. One other footnote so far as California is concerned: 
Los Angeles is the biggest regional office we have in America. We 
are now divided and we have been working very hard with GSA in an 
attempt to get the two together. 

Mr. Sisk. Within the past 30 days I visited the regional office in 
Los Angeles. We have a deplorable situation there. We have 15 
miles separating one part of the regional office, and 15 miles out there 
is another part, with hundreds of people working back and forth. I 
think the people are doing the best they can under adverse circum- 
stances. 

Mr. Wuirtier. The biggest office in America in Los Angeles unfor- 
tunately is divided. Mr. Corbett in San Francisco is doing an 
excellent job. 

Mr. Sisk. I think he has done an outstanding job. He has better 
facilities with which to work in San Francisco. 

At Livermore what is the ultimate expected bed capacity for 
GM and S? 

Dr. Congn. It will depend on the decrease in demand for TB 
patient load, TB hospitalization. 

Mr. Sisk. It seems to me you should have some planning to take 
up the slack for the loss of beds when we dispose of the present 
property in Oakland. 
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Mr. Wuirrier. May I answer that? 

Mr. Sisk. We are losing 212 beds. Is that correct? 

Dr. Consen. That is correct. 

Mr. Sisk. I am interested in how we will pick that up with what is 
now a substantial waiting list. I believe we are approaching 2% 
million veterans in California, and it is still building up. 

Mr. Wairtrer. That is right. 

Mr. Sisk. I believe we have the largest percentage of veterans of 
any State in the United States. 

Mr. Wuirtter. Florida is right along with you. 

Mr. Sisk. That is right. But this situation still is building up. 
There is a tremendous influx there. It will build up and not go down. 

We see a plan for a reduction in beds and somewhere we must be 
in a position to replace those beds immediately and possibly have 
additional plans for additional beds. That is part of the overall 
planning with which I am familiar and concerned. 

Mr. Wuirtrer. That is the very thing I said to this committee. 

After you solve the specific California situation you will not solve 
the overall situation. This chart shows a projection that goes from 
1957 to 1986, and this is the total future veteran load. For all the 
service-connected veterans it shows ample beds in California. This 
is the total load, and you will see it rises tremendously in 1986. I 
think it will show considerably more than it does now. 

The problem I asked this committee about and the problem posed 
in the President’s study, is: What policy will you adopt overall? If 
you are going to take care of all of these nonservice connected, no 
plan we now have will take care of them in either California or the 
entire country. 

You have to decide at what level to set the law, and lay out the 
guidelines. This is the problem with which we are faced. 

The VA is pressed everywhere for additional beds and the Congress 
lays out no guidelines. It simply says “Within the limits of available 
facilities.” 

If you are going to keep the present line there on the chart, the line 
will remain constant as to the number of beds. 

Mr. Weaver. Could you review the time schedule of the Martinez 
Hospital? 

Mr. Sisk. I have a couple more questions on the Martinez Hospital, 
Mr. Weaver. 

With reference to the comments you made, Mr. Administrator, I 
— that. That to me is the overall problem. 

Mr. Wuirtier. That is right. 

Mr. Sisk. As these veterans move from Kentucky, Missouri 
Texas, New Mexico, or wherever they move from to Florida and 
California, I appreciate the need of hospitals in Georgia and I appre- 
ciate the need of hospitals in all the other States. We do not desire 
to take beds from them. 

Yet at the same time somewhere in this planning schedule our situ- 
ation becomes more and more acute. 

As part of the overall hearing that is part of what this committee is 
pots mange in, to what extent the Department is planning to take care 
of that. 

If we are going to have an overall national ceiling of 120,000 or 
150,000 or whatever it may be of beds, then those of us who are in- 
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heriting this great influx of veterans are already caught in a squeeze. 
That is putting the heat on us out in California. 

Getting back to Martinez, because I see Mr. Baldwin has just come 
in and he is very much interested in that, the further question I had 
should perhaps be directed at the Administrator. 

I do not want to upset these plans since we have waited so long, 
but I am wondering if it would not have been a better part of wisdom 
to follow a different course. 

Will you review Martinez again for the benefit of my colleague? 

Mr. Scuwerickart. As I indicated a few moments ago, we antici- 
pate having the preliminary plans for the Oakland Hospital in the 
hands of the Bureau of the Budget by the end of July. We are now 
engaged in drawing them and reviewing the sketches with the De- 
partment of Medicine and Surgery. 

Because of the work which already has been done in developing the 
prototype and because we have just recently received the approval 
of the Jackson, Miss., preliminary plans for a 500-bed general med- 
ical hospital, we are hopeful that the Bureau will be able to complete 
their review within a half month, which would give us a timetable 
then for awarding a contract to an architect-engineer for the develop- 
ment of working drawings on or about the middle of August. 

The time which would be allotted him in his contract for the de- 
velopment of those working drawings would be time to fit in with 
the anticipated appropriation of construction money in fiscal year 
1960, which means we would expect to have the job on the market 
and in the hands of bidders by the end of June 1959. 

We will be able to award a contract immediately that the bids are 
over. 

The waiting period is 6 to 8 weeks and we take from 10 to 30 days 
to award the contract after the bids are opened, depending on any 
difficulties we might encounter in the bidding. 

Mr. Sisx. Mr. Chairman, with your permission, if my colleague has 
any further questions on that schedule I would be happy to yield to 
him. 

The CHarrmMan. Mr. Baldwin? 

Mr. Batpwin. The only question I have is this: It has been difficult 
for all of us who have been interested in this hospital problem to 
understand the delay which has gone on for about 18 months on 
Jackson, Nashville, Martinez, Washington, and Cleveland hospitals 
in getting this space allocation worked out. I cannot understand a 
delay of 18 months in getting a space allocation. 

Mr. Wurrtier. The problem involved was one of prototypes. I 
think someone somewhere wisely decided that it was most expensive 
and time consuming to build VA hospitals as individual hospitals. 

We are actually a very great chain, the greatest in the history of 
the world. 

It took from a year to 18 months in debate, discussion, and argue 
ment to resolve this debate on prototypes. I decided this was one 
of the great problems and I found 12 to 13 items in contention. 

I sat down and almost arbitrarily broke the back of this particular 
problem, and we reached a settlement on that and I tried to put dates 
on each project and set up a time schedule. 

We do not always live within time schedules but we put the pressure 
on to try. If you set a specific date, you know you do not always 
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meet it but you do not go as far beyond that date as you would have 
if the date were not set. 

As Mr. Schweickart pointed out, you have been given dates. We 
may not hit them, but we will try and we will be closer to them than 
if we did not have those dates, and if the whip were not on them. 

More than that, I think the Representative from Tennessee will 
tell us the Nashville Hospital has been decided. 

The Jackson Hospital is moving forward with a strong sense of 
urgency, and the delay was because of the debate over the prototypes. 

ALDWIN. Thank you for setting a time schedule. That is the 
solution to it and I appreciate your doing that. 

Mr. Sisx. I would ike to ask this: Is it within the bounds of reason 
to request that before you turn over to GSA for disposal that Oakland 
Hospital property that this committee be notified or at least we be 
informed before that is done? 

I anticipate by the time your are ready to move out of that hospital, 
which would seem now to be 1964 or 1965, and I would hope sooner 

Mr. Wurrtrier. Yes. 

Mr. Sisx. One further question on Livermore. Assuming that the 
TB load continues to drop at Livermore, what would be the total 
number of beds the VA would expect to have available for G. M. and 
S. by 1965, for example? 

Dr. Cowen. Last year we converted 54 beds from TB to G. M. and 
S. In fiscal 1959 we will convert an additional ward of approximately 
the same size, about 50 beds. 

If our TB load continues to fall at the rate it has we may have 
available one ward a year approximately. 

Mr. Sisx. So your ultimate capacity of GM and S beds at 
Livermore ultimately will be what? I realize we are assuming that 
the TB load will continue to drop, but I want some idea of the maxi- 
mum number of beds we can ever expect to have for GM and 5 at 
Livermore. 

Mr. Warrtrer. I would say 400. 

Mr. Sisx. As I understand it, the time schedule on Palo Alto is 
1960, January of 1960? 

Dr. Mippteron. Yes. 

Mr. Sisk. That is wonderful news for all the veterans in California. 

While we are on that, let me ask whether or not in the long-range 
planning of the Department there is anything on the planning board 
in the way of further beds for the west coast, not necessarily in this 
area but anywhere on the west coast, for an additional NP hospital 
or additional NP beds? 

Mr. Waurrtier. What is occurring is that the big program which 
was laid out after World War II is coming to an owl Brecksville, 
Ohio, and Palo Alto, Calif., are the last two. We have to design a 
new plateau, and that is why the chairman’s letter came at a pro- 
pitious time. We need guidelines from the committee and that is why 
the President’s study was initiated. These considerations now all 
come together and you address yourself to this problem at an ideal 
time. 

Mr. Sisk. How much do we lack from having all the beds in 
Sepsaveda! 

r. Conen. Ten beds. 1959 is the date we have set. We have 
been on a tight rope but we have an adequate staff at the present 
time. 
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Mr. Sisk. On the Long Beach Hospital where we are putting in 
new permanent structures, and I know that is moving ahead to 
replace the old temporary buildings, how much longer do you anti- 
cipate it will be before that work will be completed? 

Dr. Conen. Current phase of modernization is substantially 
completed. It provides for 561 beds. 

The next phase has funds for technical services in fiscal year 1959 
which will provide for 820 beds. We anticipate construciion will be 
in; fiscal year 1961, which will give us 1,600 total beds back again at 
Long Beach, but with the reduction in the size of the tuberculosis 
service at Long Beach we will be provided with more general medical 
and surgical beds. 

Mr. Sisx. Dr. Edwards has done a fine job there at Long Beach. 
La particularly impressed with the research facilities we have 
there. 

I hope you will see to it that he has some money to continue that 
research department. I am sure he will get it somewhere. He is 
one of these managers with a lot of ingenuity and he is to be 
commended. 

_Mr. Wuirtier. You should add your request to a list of others, 
sir. 

Mr. Sisx. What do you have in mind in the way of helping out 
this waiting list at Los Angeles? 

Dr. Conen. The waiting list is in the neuropsychiatric area. 

Mr. Sisk. That is right. 

Dr. Conen. That is the bulk of the waiting list. G. M. and S. 
demand is relatively small, I would say normal for a hospital of that 
size. 

There were no plans for any increase at Los Angeles NP hospital. 
We have about as many beds there as we can possibly staff at the 
present time. 

Mr. Sisx. Do you feel that fits in with the situation you men- 
tioned a while ago that we have reached the plateau where you will 
require new planning? 

Mr. Wuittrer. We will have to redesign the whole program in the 
future on the basis of the other chart I showed you. 

When we get through the specific situations I hope to discuss the 
whole Presidential study here in an effort to work out something. 

Mr. Sisx. Mr. Chairman, there are a number of other questions 
I could ask on this California situation. As you know, we have a lot 
of veterans there and many problems. 

I appreciate all the time you have given me. I have taken a great 
deal more time but I want to express my appreciation to my colleague, 
Mr. Mitchell of Georgia, for giving me this opportunity at least to 
focus the attention for the moment on the California situation. 

It may be later on I will have some general questions on the overall 
policy and direction of the program because we do have an acute 
situation, particularly in the NP program. 

Even with the Palo Alto Hospital now actually going in, we are 
still a long way from having our situation solved. 

Mr. Wuirtinr. That is night. 

Mr. Sisk. It would be my hope that the Department will be able 
shortly to give us some long-range planning, or at least sugeeetitin; 
as to how they propose this situation might be taken care of. 
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Mr. Wuirtier. As a result of the chairman’s question about lack 
of notification on the new Florida beds I discovered that perhaps the 
liaison between the VA and this committee had not been as close as 
it should have been. It is tremendously important that we be as 
close together as possible. 

We will try to work out a closer liaison to see that Mr. Meadows 
arte all the major developments in time to review them. 

More than + oa if each Congressman were to go over each State 
mths this detail, I realize it would be time consuming but it is im- 
portant. 

I want to point out that we are available to you, and if you would 
like to take the time we will make the staff available to you on an 
individual basis, if you wish to come up and spend a morning, an 
afternoon, or have lunch and take an hour or two afterward, and we 
would be more than pleased to review the program in greater detail 
than you feel you can do this morning. 

Mr. Sisk. Thank you, Mr. Chairman. 

The Cuarrman. | would like the record to show that Congress- 
woman Blitch, of Georgia, is here, and Congressman Forrester, of 
Georgia, came in. 

Anybody else, Judge? 

Mr. MircHe.y. That is all at this time, Mr. Chairman. 

The CuarrMan. I will recognize Mr. Baldwin, of California. 

Mr. Bauowin. I have nothing further. 

Mrs. Burtcu. I have a statement I would like to present for the 
record later. 

The main thing I would like to ask the Administrator at this time 
is why, since we have the facilities, are not the beds being used? 

Mr. Warrtizr. If I answer that satisfactorily I will solve the entire 
hearing. That is exactly what Mr. Teague asked the first day. 

The CHarrmMan. We still do not know the answer. 

Mr. Wuirtier. You are right on target. If only I knew a simple 
answer. 

The Cuatrman. They have asked for the other beds at Dublin to 
be opened and used. 

Mrs. Burrcu. For general medical care? 

Mr. Wuirtier. Domiciliary. 

If 1 may go into Dublin. 

The Cuairman. Allright. Let us complete Dublin once and for all. 

Mrs. Burren. I would be delighted. We would have accomplished 
everything in Georgia. 

Mr. Warrrier. Dublin is a very beautiful hospital. It was origi- 
nally built for the United States Navy and had some 900 beds. 

A tremendous contention developed, as you may remember. Some 
people here were involved in it, as to whether the VA should take it 
over or not. There were those who felt VA should and those who felt 
the other way. 

Mrs. Burrcu. How long has the VA had it? 

Mr. Wuirrrer. Since 1948, I believe; about 10 years. 

So the VA took this hospital. It has 900 beds in it, but the VA was 
authorized by the President and the Congress to have 500 beds, use 
500 beds of the 900 that are there, so there is a surplus of 400 in ‘that 


hos 7. 
he real problem in that hospital was staffing. 
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Doctors were ordered there who did not want to go at one time. 
This is history before I was here. 

It was extraordinarily difficult to get staff. Why not use the 900? 
Because they could not get staff. 

Mrs. Buircu. Does that situation prevail at the present time? 

Mr. Wuirtier. Yes, it does. 

Mrs. Buircu. Why? 

Mr. Wurrtrer. Well, because there is a very short supply of doctors 
in America. This is a problem faced by the entire Nation. 

The difficulty is always to get staff. The Dublin situation would not 
have been solved if we had not found a very able man named Dr. 
Quinn. 

Mrs. Burrcu. He is a wonderful man. 

Mr. Wuirtier. Dr. Quinn had an absolute genius for recruitment. 
By individual persuasion, by covering wide territories, he was able to 
put together a staff at Dublin, and Dr. Quinn was able—and might I 
pay tribute to a great individual performance on his part and to a fine 
staff with a great esprit de corps—he was able to build the beautiful 
hospital there up to the full capacity of about 500 beds. There are 
only 24 not filled. 

If there is a waiting list in this area, and you have the staff, what 
about the 24 beds? 

The answer to that is this: Dr. Quinn has been able to staff up to 
every full ward. 

Let me assume the wards have about 75 beds. If you had said 550 
beds, you see, we would have opened the ward to 550 or if you said 
475. But there is just a piece of a fraction of a ward remaining so he 
opened up to the full wards and left the fraction. 

Why not beyond 500? Because that is as far as we feel we can go. 

Let me put my finger on a more acute situation. We have there 
now 40 NP patients and we have 1 psychiatrist, and that psychiatrist 
has given notice he is leaving in August. 

In order to take care of that situation we will move the NP patients, 
and we will replace 40 GM and S patients. 

Even now Dr. Quinn has the problem, and he hopes he will be 
able to find the doctor to replace that psychiatrist, for even taking 
care of GM and S patients. 

The chairman accurately states that we had asked for more in 
another program. I am deeply interested. Long before I came here 
one of my interests was geriatrics where Massachusetts has done so 
much tremendous work and where I spoke to all the State representa- 
tives from all States in Chicago a couple years ago. 

We asked to have 500 domiciliary patients at Dublin—to have the 
authorization increased to put 500 domiciliary patients in there be- 
cause we do not require as many doctors. We do not require as heavy 
a staff. 

Within the limits that the VA can we are doing everything we can. 
The problem really is staffing. If we were to lose Dr. Quinn, we would 
have a real problem. 

Mrs. Buircx. I hope that does not happen. Dr. Quinn is one of 
the finest individuals that I have ever known. He is a wonderful 
person and the entire staff there is excellent. 

I cannot imagine why men in the profession would not be delighted 
to go there and work with that staff. 
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Mr. Wurrtrer. Demands for doctors are short. Mr. Folsom of 
HEW went before another committee of this Congress and indicated 
that tremendous shortage and said the Nation would have to have 
many new medical schools. 

This Congress is considering that in another area. There is a critical 
problem which this Nation faces. If we get under an atomic attack 
it will be even more critical. The VA is faced with the shortage 
everywhere. 

Mrs. Burren. You say you are opening up 500 beds? 

Mr. Wuirtrer. No. I said as Administrator I requested it. I 
have not yet received that permission from the Bureau of the Budget. 

The CuatrmMaNn. Do you expect it? 

Mr. Wuittier. One never can anticipate too much, sir, and I do 
not. I count only the birds in hand. 

Mrs. Burtcu. I feel for you and your predicament. 

Mr. Wurrtrer. I think the chairman thinks I have not been hard 
enough on the Bureau. 

Mrs. Burren. I would like to ask you with regard to Linwood 
Hospital at Augusta. How many are on the waiting list? 

Mr. Wuirtier. I hope with relation to Dublin I have adquately 
answered your question. 

Mrs. Burtcu. You have not but I have come to the conclusion that 
I do not believe you can because you have made the request but you 
do not have it yet. When it is adequately answered for me it will be 
when the beds are in full operation. 

Mr. Warrtier. As the chairman will attest, with some strong assist 
from him, I have been extraordinarily fortunate in the last 6 months 
in getting considerable policy changed. 

Mrs. Burcu. I want to commend you for that and my remarks 
are in no way a reflection on the fine effort you have made, but to 
point out the desperate need that is there, and it grows more des- 
perate all the time. 

Mr. Wuirrier. You have a doubly difficult situation because 
Florida pushes you. 

Dr. Cohen can answer as to the other hospital. 

Dr. Conen. The average waiting list during the recent fiscal year 
at the NP hospital at Augusta, Ga., was 352, and for the general 
medical and surgical division of the Augusta hospital, 170, approxi- 
mately. 

Mrs. Burrcu. May I ask you, Dr. Cohen, what is the average 
turnover at Linwood? 

Dr. Conen. About 200 patients per month. 

Mrs. Burrcu. How many beds actually are available for new 
patients per month? 

Dr. Couen. About 200. 

Mrs. Burren. Are available for new patients? 

Dr. Conen. That is at the GM and S hospital. 

Mrs. Burren. Then, according to your figures, that would mean—— 

Dr. Conzen. You wanted to know about the NP section of the 
hospital? 

Mrs. Burren. Yes. 

Dr. Conen. I am sorry. 

— Burren. Yes, that is the particular section 1 am speaking 
of. 
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Mr. Wurrrier. While he is looking for that, staff is one of the 
problems, and I am certainly delighted that the people from Georgia 
have come up. We are deeply interested in this problem. If through 
your own search and recruitment you know of a doctor who is quali- 
fied, perhaps you can be helpful to Dr. Quinn. Let me put some of the 
burden of proof on some of those who are deeply interested in veterans. 
If they and you can be helpful, I am sure br uinn would be more 
than pleased if you know of a doctor who would serve on his staff. 

Dr. Consen. At the Linwood division the average discharge rate 
is Sppsranatels 80 per month during the past year. 

s. Buitcu. Then you have 80 new beds a month. 

Dr. Conen. That is correct. 

Mrs. Burcu. You have how many on the waiting list, again? 

Dr. Conren. About 350. 

Mrs. Burcu. That means that there are 352, the number you 
gave me the first time, on the waiting list at the present time. Within 
a month 80 have come off that list. I am not very good on figures. 
It takes 4 or 5 months to take care of the present waiting list. Say 
a person goes on the waiting list today, what is the earliest date that 
he could expect to get in there or that his family could expect to get 
him in the hospital? 

Dr. Conen. That is a difficult question to answer, but on the 
statistical basis which you have developed here, with the three 
ee and forty-odd waiting list it would be approximately 4% 
months. 

Mrs. Buircu. I am asking that, Dr. Cohen, merely to point out that 
usually the patient is an invalid and in serious condition or his famil 
would not ask for assistance, to point up how critical the situation is 
in that area, too. It is a matter that you know, but I would like to 
bring it out at this hearing. 

Mr. Wuirttier. May I suggest one other thing which is most im- 
portant. As you know, the pressures in Georgia do not compare with 
the pressures in Florida, which are the most acute in the Nation. 
What has been happening is that part of the Florida load has been 
moved in to Georgia. I hope, if I am incorrect, the Medical Depart- 
ment, will correct me. 

The President has just authorized 700 additional beds for Florida 
which we hope will relieve the situation. That in a sense not only 
will help Florida but, up to a point, will help Georgia as well. So the 
situation is being relieved to some extent. 

Mrs. Burcu. I live in the extreme southern part of Georgia, and 
often the veterans in my area go to the Lake City hospital. The 
situation being relieved in Florida will be a definite help to us. I 
appreciate that. 

IT want to commend you, sir, on the very fine attitude you seem to 
be taking toward the situation. It is a very serious situation facmg 
the men who have served their country regardless of the consequences. 
I believe you feel the obligation that you as Administrator and we as 
Members of Congress have for the care of these men. I think we 
must work out a solution for this very, very serious problem. 

The CuarrMAN. Do not praise him too much. We must get him 
to do a lot more. 

Mr. Wuirtrer. I could use a few bouquets after the last few days. 

Mrs. Burrcu. I can realize that. I appreciate that. 
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I want to thank you, Mr. Chairman. There is no finer person in 
Congress than the chairman, Mr. Teague of Texas. You have cer- 
tainly devoted your whole existence, almost, to this very difficult 
job. If we as Members of Congress from other States can give you 
any assistance in any way at any time, just call on us. 

You have always listened to us when we have called on you, which 
has been time and again. I know sometimes you have been very 
weary from the process. Thank you, Mr. Chairman. That is all. 

Mr. Mrreuety. Mr. Chairman, I shall not brag on you as much 
as Mrs. Blitch did. I shall join in the decision to recommend these 
additional 500 domiciliary beds at Dublin. I hope the Bureau of the 
Budget will approve it, because it makes sense. As you pointed out, 
you have a fine facility at Dublin. To be able to utilize it at full 
capacity does make sense. 

r. Administrator, in order to alleviate a very critical situation at 
Atlanta, we in Georgia were hoping that some of the 500 or 400 avail- 
able beds at Dublin could be put into use as GM and S beds. If 
your recommendation, which I think will be approved, is carried out, 
these Dublin beds will not be available for GM and S. So surely 
then you must have to reappraise the whole Georgia situation if that 
circumstance does develop. 

This question may go to Dr. Middleton, for it may be one which 
should be answered by him. What is the plan in that event? Ap- 
parently there is no plan. 

Mr. Wuirrtier. I think basically it is staff. I would like to get 
on the record that you worked with and were involved with the 500- 
bed development, and I have your correspondence on this subject. 
I know you have been close to it. 

I prefer to turn the question over to the doctor, as you suggested. 
I think the basic problem with GM and S is again stat, 

Mr. Mircuevy. At Dublin, yes. Assuming that the Bureau 
approves your recommendation and Dublin is utilized to full capacity 
with these additional domiciliary beds, what is the plan for additional 
GM and S beds and NP beds, also, in the State of Georgia? 

Dr. Mippueton. Dr. Cohen? 

Dr. Coen. As far as the State of Georgia is concerned, as the 
Administrator has pointed out, we believe the additional beds in 
Florida will release a sizable number of beds in the State of Georgia 
which are currently occupied by Floridians. 

Mr. Mircue.u. Dr. Cohen, if I may interrupt you at this point, 
are not most of these Floridians who are in Georgia hospitals over at 
Augusta in the NP hospital? 

Dr. Couen. Sir, that is true in part, but there is a sizable number 
of others who are not in the NP hospital situation. I have the 
exact figures here somewhere which I can provide. 

Mr. Mircue.u. All right. I would like those figures when we 
complete the hearings. 

Dr. Mrippuetron. Mr. Mitchell, the answer is that there presently 
7 —— for increased beds in Georgia aside from this adjustment at 

ublin. 

Mr. Mircne.tu. Do you not think the domiciliary beds will have 
some beneficial effect and will make some GM and 5S beds available? 
I assume you have some patients who are really domiciliary patients 
in the GM and S facilities. 
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Dr. MipptxeTon. The older veterans are rather a source for the 
utilization of hospital beds, because many of them are of advanced 
ears and obviously are potential use if you gave us all the money 
in the world. You do not mean operating beds, because we decided 
that the load was seasonal, that no manager of a hospital could keep 
every bed filled. Sometimes 1 patient takes more than 2 beds. 

The question is that no Administrator has had an exact guideline. 
I think Mr. Teague is attempting with the legislation he is preparing 
to put a specific limit on it. Nobody has told us what the available 
facilities are. You have not answered the question whether we are 
to take care of all of them, whether we are to take care of a certain 
proportion. Until you do, these pressures are going to build up every- 
place. Unless you authorize new hospitals, where do we go? On 
what basis do we plan for the future? 

Mr. Mircuett. The pressures will continue to grow. 

Mr. Wauirtier. As the President’s study shows even more dra- 
matically. 

Mr. Mitcue.y. Every non-service-connected veteran, of course, is 
not entitled to hospitalization, but according to your figures in Georgia 
there are some 550 non-service-connected veterans who qualify to 
their entitlement for hospitalization. 

I think what you have said, Mr. Administrator, brings us right back 
to our Tuesday session. The question concerns ‘within the limits 
of available facilities.” You are given the maximum number of 
beds that you can operate, is that not patients. So I do not think 
you could look at the particular movement or proposed movement as 
a release of beds, because it probably will make a great demand for 
beds. 

Mr. Mirtcuett. As far as GM and §, it would be of no benefit? 

Dr. MrppietTon. Not at all. 

Mr. Wuirrizr. Mr. Congressman, if I may, this specific situation 

oints up the general situation with which we are here concerned. 
Fou remember the law does not say that the VA or the Nation is 
to take care of all nonservice connected. Every service-connected 
veteran in Georgia, in Alabama, in Florida, is taken care of. There 
are no waits. We are talking about the question how many non- 
service-connected veterans who are unable to defray their expenses 
we will take care of. 

The policy you enunciate is ‘within the limit of available facilities.” 
The question is the definition of “within the limit of available facilities,” 
How do you define that? Where do you place that ceiling? 

The chairman’s question, and what disturbs Mr. Teague, I believe, 
is that he says there are empty beds, and if you have pressures, why 
don’t you fill them before you build, so you do take care of them? 

As I tried to point out, the only definition you give us is average 
daily patient load. You do not mean rated beds, the total with all 
these surplus beds that we could not correct? Do you not have 
a limit? 

Mr. Wauirtier. No, sir. 

Mr. MircHetyu. You have no limit? 

Mr. Wuirtier. I am given by Congress an ADPL, average daily 
patient load. 

Mr. Mrrcuety. Here is the point: Whether you would have to get 
congressional approval or Executive approval or whether you as 
Administrator could open beds on your own. 
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Mr. Wuirtier. I cannot go beyond the ceiling. You are correct, 
sir. I cannot go beyond the existing beds. 

Mr. Mircue.u. That is what I understood from the testimony 
Tuesday—except that you do have the authority to recommend 
that the ceiling be lifted 

Mr. Wauirtrer. Oh, yes, I could recommend almost anything, 
I presume. 

Mr. Mitcue.u. The question there, Mr. Administrator, is why, if 
you have in Georgia, as just an examp le 

Mr. Wuirtrer. Empty beds, why slit t we fill them? 

Mr. Mrrcue.i. Why do you not recommend that you be given 
approval to open additional beds? 

Ar. Wurrtier. That is right. Why do we not open the empty 
beds we have, and is the Bureau of the Budget keeping us from doing 
it? Have I made these recommendations and been turned down by 
the Bureau? 

I said, no. So Mr. Teague is disturbed by that. 

Mr. MitrcHe.u. You are saying no to which, now? That you have 
not made the recommendation, or that you have been turned down? 

Mr. Wuirttiser. In some instances we have made recommendations 
and been turned down, but in general the problem on the specific beds 
you mentioned is not due to the Bureau of the Budget, is not due to 
that limitation, 

There are over 7,000 unavailable beds in this hospital system. They 
are unavailable for a number of reasons. 

If you will turn to page 32 of the booklet I gave you, there is a little 
outline. That describes rated-bed capacity. I have here a picture 
of a hospital. In this hospital the rated capacity, the total number 
of beds that we have, is 200. In all of the 8 wards there are 200 beds. 
The truth is they are not all filled. Why are they not filled? 

There are rated beds and there are operating beds. The dif- 
ference between those we call unavailable beds. 

Mr. Mrrcneuui. I think, Mr. Whittier, you went over that 
Tuesday very clearly. 

Mr. Wuirtier. Here is another example. With 200 rated beds, 
why are there hundreds which are unfilled? I suggested under un- 
available beds there are those not required to meet the current 
operating plan. Those are the beds at Swannanoa, There are other 
reasons. There are beds in process of activation. 

I have a chart which shows that. We opened a hospital, for 
example, in Salisbury, N.C. On the day we opened it we could not 
fill it up to the full rated capacity of 973 beds, so what we did was put 
it up to the limit of about 400 average daily patient load with as many 
doctors as we could get. As time went on we kept adding patients 
and we kept adding doctors until finally we got more of both there. 
In the meantime there were a great many beds there which were still 
unavailable because we were not able to fill them up in that period of 
time. 

There are many hundreds of beds across this system that are un- 
available to us because they are in process of activation. In other 
words, the hospital is built, the hospital is opened, but it takes time 
to fill every single bed. So we have a great many empty beds during 
this period. 

There were the unavailable beds at Swannanoa not required to meet 
current operating plans. That means there are no patients and no 
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pressures. Also unavailable there are beds in process of activation 
that we will eventually fill. There are empty and unavailable beds, if 
I may, for other reasons. 

Let me run down the chart. In this hospital there are 2 wards, 25 
beds apiece. This is the NP service. They are empty because we 
cannot recruit staff.. That is Dublin all over again. ‘Help wanted. 
Psychiatrists and nurses.’’ Fifty beds unavailable, no psychiatrists. 
Fifty unavailable beds, no doctors. 

Mrs. Burcu. Will the gentleman from Georgia yield? 

Mr. Mircue... | am giad to yield. 

Mrs. Burrcu. Mr. Administrator, you threw out a challenge to me 
a while ago. 

Mr. Wauirtier. Very courteously, I hope. It was not in that sense. 

Mrs. Buircu. I think it is a challenge, and I want to accept it. You 
said the hospital in Dublin would be opened if the staff could be re- 
crepter, and that you would take recommendations if we could find 
them. 

Mr. Wuirtier. We certainly would be delighted to accept the 
recommendations of able doctors. 

Mrs. Burrcu. Do you have the money to operate those beds if we 
did recruit them? 

Mr. Wuirtier. No. There are procedures that I must go through. 
I must make a request. I have an authorization up to 500 beds. 

Mrs. Burcu. I believe I can speak for every service organization 
in the State of Georgia plus the State department of veterans’ service 
plus every Member of Redes that we will make it our business to 
recruit medical staff for that hospital if you cannot do it. 

Mr. Wuirtier. Fine. 

Mrs. Burcu. If you will provide the money to pay them. We can- 
not recruit people to work for nothing, but we can find them and we 
can staff the hospital. I believe I speak for all of us when I say that 
can be done. 

What I want to know is, do we have your backing? Are you going 
to take them if they are recruited? 

Mr. Wuirtter. First, Congress is very generous in the matter of 
pay. You voted a pay bill for which I am sure the Medical Depart- 
ment thanks you. eae we will be delighted to get the doctors. 

Mrs. Burrcu. You said you wanted us to get them. 

Mr. Wuirtier. Yes. I mean that. If you get them for us, we will 
be delighted. 

Mrs. Burrcu. Purdon me. You said you could not. 

Mr. Wuirtier. That is correct. If we can use them in Georgia, 
we certainly will to solve the Georgia situation. We will do everything 
we can and, more than that, if you can recruit additional doctors that 
we can use where we have other critical situations, we will certainly 
do that. 

Mrs. Burcu. We were talking at this time about the situation at 
Dublin, and the challenge that you threw at me concerned the situa- 
tion at Dublin. 

Mr. Wuirtrer. I will request the Bureau of the Budget 

Mrs. Burrcu. Just a minute, Mr. Administrator. We were talking 
about Dublin. I have been here only 4 years, but, long before I came 
here, those beds were not available for use for our veterans. I have 
been to the veterans hospital at Dublin many times. I have had rela- 
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tives there. I have had close friends there. Immediately before the 
President’s occupancy of the White House, he went to Augusta. Iwas 
at the hospital at that time with the wife of a man who was a patient 
there. I stayed with her a week. Everyone was very dreary at the 
time because they were afraid the hospital would even os closed down. 

The nominee, or the man who had been elected and who would take 
office in January, visited at Augusta. While he was there, those men 
on the wards got in conversation with him and he told them that that 
hospital would be put in full operation just as soon as he took office. 
It was on Thanksgiving Day. Those veterans felt that they had a very 
happy Thanksgiving and something really to be thankfu! for. It is 
6 years later. Not a single extra bed has been put in operation at 
Dublin. Who is at fault? Is it the Congress? 

Mr. WaurrtieEr. It is definitely not the Congress. 

Mrs, Burrcu. Is it your department? 

Mr. Waurrtier. No. I think it is not the VA’s fault. It is the 
fault of an acute situation—lack of staff. If nothing else comes out 
of this hearing—and I am sure a great deal else will—this may solve a 
serious problem. 

To answer your question as briefly as I can, the answer is “‘Yes’’; 
if you will provide staff, I will certainly sit down and review it with 
the medical department and recommend that there be additional GM 
and S beds at Dublin. I do not want to commit the VA absolutely 
until I confer with the doctors, until I confer with Dr. Quinn. But, 
basically, without tying me to specific figures, the answer is “‘Yes’’; 
I will be delighted and, perhaps, together we can work out a very 
serious situation. 

Mrs. Burrcu. May I ask the director of the State department of 
veterans service to stand. Mr. Wheeler, can we meet that challenge? 

Mr. Pere Wuee.er (State director of the Georgia Department of 
Veterans Service). If the Veterans’ Administration will make the 
money available, and the doctors we attempt to recruit know the 
money is available on a long-term basis, I am sure we can. I do not 
think you can recruit a doctor with the money not having been 
appropriated or set aside for that purpose. 

rs. Burren. I am calling your hand, Mr. Administrator. I am 
ee your challenge, unequivocally. Are you backing down on 
this? 

Mr. Wuirtier. No. I said, briefly, the answer to your question was 
“Yes.” I said that. But there is one point that, perhaps, has been 
missed here, and that is that I have already recommended the full 
use of Dublin. You understand that. As a result of the conferences 
with Mr. Mitchell, we have already recommended the full use of the 
500 beds for domiciliary care. The recommendation for the use of 
every bed at Dublin has already been made and is now sitting at the 
Bureau of the Budget. 

What I said was 

Mrs. Burren. Your fulfillment of your part of this challenge is 
qualified? 

Mr. Wuirrtier. No; there is no qualification whatsoever. Without 

ualification. You understand that I have already recommended 
the full use of this hospital and every bed in it. 

Mrs. Burrcn. Yes, for domiciliary care. 

Mr. Wurrtier. Yes. 
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: — Burtcu. We are talking about adding some extra GM and S 
eds. 

Mr. Wurrrier. The only qualification I make is‘ that I will now 
have to review my ofigtnial ‘recsdamneriaation. fT would like to review 
that situation. The answer to your question is ‘‘Yes’’;I will certainly 
be delighted to review it and, if we can find adequate staff and the 
pressures are there available, as they appear to be, make some recom- 
mendation that there be GM and S beds and we reduce the domiciliary 
care by that amount. 

Mrs. Burreu. Can we recruit the doctors on the basis that they will 
be paid, that they will be put on the staff there? 

Mr. Wuirrter. You understand, if I make a recommendation it 
must be approved by the Bureau, and any money request must then 
go thegueh the Congress as a matter of appropriation, but I shall 
certainly do that. 1 am sure the Congress will grant it. 

Mrs. Burrcu. May I stop right here now and ask the director of 
the State. department of veterans service: Does what the Adminis- 
trator has just said in any sense help us any? 

Mr. Wuezeter. I would like to say it is my opinion that the trouble 
in the past has been that the Veterans’ Administration has not asked 
for the money to be set aside for the purpose of long-term hiring of 
doctors at Dublin. I do not think you would be able to get a doctor 
to go down there to Dublin under the current policy, not knowin 
from day to day whether or not he would be relieved of his duties. 
think the doctors must have a firm and definite policy intending to 
keep these beds open over a long period of time. If they do that, you 
could get the doctors. 

Mrs. Burtcu. You cannot recruit them until they come forth with 
the money and say they have it? 

Mr. WHEELER. Until there is a firm commitment from the VA that 
these beds will remain open and the doctor will have some sense of 
security that he will be there over a period of time. 

Mr. Wuirttier. The doctors who have come to work for the VA 
have come to work on a permanent basis. Actually, where beds have 
opened, the historic and traditional thing has been that the beds have 
gone, as the charts will show, up and up and up, barring an unusual 
situation. 

I am new at this. You have been around 4 years, Mrs. Blitch. I 
have been here 7 months in this particular job. That just startles 
me. Iam sure that any doctor who is hired under civil service can be 
assured of reasonably permanent tenure, and the beds will, by and 
large, remain open. 

Mrs. Burcu. The State department of veterans service cannot 
hire the doctors. They can only make them available. 

Mr. Wuirttier. We hire them. 

Mrs. Buitcn. The Administration will have to hire them. 

Mr. Wuirtier. Up to one point. I will make some qualifications. 
The VA must insist that we have high medical standards and that we 
have doctors who meet the VA standards, because we insist that the 
veterans get fine care, and we would like the right to review the 
qualifications of those doctors, of course, because we insist upon 
first-class medicine and first-class doctors. 

Mr. Mircnewt. Will the gentlewoman yield? 

Mrs. Burren. Yes. 
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Mr. Mrrcnevt. Mr. Administrator, on the question of staff, as 
you reiterated, your recommendation is that Dublin be utilized to 
the full capacity of its domiciliary beds. The lack of staff, as I 
understand it, has been the explanation for not opening Dublin for 
many years, long before you arrived on the scene. 

Mr. Wuirtizr. Long before I was here. 

Mr. Mrrcne.y. Accepting that as being true for the purpose of 
further questioning, the same does not exist in the Atlanta area. 
You have abundantly qualified personnel available there, do you 
not, and also the facilities of Emory and Henry University? Is that 
not true? 

Dr. Mippteron. That is true. 

Mr. Mircue.y. I am directing these remarks to the comments in 
Dr. Middleton’s earlier statement that, other than the domiciliary 
patients being transferred to Dublin, there are no plans for additional 
either new construction or opening of beds in Georgia. Is that correct? 

Dr. Mippieton. That is correct. 

Mr. Wuirtter. I would say that is true, but the Florida beds will 
take some pressures off. I would like to say and reiterate what I said 
on the first day of my testimony and earlier this morning, that there 
was a tremendous building program planned which I think went to 
153,000 beds, if I am correct. Some of the older hands may remember 
this. Then it was cut. back some 16,000 beds, including Gainesville 
in, I think, 1948 or 1946—I have forgotten the exact year. 

That, program is just now finishing. When we finish the 1,000 NP 
beds at Palo Alto, when we finish the 1,000 beds at Brecksville, the 
long-range building plan which followed World War II will have been - 
completed and it is essential now that we plan and we have guidelines. 
I think this is what initiated the President’s study in this field, and 
initiated, I think, in part, the letters from this committee. Not just 
for Georgia but for the entire Nation a policy and guidelines must be 
worked out. 

That is what this committee, I think, is attempting to do. If we 
are able to do this working mutually together, we will have solved a 
tremendously plaguing problem which has bothered every Adminis- 
trator and every Congress for many years. 

Mr. Mircueut. I think that is true. You are familiar with the 
situation in Atlanta. In an extremely populous area and with any- 
where from 108,000 to 200,000 veterans in that area, we have 300 
beds and a 40-year-old facility. 

Do you not feel, Mr. Administrator, that the situation being as it 
is, if you were to open GM and S beds at Dublin that would provide 
only temporary relief at the best? 

Mr. Wuirrtier. Mr. Congressman, you can solve the Georgia situ- 
ation on a temporary basis; you can solve the California problem on 
a temporary basis, ce that is local and provincial. You need an 
overall policy. The President’s study, of which you have a copy, 
clearly points out that the service-connected load is going to decrease 
very sharply. We are not talking service-connected. We are oe 
only non-service-connected. This is the load of non-service-connecte 
in all hospitals going up until 1986. 

Mr. Mircueii. What I do not understand, Mr. Administrator, is 
the statement that there are no plans. Is there not even a move 
afoot to survey the situation in Georgia as well as elsewhere? 
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Mr. Wuirtier. This study was the very beginning of that, you 
see, to determine first what the demands were going to be. Here 
are the demands, the load in 1986. This load will not decline. The 
load will increase ateeby and substantially until the year 1986 in 
non-service-connected. here are several possibilities. 

What is the Congress to do? Are you going to keep exactly the 
same number of beds? If you keep exactly the same number of beds 
and hospitals, of course the pressures for non-service-cunnected will 
rise. If you live with the pressures in Georgia, I live with the pres- 
sures from all over America. Here they are. They will push up. 
You will take care of a lot more service-connected. Are you going 
to take care of it in the same proportion that you do now? 

There will be more older veterans; as you get older, the illnesses 
show up, the diseases show up. The wonder drugs which save men 
from some acute disease in early life, letting them grow to an older age 
to become victims of chronic and longer lasting diseases when the 
demand for beds will be longer, will actually increase the requirements. 
Actually, with wonder drugs with some of the other diseases, we were 
able to seduce workload, but it meant the demand for beds would 
one day be greater and longer. Look at this tremendous thing. 

Mr. iGiesaetss I understand that you definitely are going to 
have to do long-range planning, and I certainly appreciate the 
complexities of your position. It is a complex problem with which 
you are confronted 

But what I am seeking to determine is, what is the policy to be? 
There are many acute pressure points throughout the country. 
Some are more pressing, I realize, than the situation in Georgia, but 
it is also one of the critical pressure’ points, is it not? 

Mr. Wurrtier. It certainly is. There is no question, sir. 

Mr. Mrircuetu. In New York, you have a pressure point. After 
adding 700 beds you will still have a pressure point in Florida. You 
have one in California. I refer not to the long-range planning, but 
what is the immediate thinking and planning of your department with 
reference to doing something in the near future toward cutting down 
these disproportionate waiting lists at these critical pressure points? 

Mr, Wuirtier. I think Dr. Middleton would like to answer that. 

Dr. Mipputeton. Mr. Chairman and gentlemen, these are matters 
of routine and special studies. At the present time we are conducting 
regional studies in all pressure areas of this country. It so happens 
that Georgia is not one of the extreme pressure areas. It is an area 
which does need consideration and it needs consideration from a stand- 
point which has not been stated up to this time in the hearing. We 
inherited a situation in Georgia that was rather anomalous. Had we 
had our choice, now, with hindsight, we would have had large hospitali- 
zation in the more populous areas. Certainly we would not have had 
a 900-bed hospital at Dublin, Ga. That should be a matter of record 
of our thinking. 

So far as the total picture is concerned, we realize that in the medical 
centers at Augusta and Atlanta, there is a potentiality for recruitment 
and a definite supporting staff of consultant and attending physicians 
which does not exist at more remote points such as at Thomasville 
and Dublin. Knowing all we know in 1958, in 1946 and 1948 Dublin 
would not have been in our building program. ‘This is not said with 
any derogatory intent to the service at Dublin. Tribute has been 
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aid on all sides, and I know the situation at Dublin and canstand 
ehind it. We are quite proud of it. 

We must live with the situation and we must resolve our problems 
on a regional basis without the oversight of the particular pressures 
of our Atlanta, of our New Orleans, of our St. Louis. These are all 
being carefully considered. The southeastern situation is one which 
concerns us greatly. 

Mr. Mircueui. Thank you, Doctor. I appreciate your statement. 
Of course, I do not think as far as that particular area is concerned 
that you are very encouraging. You have evaluated the situation 
for the Nation at large. 

Mr. Mippueton. If we had our choice in 1958, we would have 300 
added beds at Atlanta rather than 300 added GM andS beds at Dublin. 
That is said in all seriousness, and should be a matter of record. 

Mr. Mircue .t. I think that is true. 

Mr. Chairman, I want at this time to express to you and the mem- 
bers of the committee my thanks for your indulgence and for the 
time taken at the hearing this morning. 

The Cuarrman. I would like to suggest that we continue and finish 
with the situation on Georgia. We have gone this far, and we might 
as well go the rest of the way. 

(Mr. eeler’s prepared statement follows:) 


GroraiA’s NEED FOR AN ADDITIONAL HospiITAL AND BEDS 


Mr. Chairman and members of the House Veterans’ Affairs Committee, I am 
Pete Wheeler, State director of the Georgia Department of Veterans Service, 
and I am appearing in this capacity as well as a veteran and a private citizen 
because I am profoundly interested in the hospital situation for veterans in the 
State of Georgia. I appreciate very much this opportunity of appearing before 
your committee and at the outset would like to say a few words giving the back- 
ground of the hospital situation in Georgia and particularly in Atlanta and the 
north Georgia area, 

From 1946 until 1952 we had in Atlanta a hospital known as the Lawson 
General Hospital with a capacity of 650. In 1946 the Veterans’ Administration 
decided to abandon Lawson General Hospital and move some of the patients over 
to the Augusta Hospital, and at that time we were promised by the President and 
the Veterans’ Administration a 500-bed hospital in Atlanta. We had Hospital 
48 in Atlanta with a 300-bed capacity which had been used as a tubercular hospital 
and we were promised at that time the Veterans’ Administration would remodel 
and renovate that hospital adding 200 beds making a 500-bed hospital in Atlanta. 
Somewhere along the line that idea was sidetracked and it was proposed that a 
new 500-bed hospital be erected at Emory University near Emory University 
Medical School and the land was purchased by the Veterans’ Administration for 
this purpose, but at a later date the property was turned over to the State of 
Georgia for a center to treat alcoholics. So you see we still have only a 300-bed 
veterans’ hospital in Atlanta, Ga. 

The population of Atlanta, Ga., and the north Georgia area has continued to 
increase over the years and at this time the population of Atlanta is over 850,000 
and conservative estimates establish a 1 million population in a matter of a very 
few years. In spite of this growth Atlanta remains the largest city with the 
smallest VA hospital in these United States. 

I would like to set forth some of the reasons and justifications for a new veterans 
hospital, a 750-bed hospital, in Atlanta to serve the north Georgia area. I will 
be as brief as possible and will outline these points, not necessarily in their order 
of importance. 

1. This new hospital will render more service to medically and legally eligible 
veteran beneficiaries, which the obsolete plant and present limited number of 
beds at Atlanta VA hospital prohibits them from doing. 

2. For some reason that I fail to comprehend, Veterans’ Administration hospital 
beds are not distributed according to veteran population concentration. The 
distribution of VA beds concentrates too many veterans beds where the veterans 
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are not located, Atlanta, Ga., can easily staff a larger hospital with top-quality 
personnel as there are over 1,000 doctors in the city of Atlanta, in addition to a 
large medical school, medical centers, and many outstanding hospitals. At 
this time the VA hospital in Atlanta has between 80 and 100 highly trained con- 
sultants on their staff who are available when needed. 

3. Atlanta is a transportation, communication, educational, and cultural 
center. Because of its geographic location, its transportation and communica- 
tion centers, Atlanta will continue to grow and, as it grows, its veterans population 
will continue to increase. 

4. The 40-year-old Atlanta VA hospital is obsolete, worn out, and no longer 
economical to operate. In fact, it is bursting out at the seams everywhere. 
The walls leak, the pipes are bursting, electrical wiring is insufficient, and patients 
rooms, staff offices, and laboratory facilities are totally inadequate. here is 
absolutely no space for expansion. On the other hand, medicine and surgery have 
progressed tremendously in the past 40 years, while the VA hospital physical 
plant has deteriorated and retrogressed. 

5. The VA is committed to top-quality medicine everywhere and the Atlanta 
VA Hospital could have no finer relationship with or more wholehearted support 
from the medical sehool with which they are affiliated. I am confident the 
Emory University, Emory University Hospital, the Emory University School of 
Medicine will continue and encourage the same relationship with a new VA 
hospital as it has in the past. In fact, a new 750-bed veterans’ hospital located 
in the vicinity of the Emory University campus would materially facilitate the 
treatment and care of the ill veterans. One of the finest medical centers in the 
world is located at Emory University and its staff, facilities, research equipment, 
and laboratories would be made available to the VA hospital. 

6. Future planning in relation to the aging veteran population will require 
more beds, recognizing the increase in length of stay of the patients. We must 
recognize that these veteran patients do not merely need custodial beds, but will 
require medical care and treatment of the highest quality. The VA hospital 
located adjacent to the campus of the Emory University would make available 
specialized services needed to treat these veterans. 

7. The Atlanta VA Hospital processes approximately 10,000 Form P-i0 
applications each year, of which approximately 55 percent are rejected, in most 
instances, because beds are not available. The Atlanta VA Hospital operates 
at peak capacity, 365 days of each year and has since its activation in 1952. 
Veteran patients are treated and discharged as rapidly as medically possible and 
according to a recent Veterans’ Administration report, the Atlanta VA Hospital 
ranks fourth in the turnover rate of patients among the 176 VA medical stations. 
I believe that the VA authorizes a certain amount per day for each patient. It 
is quite obvious that the first 2 or 3 days a patient is in the hospital, the rate is 
higher because of the laboratory tests, X-rays, ete., required upon admission. 
It is then apparent that this rapid turnover in patients and the high cost during 
the first 2 or 3 days of confinement makes the operation of this hospital extremely 
difficult with the per diem authorized. 

8. No neuropsychiatric beds whatsoever are to be found in the Atlanta VA 
Hospital not even for service-connected emergencies and for that matter there is 
not a single NP bed available among the general hospitals of Atlanta except at 
one private sanitarium, the cost of which is prohibitive to most veterans and non- 
veterans alike. At least 250 of the 750-bed hospital we propose in Atlanta should 
be equipped to provide care and treatment for NP cases. 

9. There is no female section in the Atlanta VA hospital nor is there any suit- 
able beds for the care and treatment of female veterans. In spite of this fact, 
a few are accommodated from time to time. There is not a single room with 
a private bath in the entire Atlanta VA Hospital. 

10. I estimate that over 90 percent of the non-service-connected patients who 
are referred to the Atlanta VA Hospital are referred by their private physicians 
who are well aware of the veteran applicant’s financial condition and ability to 
pay. In all due respect to the fine work that these doctors are doing throughout 
Georgia and the country they can become quite critical if their patients are not 
admitted. 

To this point, I have discussed the hospital situation at the VA Hospital in 
Atlanta and have set forth the need for a 750-bed hospital, but I would like to 
take a few more minutes of your time and discuss briefly the hospital situation 
at other VA and State-operated veterans’ hospitals in Georgia. 

The VA domiciliary home in Thomasville had 1,207 applications for admission 
in 1957, and that number increased to 1,556 in 1958. tn 1957 there were 534 
veterans in that center but in 1958 that number had increased to 598. As a result 
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of this influx of veterans the bed capacity was increased from 586 to 590 and even 
this is short of the 598 confined in 1958. From 1957 to 1958 the number of Span- 
ish-American war veterans in this domiciliary has increased from 8 to 10. The 
number of World War I veterans decreased slightly from 387 to only 388. The 
number of World War II veterans increased from 126 to 188. The number of 
Korean veterans increased from 4 to 7. I believe this emphasizes my point that 
the custodial care required by our World War II veterans in particular, will 
increase as the years go by. 

In our Milledgeville State Hospital, Milledgeville, Ga., there are 503 veterans 
eligible for hospitalization in a VA hospital. Of this 503 veterans 278 are hos- 
pitalized in the Georgia War Veterans Home. 428 applications have been filed 
in behalf of the veterans at the Milledgeville State Hospital for hospitalization at 
a Federal veterans hospital. An average of 52 veteran patients are admitted 
each month to the Milledgeville State Hospital, and in too many cases they are 
admitted to this State institution because they are unable to obtain admission to 
a VA installation. + 

In Augusta, Ga., we have the VA Linwood Hospital and another VA Hospital, 
better known as Oliver General. The VA Linwood Hospital in Augusta treats 
the mentally ill and the mentally ill with tubercular conditions. The turnover 
at these hospitals and the rehabilitation of these patients is pitifully slow. There 
is always a long waiting list at this hospital. 

At the Linwood VA Hospital in 1957 there were 1,654 P-10 applications re- 
ceived. This figure increased to 1,697 during the fiscal year 1958. In 1957 
there were 267 P-10 applications on the waiting list and this number increased 
to 446 in 1958. At the Oliver General Hospital, sometimes referred to as the 
Forest Hills division, there were 174 veteran patients on the waiting list on 
June 30, 1958. 

The Dublin VA Hospital has for a number of years been operating at about 50 
percent capacity, utilizing some 450 to 500 beds. For well over a year a waiting 
list for admittance to this facility has averaged about 150, but by July 8, 1958, 
the waiting list had increased to 225. There is an additional 500 or more beds 
at the Dublin Hospital that should be put to immediate use. I sincerely recom- 
mend that the Veterans’ Administration make funds available immediately to 
activate the 500 vacant beds at the Dublin VA Hospital in order to reduce the 
waiting list of the seriously ill and disabled Georgia veterans. I believe that if 
these 500 beds are activated immediately, doctors, nurses, and attendants can be 
employed to staff these additional beds. This will immediately (1) relieve the 
overcrowded situation that now exists in the Atlanta VA Hospital and (2) will 
relieve the waiting list of 225 veterans who have made application to the Dublin 
VA Hospital. I might further emphasize the need for this immediate action by 

inting out that in 1957, 4,284 P-10 applications were made to the Dublin 

ospital and only 2,937 veterans were admitted. Such action as I have pointed 
out could be taken by the Veterans’ Administration in a matter of a few minutes. 
The sick and ill veterans of Georgia cannot and should not be expected to wait 
many, many months for hospitalization during the 2 or 3 years it will take to 
build a new 750-bed hospital in Atlanta, Ga. 

In closing, members of the Veterans’ Affairs Committee, let me repeat that the 
hospital situation in Georgia is critical and the waiting lists continue to grow 
day by day. I urge your favorable consideration of our plea for a 750-bed VA 
hospital in Atlanta, Ga., and for immediate temporary relief by activating 500 
beds at the VA hospital in Dublin, Ga. 


Mr. Mrireue.u. Doctor, would you like to come up? 


STATEMENT OF DR. ARTHUR P. RICHARDSON, DEAN, EMORY 
UNIVERSITY SCHOOL OF MEDICINE 


Dr. Ricuarpson. Mr. Chairman, I have enjoyed very much listen- 
ing to the discussion this morning. 

Firet off, I would like to say I am sure all of us in medical schools 
are quite aware of the responsibility which we face with the developing 
shortage of physicians which is now acute and will become more 
acute in the future. We are particularly aware of the responsibility 
we have in relationship to the veterans’ hospitals. 
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I am sure that what I might say might be repetitious, but it has 
been my experience with every medical school with which I have 
had a relation and which has had a dean’s commitiee hospital, that 
the relations between medical schools and veterans’ hospitals has been 
really of mutual benefit. I think it has helped in the problem of 
medical education, without doubt. I think it also has been extremely 
helpful to the Veterans’ Administration in the problem of recruitment. 

This has been alluded to by Congressman Mitchell. In relation 
to Georgia, there is one problem which I would like to point out 
which does not appear in the cold, hard statistics. 

Georgia stands in rather a unigue position in relationship to the 
distribution of population. This is, I think, unique among most 
of the States. Here is a State of somewhat over 3 million people. 
Roughly 1 million of these are concentrated in 2 counties. This has 
come about because the railroads are all concentrated and go through 
Atlanta and the airlines go through Atlanta. Atlanta has been the 
cultural and financial center for a large portion of the State and for 
the area of the Southeast. 

This has created problems. Whether it is wise or unwise is beside 
= point. It does mean there are special problems which relate to At- 
anta. 

For example, I am sure that in the outlying communities we do 
have the problem of their looking to Atlanta for help, both for advice 
and actually usually for direct help. 

The Atlanta Hospital, as I see it now, is under extreme difficulty. 
In the dean’s committee, which has met repeatedly, we have found 
that the job which has been done has been extremely satisfactory. 
We are very proud of the staff out there, as we are of all the veterans’ 
hospitals, 1 am sure. 

On the other hand, this has been essentially acute care, and it has 
been an acute hospital pretty largely. We have many instances which 
make it extremely difficult for us. I have seen correspondence and 
criticism heaped upon the Administrator when it has been impossible 
for him to take patients in a particular hospital. It is very difficult to 
explain. They have simply had to assign a priority for acute medical 
care, and the result is that this has changed the whole nature of the 
practice in this particular hospital. 

When this occurs, I feel in all likelihood we have a situation in which 
the demand in Atlanta is far greater than would appear on the record. 
It has been going on for so long now that a good many communities 
that would ordinarily seek help in the Atlanta area have learned there 
is no point in going to Atlanta, and therefore really the need is greater 
than is apparent on first observation of the statistics. 

A question has been raised about the recruitment of personnel. I 
want to say just one word about this. Why do doctors go on the 
medical staff of the Veterans’ Administration? They certainly do 
not do it for money, because the opportunity in private practice 
today for a well-qualified man is far greater than it is in institutional 
practice of the type of being with the Veterans’ Administration, The 
man, then, must be dedicated in the first place, or at least he must 
be doing it because he considers this a step or at least an opportunity 
to a better position later on. 

What are the other opportunities open to him? In the first place, 
he feels that he has time to obtaim experience, to improve his pro- 
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fessional competency. Also, if he is fortunate in being at a dean’s 
committee hospital associated with a medical school, he is given a 
faculty title and this then gives him an opportunity, perhaps, if he 
so desires, of eventually going into academic work. 

It is possible, therefore, for the dean’s committee hospitals to 
recruit or help in recruitment in a way which is not possible in a 
town such as Dublin, because the doctor feels isolated to some extent. 
He is not associated with his colleagues in the same way he is in 
Atlanta. This, I think, is the real problem and why it is difficult to 
obtain personnel in Dublin. A young man who goes down there, 
who would go in perhaps because he was dddsoated. to the problem, 
dedicated to the Veterans’ Administration, would feel that he might 
be isolated, which would prevent him from eventually obtaining out- 
standing competence. 

This is the advantage that the dean’s committee hospital has over 
the nondean’s committee hospital, and is particularly important in 
relationship to the center of population. 

I think that is all that I have to say. 

Mr. Mrreneii. Thank you very much, Doctor. 

I think what the dean has pointed out is the acute need, which is 
representative of New York, Nebraska, and many other areas of this 
Nation. What I cannot understand and do not see today is any 
policy in behalf of the Veterans’ Administration as to what they will 
do about it. 

Mr. Chairman, I submit I have not heard any explanation. We 
have waiting lists in Atlanta and all over the country. I hear some- 
thing about long-range planning for 1986, but I would recommend and 
suggest most strongly, Mr. Administrator, that there be some move 
afoot immediately to remedy these pressure points. 

The Cuarrman. Mr. Administrator, may I ask you one question 
on Georgia. You have the old Oliver General at Augusta with 400 
beds, or something like that. I assume that is an old Army canton- 
ment-type hospital. 

Dr. Mippueton. In the main it is an old hotel. 

Dr. Cowen. 425 beds. 

The Cuarrman. Is there any possibility of using beds there? Are 
the whole 2,240 beds a hotel? When you obtained it from the Army, 
there were 2,240 beds. 

Dr. Conzen. The balance are surplus and, to my knowledge, may 
not even be there. 

The CuarrMan. Does anybody from Augusta know? 

Mr. James E. Powers (Macon, Ga.; national executive commit- 
teeman for the American Legion, department of Georgia). Mr. Chair- 
man, there are 420 that they are operating in the old hotel. The other 
is cantonment type which does not exist any more. 

The Cuarrman. Any more questions? 

Mr. Mircue.u. I have a good many questions, but apparently 
from what we have heard, even though we have a 300-bed hospital 
serving over 1 million people in the State of Georgia, an antiquated 
facility, there is no plan to remedy the situation. 

Dr. Mippieton. Mr. Chairman, I thought [ had spoken respon- 
sively to the judge’s question before, but let me make it clear for the 
record that there are current surveys of every pressure point by areas 
and not by States, with the thought that we must make the facilities 
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for the veterans available according to the need. The need does 
exist in other points even more critically than in the Georgia area. 

Georgia and the Southeast area is being carefully surveyed at the 
present time, with the thought of bringing up 

The CHarrMan. With the thought of submitting recommendations 
to us? 

Dr. Mippieton. To submit recommendations to this committee 
for correction of such pressure areas as require the same. 

The CuHarrMan. Is there any kind of time schedule on that? 

Dr. Mippueton. I could not give you the immediate time. I 
know they are studying it. 

Dr. Conzun. That is correct, sir. We have 3 or 4 different studies 
underway. When they are completed, whichever area of the country 
poses the greatest problem in terms of need for additional beds is the 
area that they then study. 

The CuarrMan. You cannot study it forever. There must be 
some time schedule on it. Can you make any suggestion as to when 
you might make a recommendation to this committee? 

Dr. Couen. I believe that such a study in the State of Georgia 
could be completed probably by the end of this calendar year, sir. 

The CuatrmMan. What about the overall picture, Dr. Middleton? 
The end of the year? 

Dr. Mippueron. I think the end of the fiscal year would cover that, 
sir 





May I take this opportunity, Mr. Chairman, to express my appre- 
ciation to Dean Richardson for his expression of confidence in the 
program of the department of Medicine and Surgery and the dean’s 
committee hospitals. It is extremely important in terms of the level 
of veteran care. Apparently he is making a pitch for our recruitment. 

The Cuatrman. Mr. Administrator, in the morning at 10 o’clock 
we shall start on page 40 with the type of bed not required to meet 
current operating plans, and we shall carry through. 

The committee is adjourned until 10 o’clock tomorrow morning. 

(Whereupon, at 11:45 a.m., the committee adjourned, to reconvene 
at 10 a.m., Friday, July 18, 1958.) 
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FRIDAY, JULY 18, 1958 


Hovskr or REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 


The committee met at 10 a. m., in room 356, House Office Building, 
the Honorable Olin E. Teague (chairman) presiding. 

The Cuarrman. The committee will come to order. 

We have a statement from our colleague Congressman Paul Rogers, 
of Florida, which we will insert in the record at this point. 

(The statement referred to follows:) 


STATEMENT OF Hon. Paun G. Rogers, MEMBER OF CONGRESS, TO THE HosprraL 
SUBCOMMITTER, House VereraANs’ AFFrarRS COMMITTEE 


Mr. Chairman, thank you for this opportunity to express my great interest in 
the need for more VA hospital beds in the State of Florida, 

There are approximately 500,000 veterans in Florida, and an even larger 
number in the Bate during the winter months. Florida is one of the fastest 
growing States in the Union, and the veteran population is increasing also. 

With this large veteran population, the need for hospital beds is acute. The 
ratio of veterans per bed in the United States is approximately 183 to 1, while in 
Florida it is 388 to 1. These figures are with reference to medical care only. The 
very serious problem of the neuropsychiatric patient is the distressing one when 
you realize the per bed ratio of the United States is 396 to 1, while the Florida 
ratio is 3,862 to 1. 

The VA owns land in Gainesville, Fla., for a new hospital, but there are at 
present no funds for this facility. This project has been delayed since as early 
as 1948, when the plans were completed. This facility would now have the added 
a of location close by the new Florida Medical Center at the University 
of Florida. 

The existing hospitals in Florida are totally inadequate. There are only 1,320 
beds for our veterans. The present building in Coral Gables is an old converted 
hotel. This situation in Lake City is also bad, where the VA spent $5 million on a 
new administration building and is considering a new recreation wing, while the 
number of beds are insufficient to answer our needs. While these buildings require 
exhaustive repair and maintainance, overcrowded conditions demand their 
continued use. 

I have introduced two bills to increase the number of beds in Florida, H. R. 
3653 provides for the construction of a VA hospital of 1,000 beds in the State, 
600 beds to be set aside for general medical and surgical patients, and 400 beds 
for neuropsychiatric patients. H. R. 13221 would provide not less than 2,000 
additional beds for Florida’s disabled veterans. 

Mr. Chairman the need for these beds in Florida is great, Florida’s population 
is increasing at the rate in excess of 3,000 per month; many of these people are 
veterans. Florida is already behind, and the situation is growing more serious 
every day. I sincerely hope that this committee will grant us the relief that is 
so vital to the welfare of this country’s veterans, 


The CuarrmMan. Mr. Whittier, I think we agreed to start on type 
of bed not required to meet current operating plan. 

Mr. Wuirttrer. We did indeed, sir. 

On my desk this morning I found an item that may be of interest 
to you. It says a contract was entered into this date with Over- 
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street, Ware & Ware and Reynolds, Smith & Hills for architect- 
engineer service on the Jackson 500-bed hospital project. So that is 
moving forward. 

I think probably it would be wise if I turn this part of the hearing 
over to Dr, Middleton and to Dr. Cohen who are much more com- 
petent, I am sure you will agree, on the specific hospitals. 

The CuHarrMan. Before this hearing is over Mr. Administrator, I 
want to get on the record what has happened to the hospital here in 
the District. 

Mr. Wuirtrer. We would be delighted to tell you, sir. We have 
set up a time schedule and we are doing everything we can to move 
forward on that. Congressman Broyhill has lived with that very 
heavily and some others have as well. I want you to know, as [ 
told all of them, we have set a time schedule and we are pushing just. 
as hard as we can. 

The Cuarrman. Dr. Middleton. 

Dr. Mrppteton. Mr. Chairman, the question that you are raising 
is relative to the unavailable beds, I gather? 

The Cuarrman. Right. 

Dr. Mippueton. Dr. Cohen has those materials in hand for you, sir. 

Dr. Conen. Mr. Chairman, the first hospital on the list is Batavia, 
N. Y. Here we have 20 unavailable beds. 

The CuarrMan. Twenty or twenty-five? 

Dr. Conen. Twenty, sir. The other five are unavailable because 
they are in the process of activation. 

Mr. Wuirtier. Mr. Chairman, I think it might be wise if we 
checked to see that we are using the same list. There was a list 
originally submitted as of December 31. You asked for a current 
list which we have, I believe, as of June 30. 

Dr. Conen. That is on page 10, sir. 

Mr. Wuirtier. I don’t think that it makes much difference which 
list we use as long as we are both using the same list. 

The Cuarrman. Dr. Cohen, which list are you using? 

Dr. Couen. I am using the page 10 list in the July 15 handout. 

Mr. Chairman, those of you who have a book dated July 8 will 
find it on page 14. Those of you who have a book dated July 15 
will find it on page 10. 

Mr. WuittiseR. These are the most recent figures. I would like to 
point out that sometimes these things change by seasons and patient 
pressures, but these are the very latest figures that the committee 
asked for. 

Dr. Cowen. At Batavia, sir, we have 20 unavailable beds. They 
were in the tuberculosis category. I would like to point out that this 
station has been converted from a hospital which was limited to tuber- 
culosis patients prior to September 1955 to a hospital which is now 
predominantly serving GM and S patients. This conversion has 
taken place during the past 2 years, but the largest bloc of patient 
increase has taken place in the last few months. 

We have increased the GM and §S patient load at Batavia by 85, 
which is intended to support the only hail waiting list in New York 
State, namely at Buffalo, and also to support the reduction in beds 
at Bath where we are undergoing a major modification. 

The CuarrmMan. What will happen to these 20 beds in the next 
6 months? 





VETERANS’ ADMINISTRATION HOSPITALS 4107 


Dr. Couen. In the event the demand increases and we can provide 
a more diversified type of staff than we now have at the hospital they 
are available for further use. 

The CuarrmMan. What is the waiting list in the vicinity of Batavia? 

Dr. Conren. At Buffalo there is a waiting list which in the fiscal 
year 1958 has averaged 101. These are month-end figures averaging 
101, which is not an excessive waiting list for a hospital of nearly 
1,000 beds in size. 

The CuarrmMan. So you now have the power to use these beds for 
GM and S if you choose to? 

Dr. Couen. Yes, sir. 

The CHatrRMAN. But to use them you must go to the Bureau of 
the Budget for additional money? 

Dr. Couen. That is correct, sir. E 

The Cuarrman. All right, sur. Any questions on Batavia, N. Y.? 

Mr. Fino? 

Mr. Fino. No questions. 

The Cuarrman. Let us go to Ohio. 

Dr. Consn. Brecksville, Ohio, sir, has 46 unavailable beds. These 
beds have been inactive since 1955, and actually are not truly avail- 
able for the use of patients since they have been converted to recrea- 
tion and rehabilitation areas. They have not been dropped from the 
census as unavailable beds because of the ground rules that if they 
are convertible back to bed use—in other words, if there has been 
no major structural change—we continue them in the list as available 
for use in the event of a major emergency. 

The CuarrMan. What is the waiting list there? 

Dr. Couen. There is practically no waiting list at Brecksville. It 
has been an average of one during this year despite the increase in 
servicing of the Ohio area. At Cleveland there is practically no 
waiting list despite the 111 unavailable beds. Actually at Cleveland 
our waiting list averaged 68 in fiscal year 1958 for a hospital approxi- 
mately 700 beds in size. 

The Coarrman. Any questions on Ohio? 

All right, Castle Point, N. Y. 

Dr. Congen. At Castle Point, sir, we have 209 unavailable beds. 
The waiting list at Castle Point has been extremely small. It 
averaged 4 this year, 6 the previous year, and 7 the year before that. 

The CuHarrMan. What type of hospital is Castle Point? 

Dr. Conen. Castle Point is a tuberculosis hospital. 

THe CuHarrMan. I mean the physical plant. 

Dr. Conen. It is a series of finger buildings. 

The CHarrMAN. Permanent type? 

Dr. Conen. It is permanent-type construction. It is very old or 
relatively old. It has been a problem to us. It was the hospital that 
had structural difficulties dating back to the days of the late twenties 
or early thirties. I do not recall exactly, sir. 

The CuHarrman. There is no thought of using Castle Point? 

Dr. Conen. The only waiting list in the metropolitan New York 
area, sir, is neuropsychiatric. We have given careful consideration to 
the possible use of Castle Point’s facilities for the care of NP patients, 
but the physical plant of the building is not suitable and we felt that 
focusing our attention on Montrose by the construction of the attend- 
ants’ building and making available the additional 190-bed building 
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at Montrose would be a more feasible way of helping the problem in 
the NP area. 

The Cuarrman. Any questions on Castle Point? 

Mr. Fino? 

Mr. Fino. Where is Castle Point? 

Dr. Conen. Castle Point is at Beacon. 

Mr. Fino. You have 209 beds there. What is the total capacity? 

Dr. Couen. The total capacity at Castle Point is 512, sir. 

Mr. Frno. So a little less than half are not being used? 

Dr. Conen. That is correct, sir. 

The Cuarrman. Are all the other beds being used for TB, sir? 

Dr. Conen. All but 27, sir. The average patient load in fiscal 1958 
included 27 GM and S patients who are only the patients from the 
immediate Beacon area. 

Mr. Frvo. How close is this hospital to Montrose? 

oe CoueEn. I believe Dr. Casey could give us the exact figures on 
that. 

Dr. Casey. I think it is approximately 18 or 20 miles. 

Mr. Fino. In view of the fact that we have such a long waiting list 
at Montrose I think the Administrator of the VA should make every 
effort to utilize these beds to absorb this waiting list at Montrose. 
We have 209 beds there. I am sure they have linens on them and are 
ready for use. 

Dr. Conen. As I pointed out before, Mr. Fino, we explored that 
possibility. The buildi dings were originally constructed a great many 
years ago for tuberculosis patients and would not be feasible for the 
care of NP patients without a major structural change at that station. 

Mr. Fino. Which would cost how much? 

Dr. Counen. I could not answer that, sir. 

Mr. Wuirtier. Mr. Fino, as was also pointed out, an effort is 
being made in other directions to help alleviate the situation in 
Montrose. 

Mr. Fino. That situation up at Montrose has existed for a long 
time and it has not improved and it will not improve, as you agree. 
I think the VA should make every effort to utilize these 209 beds, 
especially when it is in such close proximity to Montrose. 

Dr. Couen. I mentioned the other day, Mr. Fino, as far as the 
Montrose reconstruction is concerned, there is approximately $76,000 
in the fiscal 1959 budget for technical services for the program for the 
construction of a 100-unit building to house attendants. 

Mr. Fino. That might not become a reality until 1961 or 1962. 

Dr. Conen. That is ture, sir. 

Mr. Fino. There would be a delay. 

Dr. Conen. We could not possibly make any changes at the Castle 
Point Hospital to make it suitable for NP patients for a long time 
further in the future than 1961 or 1962. 

Mr. Fino. How about Newport? Do you have an overload or 
waiting list there? 

Dr. Couen. They are all NP patients, the same situation as exists 
at Montrose. There is no true demand in the metropolitan area that 
we cannot satisfy with the existing beds except for neuropsychiatric 
patients. 

Mr. Fino. My concern is the NP patients. That load is increasing 
and will increase as time goes on. I think the concentration of the 
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VA should be more for NP treatment and care. Here you have a 
hospital with 209 beds lying dormant and we have a waiting list of 
NP’s. It is very hard to justify it. 

Mr. Sisk. Would the gentleman yield for a question? 

Mr. Fino. Certainly. 

Mr. Sisk. I would fikce to ask Dr. Middleton just to what extent it 
is necessary to modify or to change a hospital of, say, normal con- 
struction to make it useful or adequate for NP patients in view of the 
new type of drugs being used? Are radical modifications required, 
Doctor’ 

Dr. Mippteton. Mr. Sisk, the question can be better answered by 
Dr. Casey, who is in charge of the neuropsychiatric service, sir. 

Mr. Stsx. Mr. Chairman, I do not want to throw us off the track 
here, but I ask it in view of the fact that the question has come up 
here and I know this is one of the questions that has arisen. 

Mr. Fino. That is in line with the thought I expressed. 

Dr. Mippteron. That is a very pertinent question, sir. 

Dr. Casry. The fundamental thing would be the question of in- 
stalling tension screens on the windows and changing the water sec- 
tions, the toilets and washrooms for those patients to make them able 
to be able to take care of them without getting wet. 

While [ am on my feet here I would like to add in relation to the 
beds at Castle Point we would be extremely hard put to staff those 
with psychiatric personnel. The staff at Montrose would not be able 
to take care of those. They have about all they can handle at the 
present time. 

The Cuarrman. Dr. Casey, tell the committee what you have done 
around the country; for example, at Marlin, Tex. o you know 
what they did down there? 

Dr. Casry. I don’t believe I do, sir. 

The CuarrmMan. Let me tell the committee. There is about a 2,000- 
to 3,000-bed NP hospital at Waco, Tex. About 40 miles away is a 
GM and 8S. They had a psychiatric ward on the top that they kept 
vacant for 2 or 3 years. Finally, we talked to the manager and the 
manager said if it had been left up to them they could get patients 
out of Waco that did not require psychiatry but just required nursing 
care, and fill the ward. So the two managers got together. The 
manager from Marlin went to Waco and picked out enough patients 
to fill that ward. I wonder how many places around the country 
that same thing could be done? 

Mr. Sisk. If the gentleman will yield further, I appreciate the 
statement made by the gentleman but of course the point of my 
question, Dr. Middleton, is that under the use of the new tranquiliz- 
ing drugs, and so on, it had been my understanding and in fact I 
believe this statement has been made by some of the hospital man- 
agers that even the safety screen or whatever term you used was un- 
necessary. Really, one of the points of my question was whether or 
not it has reduced the amount of modification required. In other 
words, you do not need barred windows and things of that kind any 
more? 

Dr. Mippuetron. Mr. Chairman, Mr. Sisk’s position is entirely 
sound. We do not need the degree of security that we did 10 or 20 
years ago. However, there are certain provisions that must be made 
for the accommodation of the patient with a mental disorder or po- 
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tentially a patient who needs protection. Ihe Marlin situation is 
very familiar to me, Mr. Chairman. I have been there. They have 
made the adjustment that you suggest. 

However, this has carried with it an added burden. We must 
air-condition that top floor because it is entirely untenable for patients 
with mental disorders in the hot season in Texas. 

The Cuairman. Doctor, throughout the country are you doing as 
much of this as you can? 

Dr. Mippieton. We are, sir, and I think the chart which is before 
you is evidence of that. Dr. Casey, who has had responsibility for 
this, can explain what we have done and are doing. 

Dr. Casry. This program started, as you see on the chart, in 1953, 
and the program has gone on continuously since that time. As 
brought out previously in the hearings, it is a live rogram that we are 
carrying on. I do feel that professionally I should say that in these 
cases, although they have had definitive psychiatric therapy which 
can be given them, they are still psychotic patients and we feel it is 
not quite just to them to move them where there cannot be psychiatric 
consultation, at least, and someone within the vicinity to take care 
of them from the psychiatric point of view. That is the thing which 
is holding us back. As you well know, the psychiatric personnel 
throughout the United States simply do not exist in sufficient numbers 
to take care of the country as a whole. We are trying our best to 
get our share and to keep our share of psychiatric personnel. That 
is the fundamental reason we are not able to move further with this 
program. 

Mr. Sisx. If I may make one further statement, Mr. Chairman, 
that is the point I was trying to get at. Actually one of the great 
problems in the NP situation is a lack of adequate personnel to treat 
and take care of the people, even more so than the problem of bed 
conversion. 

Dr. Mippueton. Both of these factors are operative, Mr. Sisk, and 
I think that Dr. Casey has put his finger on the cogent point in our 
difficulty in recruitment, That applies not only to the Veterans’ 
Administration but to the country at large for psychiatrists. 

Mr. Sisk. I agree with you. I thank the gentleman from New 
York. 

Mrs. Dwyer. I would like to ask Dr. Casey, your position in 
treating these patients is that you do not wish to give them primarily 
custodial care but adequate care for their diseases? 

Dr. Casry. Very definitely. 

Mrs. Dwyer. Thank you. 

Mr. Fino. Going back to this picture, you do mention that every 
effort is being made to transfer the NP patients to GM and S hospitals. 
I am not a doctor, but those patients are apparently those who have 
made splendid recovery and are on the borderline of complete recovery 
and near discharge. Looking at the picture at Montrose I am sure 
there must be a few hundred patients who are on the borderline, who 
are practically cured. Why can they not be transferred over to this 
Castle Point Hospital to make room for those who are in urgent 
need of NP care? 

Dr. Caspry. Sir, the type of patient we are sending is not quite as 
you describe. A high percentage of them in fact are the elderly 
psychotic patients who have already received definitive psychiatric 
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care. But because of their age or physical illness or infirmity they can 
be cared for in a medical setting. 

We insist that there must be psychiatric consultation at least or 
help wherever they are sent because they are still psychotic. 

On the type that you mention I would have to differ with you pro- 
fessionally in that they are in great need of psychiatric help right up 
until the time that they leave the hospital rather than go to a more or 
less chronic type of care. The nearly well individual or the individual 
nearly able to leave is in more need of continued professional care 
right along. 

Mr. Frvo. You are doing it now. You are sending these NP 
patients to GM and 5S hospitals. 

Mr. Wuirtier. If I may address myself to that briefly, I think 
Mrs. Dwyer put her finger on the broad situation. There is a hospital 
which has NP patients in it. The primary malady which afflicts 
them is the mental disturbance. There develops in some of these 
patients some other kind of illness, and that illness becomes primary. 
That becomes more important than the NP. 

Let us say that we have 40 empty beds in hospital A which is not 
NP. So we take 40 NP cases who have a secondary infection of some 
sort which has become primary and we move these 40 NP patients 
over to the GM and §S hospital, a medical and surgical hospital. 
What Dr. Casey is saying is that these are not necessarily people who 
are ready to be discharged. ‘These are not improved cases. These 
are cases that may be in a state of considerable deterioration.. What 
he is saying is that in his professional judgment he cannot admit that 
any veteran in our hospitals could ever be burned out or is ever hope- 
less. Even though these men may be ancient, even though senility 
may be approaching, he does not want to put them where they will 
not have psychiatric care available. 

Where we have some hospitals with 700 NP ccses with only 1 or 2 
psychiatrists, his professional judgment says we must balance the 
psychiatrists we have and if we put a psychiatrist over where we have 
only these 40 patients, then we are taking away from the many. 

If we do not put a psychiatrist over there are we neglecting the 
mission of the VA and are we confessing and surrendering and saying 
that psychiatrically we cannot help them? Professionally the doctors 
won’t do it. 

There is another school of thought which says the pressures on the 
beds are so great that if you can empty these 40 beds, move them. 
They are settled cases. We believe they are beyond hope. You get 
40 new NP cases in there and we think it is a good program, some say, 
because it relieves the pressures even though you do not spread enough 
psychiatric care around. 

These are debatable viewpoints. The professional and medical 
viewpoint is, no case is ever burned out, no case is ever hopeless, no 
man becomes a human vegetable in our hospitals. As long as there is 
hope we will provide a psychiatrist. There is another school of thought 
on the other side. I simply present them to you so you understand 
insofar as I am able to describe it. Maybe I confused it. I attempted 
to clarify it. 

The Cuarrman. Proceed, Dr. Cohen. 

Dr. Conen. At Excelsior Springs, Mo., we have 26 unavailable 
beds. There has been no waiting list at this hospital for the last 3 
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years. There are sizable waiting lists at Kansas City, Mo., which is 
28 miles to the west. However, the staff at Excelsior Springs is limited 
and has been since the opening of the hospital to the care of patients 
with tuberculosis. 

Twenty-five miles to the north of Kansas City our hospital at 
Wadsworth, Kans., which also has unavailable beds, we are activating 
as rapidly as we can staff them to help meet the pressures which exist 
in the Kansas City area. 

: og the basis of this we felt it inadvisable to use these 26 unavailable 
eds. 

The CuarrMan. Any questions? 

All right. Let us go to Livermore, Calif. I believe we talked 
about that yesterday and we should get through that in a hurry. 

Dr. Conern. This is a hospital with little or no waiting list. There 
are 64 unavailable beds Fourteen are not required int 50 are being 
activated at the present time for conversion to GM and S care in 
support of the waiting list in the bay area. The only waiting list, 
incidentally, in the bay area of any reasonable size is at Oakland. 
and at Oakland we are also increasing our patient load levels as well 
as at the San Francisco hospital. 

The Cuarrman. Any questions? 

Mr. Sisk? 

Mr. Teague? 

Mr. Sisk. We explored this thoroughly yesterday. 

The CaarrMAN. Madison, Wis. 

Dr. Conren. We have no waiting list at Madison. We have six 
beds unavailable. These are an unusual type of unit. One bed is in 
use for oxygen therapy of a special type and the other five are beds 
which were constructed as sschiaann units and are used only in emer- 
gency when some of the tuberculosis patients may develop psychotic 
manifestations. They are used as a holding unit pending transfer 
to NP hospitals. 

This is the explanation for these six beds, sir. 

The Cuarrman. All right, sir. Proceed to the next one. 

Dr. Counren. The next hospital is Oteen, N.C. There are 933 un- 
available beds at Oteen, 815 of which, as previously pointed out, are 
at Swannanoa. There are no NP facilities at Oteen. The waiting 
list there was an average of 56 during the course of the fiscal year 
ending June 30. 

The nearby hospitals which have any sizable waiting lists are at 
Columbia, S. C., which is 162 miles away, where our waiting-list 
experience in the recent fiscal year was 98, which is somewhat larger 
than we would normally expect for scheduling of admissions to 
Columbia. 

At Fayetteville, N. C., 255 miles to the east, sir, there is a waiting 
list of 68; most of these are short-term patients requiring periods of 
hospitalization for short term and in the opinion of the staff at the 
station would not be willing to accept transfer to Oteen but would 
rather wait in their own hometown for treatment. 

The CHarrMaNn. Let me ask a question on the ground rules. Do 
you have the authority, Mr. Administrator, to convert TB to GM 
and S? 

Mr. Wuirtier. That is correct, sir. 
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The Cuairman. If you had money appropriated for TB and you 
cone, to convert it, you do not have to go to the Bureau of the 
Budget? 

Mr. Wuirtier. As long as I remain within my ADPL. 

The Cuarrman. Take a closed TB bed today, in order to use it for 
GM and S you must go to the Bureau of the Budget and get additional 
money? 

Mr. Warrier. Whenever anything requires additional money and 
would require a supplemental appropriation, I would have to go to 
the Bureau of the Budget. As I pointed out in release A—-27, there 
are some restrictions even on transfers, and that applies not just to 
VA but to the Health, Education, and Welfare _ the Army and 
Navy hospital systems as well, I believe. It is for hospital systems 
and not just VA. 

The Cuarrman. The point I want to get to is of course Oteen is a 
complete TB hospital; is it not? 

Dr. Conen. Yes, sir, Oteen proper is a vertical-type hospital made 
up of a number of buildings and it was coast for tuberculosis 
use. 

The CuarrmMan. You have a total of about 500 on the waiting list 
in North Carolina; or is it 300? 

Dr. Conen. Our total waiting list in North Carolina is approxi- 
mately 378 through May of 1958. The bulk of that, however, is at 
Salisbury, where there are a little over 200 on the waiting list. 

The CuarrmMan. Are there any plans for using some of the beds at 
Oteen for some of the waiting list in that area? 

Dr. Conen. At Oteen, progressively since the tuberculosis patient 
load has fallen off we have adjusted the beds to meet the demands by 
increasing our GM and §S load. As a matter of fact, as an indication 
of the difference between 1958 and 1959 our GM and S patient load 
planned in 1958 was 298, our GM and S patient load planned for 1959 
is 309, based on the slight increase in waiting list at Oteen. 

The CuartrMan. Any questions on North Carolina? 

Mr. Hatey. This hospital is about a 2,000-bed hospital; is it not? 

Dr. Conen. Oteen, sir? 

Mr. Haury. Yes. 

Dr. Conren. This combination of Oteen and Swannanoa is about 
2,000; yes. 

Mr. Havey. It was built principally as a TB hospital. TB is 
declining; is it not? 

Dr. Conen. Yes, sir. 

Mr. Haury. Therefore, it will continue to decline especially in view 
of the fact that several of the States down there in recent years have 
built TB facilities. The State of Florida was built, as I recall, three 
TB facilities. That has occasioned some of this drop in demand; 
has it not? 

Dr. Conen. Yes, sir. 

Mr. Hatery. I think that is all. 

The Cuarrman. Any further questions? 

All right, let us go to Kentucky. 

Dr. Conen. At the Outwood, iy., hospital there are 17 unavailable 
beds. The waiting list in the past fiscal year was three. 

The CuarrMan. For the ct of the committee let us say what 
type hospital these are as we talk about them so we will have a little 
better idea what the situation is. 
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Dr. Conen. Yes, sir. Outwood, Ky., is a hospital which since its 
inception has been used for the care of tuberculosis patients. Its size is 
189 beds, of which we are operating in fiscal 1958 172. The waiting 
list there was limited to three in 1958. We have an extremely limited 
staff at Outwood. Asa matter of fact, all the surgery which is required 
for these patients requires the transfer of the patients to Louisville for 
such care. 

Mr. Everett. Outwood is just north of Tennessee. Can you con- 
vert those beds to anything else at Outwood or Dawson Springs? 

Dr. Couen. Sir, the hospital at Outwood has been serving almost 
exclusively veterans from the Louisville area since the bulk of tuber- 
culosis in Kentucky has been coming to that hospital from Louisville. 
That is the reason that, when these patients need care of another 
type, we send them to Louisville, 171 miles away, rather than to 
Nashville which is only 91 miles away. 

The Nashville patient load has been fairly stable. Our waiting 
list has been in the neighborhood of 80 the last 3 years, which is not 
excessive for a hospital the size of Nashville. 

Memphis has adequate facilities, more than adequate facilities to 
meet the demand in Tennessee. 

The Cuarrman. New York. 

Dr. Conen. At Sunmount, sir, we have a hospital, tuberculosis in 
type, which was fully modernized a number of years ago. It is 511 
beds in size and we are operating 434 of them. There are 77 which 
are unavailable because there has been no demand for hospitalization. 
There was no waiting list at all at Sunmount during the course of the 
past 2 fiscal years. 

The nearest three hospitals to Sunmount are Syracuse, White 
River Junction, and Albany. The closest of those is 135 miles away. 
None of these three hospitals has any waiting list which is excessive 
to the size of the hospital. As a matter of fact, Syracuse, 163 miles 
away, has a waiting list of 27; Albany, which is a 1,000-bed hospital, 
has a waiting list of only 79; and White River Junction a waiting 
list of only 2. 

The CuHarrMan. Questions? 

Mr. Mircueuu. I think this question would not be directed to a 
specific hospital, but is a question which concerns all who have waiting 
lists, Dr. Cohen. It was stated earlier, I believe, that the best pro- 
fessional practice for hospital admission is a waiting list of 5 to 10 
percent. 

Dr. Mripp.eton. Ten percent, sir. 

Mr. Mrrene i. The statement was made. We did not have an 
explanation of that and I would like to hear one. 

Dr. Couen. A GM and § hospital is composed of a number of 
different types of patient care units and it is staffed with different 
types of professional staff. The waiting list is composed in a GM 
and S hospital of a rather heterogeneous group with various diagnostic 
problems and with various problems related to treatment. If you 
have an extremely small or no waiting list it would mean that there 
would be periods of time when you would have surgical units not 
being fully utilized. We might have medical units of one type or 
another not being fully utilized. 

Since the emergency patients are being admitted promptly without 
regard to the lengthy waiting list, the waiting lists are more of the 
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elective and nonemergency type of patients in most instances. That 
is not true across the entire country but in most instances that is a 
true statement as far as our waiting lists are concerned. 

The processing of these patients in, whether it be in a VA hospital 
or a general voluntary hospital in a community or city or State 
hospital, is pretty much balanced that way in order to make maximum 
use of a very costly operation. 

Mr. Mircnetu. Doctor, if you can maintain the waiting list 10 
percent or below throughout the country, you can take emergency 
cases immediately? 

Dr. Conren. That is correct, sir. Even where the waiting lists 
are larger than 10 percent, the emergency cases can be taken, in most 
instances. There are some areas where this is not true, where the 
hospitals are operating under such heavy pressures that there may 
be difficulty even in the admission of some of the emergencies. 

Mr. Wuirtrer. Mr. Chairman, if I may—Mr. Mitchell, you raise 
an excellent point, and I think there is something I should explain 
or, perhaps, have the doctors explain about the formula for waiting 
lists. Actually, the waiting lists do not necessarily include all of 
those who need care. There are some specifics that go in. There 
are some who are left out. 

In order that we understand one another, perhaps Dr. Middleton 
or Dr. Cohen will explain the formula which is used, so you will know 
that as well. I think your question is well placed. 

Dr. Mippieton. Mr. Chairman, I will call on Mr. Kaufman to 
explain this point. 

Mr. Kaurman. Mr. Chairman, I am Bernard Kaufman, of the 
Reports and Statistics Service of the Department of Medicine Surgery. 

The waiting list as defined in the Veterans’ Administration is a 
short, convenient title for eligible applicants not yet scheduled for 
hospital admission. 

Such applicants are not in any hospital under VA authorization. 
However, it has been determined by the Veterans’ Administration 
that they are both in need of care and legally eligible to receive it. 
As of June 30, no applicant on this list had any service-connected 
disability for which hospitalization was required. I would like to 
point out, sir, that all data that I will speak of now are as of June 30 
of this year. 

The number on our waiting list at VA hospitals is 25,144. The 
waiting list excludes all other eligible persons representing a demand 
for hospital beds. I said eligible, that they have been determined to 
be in need of care and will receive such care in the Veterans’ Admin- 
istration or under their authorization. 

This number is 19,362. They include the following: Those who 
are scheduled to report for hospitalization after June 30, 1958. These 
persons are (1) applicants who were on the waiting list on June 29 or 
earlier and a date for hospitalization had been set, or (2) applicants 
for whom a date for admission was established at the time of applica- 
tion. For each veteran in this group, a bed has been reserved. This 
totals 5,017. 

Mr. Apair. Could I ask a question at that point, Mr. Chairman? 
Do I understand you to say that that 5,000 figure is the number of 
people who are scheduled for admission and for whom beds have been 
reserved and who are, therefore, not a part of the waiting list? 
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Mr. Kaurman. That is correct, sir. I have here a breakdown of 
the figures on the 5,017, to this extent: As of June 30, 4,234 are 
already in our hospitals—that is, they were scheduled to report by 
July 15—and 783 were scheduled to report after July 15. The latter 
number is usually at the veteran’s request; there are personal reasons 
that he prefers to come a day or two or a short while afterward. 

Mr. Aparr. How far in advance is it customary or normal to 
schedule an admission before the man actually is admitted? 

Mr. Kaurman. Up to 15 days is the usual practice. 

Mr. Aparr. Is that a sort of average figure? 

Mr. Kaurman. I do not know, precisely, what the average is, sir, 
but up to 15 days is the time that the Veterans’ Administration will 
encumber a bed for a patient. 

Mr. Aparr. No longer than that? 

Mr. Kaurman. No longer. If it goes beyond that it is either at 
the veteran’s request, for personal reasons, or for some medical reason 
which is determined at the time of scheduling. 

Mr. Aparr. If a man is scheduled to go into a bed and that bed is 
reserved for him, then in your statistical setup that bed is considered 
to be a bed in use although he is not actually there? 

Mr. Kaurman. Not while he is not there, sir. 

Mr. Apair. Even though it is reserved for him? 

Mr. Kaurman. That is right, sir. I would presume that the 
scheduling is on the basis of anticipated discharges of patients who 
may be occupying the bed in this 15-day period. That is one of the 
reasons for the time involved between scheduling and admission. 

Mr. Apair, Thank you. 

Mr. Kaurman. There is another group of patients who are not on 
the waiting list who represent a demand for hospital beds. These 
are patients who are on the hospital rolls but are not occupying a bed. 
These persons are patients who have been aimitted to a VA hospital 
but who are presently on leave of absence for a period in excess of 
3 days. This number is 6,264. 

There is another group in the same category on trial visits in foster 
homes. This number is 2,535. 

The third group are those who are in completion of bed occupancy 
care status. That totals 5,215, for a total in this group of those on 
our rolls but not occupying a bed, of 14,014. 
nN gt MircHeE.u. Most of those who are on trial visit to a home are 

’s? 

Dr. Casny. Yes; that is true. 

Mr. Kaurman. Another category is patients in non-VA hospitals 
under VA authorization requesting transfer to a VA hospital. These 
patients have been admitted to non-VA hospitals for which the VA is 
paying the bill. The requests for transfers may be for personal 
reasons or for medical reasons. That total is 48. 

The Cuarrman. Is that Army, Navy, and Public Health? 

Mr. Kaurman. No, sir. 

The CuarrMan. Private hospitals? 

Mr. Kaurman. Excuse me, sir. They may be in military hospitals, 
yes, but they do not represent military patients. They are veterans. 

There is another group, the observation and examination cases. 
These are patients who, in a sense, do not require hospital care, but 
require examination to establish a rating for compensation or pension 
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purposes. Such requests usually emanate from a VA adjudication 
officer or some other official of the VA. That total was 181 on June 30. 

Another group are the Armed Forces patients. These are indi- 
viduals who are in the military, usually in the hospitals of the Military 
Establishment, where request for hospitalization in the VA has been 
made by the Armed Forces. 

This totals 91 on this date. 

There is another group of nonveterans in the sense that they are 
veterans of our allies, like the Canadians, or beneficiaries of the 
Employment Compensation Commission, employees who require 
hospitalization. On that date, there were 11. 

This, in a sense, plus the waiting-list applicants of the 25,144, 
makes up 44,506 cases where eligibility has Seen established; 19,362 
are at this moment not occupying a bed. 

[ should point out, sir, if I may make an analogy, that these patients 
can come into our hospitals at any time they desire or when it is medi- 
cally required that they be in at @ particular point. 

There is still a further group which represents a demand for beds, 
but it is more in the sense of a potential demand. This is a group 
where eligiblity has not yet been established. It represents those 
pending applications, or P-10’s, as we call them, for the determination 
of eligibility. Perhaps medical eligibility has been established on 
some, but they are waiting for their legal determination. 

Of course, in emergency, they are itted before that is done for 
humanitarian purposes. This represents, on June 30, 3,823. 

Then there is for another group of those where eligibilit has not 
yet been established. That is telephone requests to the VA offices 
requesting hospitalization, where no application has been received 
within a 30-day period. In other words, from June 1 to 30 there were 
1,659 telephonic requests, usually from physicians, requesting admis- 
sion to a VA hospital, for which a formal application had not yet been 
submitted. Therefore, eligibility, ot course, has not been established. 

This makes up a total, including the last group that I mentioned, of 
49,988, which are really the potential admissions to the VA hospitals. 

One last group I could state are those eligible applicants who have 
been admitted and are in VA hospitals but who request transfer to 
another VA hospital. This numbers 1,238 cases. To the system 
they are in effect in a bed in a VA hospital. However, to specific 
hospitals it does represent a demand for beds. If one patient in New 
York Hospital, for example, chooses to go-to the Bronx Hospital or 
requests a transfer to the Bronx, it represents a demand on the Bronx 
Hospital for that patient, although the VA has him in another hospital. 

Then the last group are those who were admitted on June 30 
without prior application. These are the emergency cases pre- 
dominantly. That is a total of 1,079. This group has been admitted 
to the VA hospitals but have gone before those on the waiting list. 
We have a policy establishing priority groups. 

Except in emergencies a certain priority will be followed, This 
group has top priority. 

(Tabulation follows:) 
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Demand for Veterans’ Administration hospitalization at Veterans’ Administration 
hospitals, June 30, 1958S 
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2 Excludes requests in regional offices. 


The CuarrMaNn. How accurate is your waiting list? 

Mr. Kaurman. We consider our waiting list extremely accurate, 
sir. We conducted a survey as of a recent date, Mr. Teague, in which 
the station managers indicate that the waiting list in their opinion 
is a valid indicator of unmet demands. 

The Cuarrman. Everybody knows it is almost impossible to get 
in an NP hospital within a few.months. Do you believe that you 
have any way of knowing the.actual waiting list on the NP’s? 

Mr. Kaurman. Yes. I would say on the basis of their reporting 
and statements made by the managers that it is a valid indicator 
that they do pull from the waiting list those cases on the NP waiting 
list. 

The CuarrmMan. Actually from the figures you have given here, 
your published waiting list is about half your actual waiting list, is it 
not? 
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Mr. Kavurman. That is true, Mr. Teague, but I would like to point 
out that the other half are patients +h are actually scheduled or 
have access to a bed in a VA fisopitel: If I may make an analogy, he 
has purchased his ticket to the theater, and there is a seat for him. 
It is just a question of when he walks down the aisle and gets into 
that seat. 

The Cuarrman. Mr. Adair? 

Mr. Apair. Of that aggregate figure of some 50,000 which you 
gave just a few minutes ago, how many would you estimate to be 
service connected in that group? 

Mr. Kavurman. Of that group 3,839 are service connected. I 
stated before that there are no veterans with service-connected dis- 
abilities on our waiting list. That is the 25,144. These other figures 
of service connection must be understood in the light that the VA’s 

olicy is to admit the service-connected veterans immediately in a 

A hospital, a contract hospital or any hospital whatsoever without 
any question. This is an immediate requirement by us. We have 
this in one of our directives to the field in this regard. 

However, it does represent a number of cases, as I said, on leave of 
absence. The service connected may take leave. 

May I point out 41 are scheduled to report after July 15. That is 
more than 15 days. 

We have requested our stations to submit information to us as to 
why they were scheduled beyond 15 days. Predominantly all but 
1 or 2 cases were at the veterans’ request. Another case was where 
ear surgery was required and they had to wait until the patient was 
ready for that type of surgery before they would perform the operation. 

Mr. Apartr. Would you say the figure as to service connection 
remains fairly constant? I assume that is about 7 or 8 percent, is it 
not? 

Mr. Kavrman. That particular figure, sir, I could not give. These 
are data we have not been accumulating on a longtime basis. I would 
suspect that this would be close to it. 

Mr. Apatr. Thank you. 

The Cuatrman. Dr. Middleton, at this point may I ask you to 
comment on this thought? If you were permitted to give outpatient 
treatment to a non-service-connected case, what effect would it have 
on your bed situation? 

Dr. Mippteton. It would materially decrease the requirement for 
beds within our hospitals, and particularly is that true in the case of 
the neuropsychiatric field. In actual percentage figures or quanti- 
tatively, Mr. Chairman, I could not give you an estimate that would 
approximate the experience because no one has had it. 

The CuHatrMAN. What is outpatient treatment? Where is the line 
between outpatient and an inpatient case? 

Dr. Conen. The line, sir, is a rather tenuous one. If a patient 
can be given the benefit of the care which he needs outside of the 
hospital and which represents a continuity of the treatment within 
the hospital, this would represent a kind of outpatient treatment. 

The CuatrMan. But you are not permitted to give outpatient 
treatment to a non-service-connected case. 

Dr. Conen. That is correct, sir. 

Dr. Mippieron. Mr. Chairman, the situation here is one with which 
we have been faced from the beginning of the law, permitting the 
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care of the veteran on an outpatient basis. It is clearly defined by 
law that, aside from Spanish-American War veterans, he must be 
service connected. As we have gone over this matter it has occurred 
to all of us that, were we given permission to treat non-service- 
connected, we could definitely lighten the load on our hospitals but 
by the same token we would have to strengthen our outpatient 
services. 

You will recall that in the recent past we have made increasing 
efforts to bring the medical division of the regional offices, the out- 
patient clinics, into our hospitals. That device has greatly strength- 
ened the medical care of veterans. There would further Live to be 
staffing and detailed consideration given as to what would be the 
impact of non-service-connected load upon the outpatient activity. 

he CuarrmMan. Mr. Meadows. 

Srarr Director. Dr. Middleton, a refinement of this same ques- 
tion. Various managers have said to us that if they were permitted 
to practice what might be considered a combination of outpatient 
ial inpatient care—in other words for a few days handle the man 
on an outpatient basis preparatory to admitting him to the hospital— 
they could increase their turnover and consequently decrease expendi- 
tures. Am I correct in my understanding that you cannot X-ray 
a man and give him blood tests and that sort of thing a few days 
prior to his becoming officially an inpatient? 

Dr. Mippteton. You are entirely correct, Mr. Meadows. 

Mr. Chairman, this is one of the areas in which we are in invidious 
comparison with civilian practice. Many of these details of examina- 
tion prior to surgery have been completed in the office and laboratories 
of the physician and attendants in civilian practice before the patient 
comes into the hospital, thereby cutting down the period of prepara- 
tion to surgery. These managers’ advice to you, Mr. Meadows, is 
entirely correct. 

Srarr Director. I realize there is no formal proposal, Dr. Middle- 
ton, along this line, but could you express a personal opinion as to 
whether in your view legal authority for such a procedure, the pro- 
cedure of inistering certain outpatient treatments prior to admis- 
sion, would be advantageous to your service? 

Dr. Mippteron. It would be extremely advantageous to our system 
but it would require tremendous study to determine exactly what 
might be afforded the veteran non-service-connected, and its total 
weight on the staffing and on the operation of such a system. It 
would, of course, have further impact on his care after discharge from 
the hospital. Is the gain of hospitalization maintained if there is no 
followup care? 

Srarr Director. Assuming we explored this avenue further from 
the legal standpoint, that is, creating the authority for the Veterans’ 
Administration to utilize this procedure, we could explore the possi- 
bility of certain relationships with the patient on an outpatient basis 
preparatory to being admitted to the hospital without undertakin 
the complete field of outpatient care for hart eeryhob-conliantedt 
veterans, could we not? 

Dr. Mippteron. That is true, and we are utilizing hometown care 
with free choice of physician in many areas where we do not have this 
facility, but that is for the service-connected. 

Srarr Director. Thank you, Mr. Chairman. 
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The Cuarrman. Mr. Haley? ; 

Mr. Hatey. Doctor, has the amount of money appropriated been 
consistently less than requested by the VA? 

Dr. Mippteron. In the first day of the hearing, I believe, or 

erhaps the second, that eee was posed to me in a different 
fashion by the chairman ctually the figure that is requested by the 
Administrator is subject to negotiation with the Bureau of the Budget, 
one the differential was in the magnitude of $17 million for the 1959 
udget. 

Mr. Weaver. Would the gentleman yield? 

In that connection what does your projected budget show in com- 
parison of what you asked for this year and what you have coming 
up the next 2 or 3 years? 

Mr. Wuirtier. Mr. Chairman, by and large the general pattern 
of the budgets bas been up. My belief is that the Veterans’ Admuinis- 
tration total budgets, which now run in the neighborhood of about $5 
billion, will increase. Some programs are going to go down very 
substantially, the educational program and some others. You gave 
GI loans and housing a tremendous boost at the present session. 
The pension program is going to go up, for the very basic reason that 
the hospital program is. The hospitat program will increase. I 
feel optimistic about the flash estimates that we have already prepared 
and sent. The California telegram, which I think was actually sent 
at Senator Knowland’s suggestion, came about as a result of meetings 
that I called for the managers to prepare the flash estimates for the 
1960 budget which the next session of Congress will be considering. 

At this moment I feel rather optimistic about what we will do. 
When I say optimistic it is less than the managers requested and it 
is probably less than the Medical Department requested before it 
leaves VA because, again, we have to elhiiee: Everyone wants more 
money and some place you must balance stations and then you must 
balance departments. Then that goes to the Bureau and they balance 
it again. 

T woul like to point out one interesting thing about the Bureau. 
It is true that the Bureau does cut, but in many instances, and I pre- 
sume could, in some instances, raise. I notice a very interesting thing. 
Not only does this committee ask this very question, but the moment 
we get before the Appropriations Committee somebody always says, 
“Now, what did the Bureau of the Budget cut you?” 

Oddly enough, he usually has the exact list in his hand, wherever he 
obtains it. I think Mr. Yates, of Illinois, asked the question this time, 
as the record shows. 

Most of the cuts went back in the House Committee on Appro- 
prfmations. 

The Cuarrman. Mr. Administrator, before you came here there 
was a little deal whereby they would not ask those questions. Mr. 
Yates is the first person we could get on the Appropriations Committee 
to ask that question. How you get a true picture without asking that 
question, I rm not understand. 

Mr. Wuirtier. Perhaps there are a couple of other comm its 
I would like to make as the situation has developed. 

One is the question Mr. Meadows asked and the doctor said there 
were invidious comparisons. The law requires that we cannot have 
outpatient care for nonservice connected. 
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As the doctor clearly pointed out, many of the preliminary things, 
X-rays and so forth, are done and are charged to hospital care, total 
time in the hospital. So when you compare the total time of a patient 
in a VA hospital, it appears to be much longer than in a private 
hospital. The law requires us to do that. They will say at times in 
criticism, ““Why does the VA take so long?” The reason is the very 
reason that Mr. Meadows has pointed out. 

I would like to say 

The CuatrMan. The law does not define hospitalization. 

Mr. Wairtier. That is correct, sir. 

Mr. Smita. Mr. Chairman, when a person is out and has to go back 
for therapy, say 30 days of therapy, heat treatment, light, and so 
forth, is he still counted as a bed patient during that 30 days? 

Dr. Conen. He is counted not as a bed occupant for the period 
that he is out of the hospital but is counted as a bed occupant for 
the days when he returns for his care. 

Mr. Smit. Then what happens to the bed? 

Dr. Conen. The bed is not reserved for him, sir. 

Mr. Situ. But you would replace him with another individual? 

Dr. Conen. That is included on the list that we gave you before. 
In that 22,000 figure, some five-thousand-odd veterans are actually 
not waiting for hospitalization. They are getting their care as they 
need it. For exampie, a man receives surgery to his arm and after 
ward requires a cast. It would not be necessary to keep him in bed 
for a long period of time or even in the hospital waiting for the time 
when his dressings have to be changed and a new cast be put on. We 
cannot properly discharge him as having attained maximum hospital 
benefit. We carry him in the status of what we call CBOC, which is 
for completion of his bed occupancy care. 

Mr. Situ. But the man who does go back for a period of time for 
therapy is technically an outpatient, is he not? Is that not what you 
call outpatient care? Isn’t that one type of outpatient care? 

Dr. Mrippietron. Mr. Chairman, this has been interpreted by our 
general counsel as a continuation of the illness episode for which he 
was a patient and not as the strict conduct of an outpatient clinic. 

Mr. Situ. If we were running a State hospital or a private hos- 
pital or had clinics in connection with a county hospital we would 
classify that individual as an outpatient, provided we were legally 
authorized to have outpatients; is that correct? 

Dr. Mippieton. That is entirely true, but the difference here is 
that that patient cannot be so admitted to an outpatient department 
for continued care. If he comes to the hospital where he has had his 
original attendance he will be treated on this basis as outlined by Dr. 
Cohen and not as a clinic patient. 

Mr. Sir. One other question, Dr. Cohen: In one of those hospitals 
in New York you mentioned the average was two, I think. How do 
you arrive at that? If you have several beds how do you arrive at the 
average of two people? 

Dr. Conen. We use ‘‘the average figure’’ because of the strikingly 
seasonal quality of waiting lists in many of our hospitals and our 
admission rates to many of our hospitals. We use an average of the 
waiting list for the end of each month of the year. 

Mr. Situ. Do you take them 12 days a year, then? 

Dr. Conen. That is correct, the last day of the month. It is 
fairly reflective of the demand during the year. Some hospitals will 
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have an average of 2 with no waiting list at all for 11 months of the 
year but may have 24 on their waiting list for the month of January 
when the seasonal demand is higher. 

Throughout the year they will have no waiting list whatsoever. 

Mr. Smitn. Are your average daily admissions greater on the 29th 
of the month? 

Dr. Conen. No, sir. As a matter of fact, statistically we are 
rather badly penalized because of the number of holiday periods which 
fall in toward the end of the month. 

Mr. Mircnety. Will the gentleman yield? 

Mr. Smita. I am through. 

Mr. Mircuett. I wish to ask just one question on the point you 
brought out, Mr. Smith. 

You gave the example of a non-service-connected case who had to 
return for a change of cast. Even though he would not actually 
have to be placed in the bed, would you not have to admit him in 
the hospital? 

Dr. Conen. Yes, sir. He is recorded on our rolls that day as a 
patient. 

Mr. Mircuett. He is actually on your rolls as a bed occupant. 

Dr. Conen. No, sir. He is recorded on our rolls, I believe, as a 
nonbed occupant. I am not sure about that. 

Mr. KaurmMan, That is correct. 

Dr. Mippieton. NBO. 

Dr. Conen. Incidentally, this is limited to a period of time. This 
does not go on in perpetuity. It is sharply defined. 

Mr. Wuirtier. Mr. Chairman, one or two other comments on 
outpatient care. 

Some magnificently imaginative things have been done with out- 
patient care. The Commonwealth of Massachusetts had to go to 
the second largest State, Texas, to get Dr. Ewald, who is our very 
able commissioner of mental health. In Massachusetts they started 
a program of admission buildings or outpatient care for mental 
patients which has been a fine program. With the tremendous 
pressures for senility patients in Massachusetts, one of the great 
private clinics run by Dr. Monroe at Peter Bent Brigham— Dr. 
Monroe was on the consultant staff and advisory staff of the VA for 
a while—has indicated that not one of the aged patients who have 
gone to that clinic have ever had to be referred to a medical institu- 
tion. Some of the things which have been done in that field are 
magnificent. , 

On the other hand, I do want to point out that if the Federal 
Government opens up a program of outpatient care for nonservice 
connected, it is a vast ad tremendous program and probably would 
increase the demands, because thousands of veterans who would not 
apply for hospitalization would probably apply for the outpatient care. 
So it would be a very vast program and | think one which would re- 
quire much study before the committee or the Government took ac- 
tion upon it. 

I would like to say one other thing in comment about the waiting 
list and the interpretation of what it means. I wanted to be sure 
that it was defined by the experts. When you look at the number, 
someplace you have almost arbitrarily to decide who is to be in it 
and when you can interpret it most realistically. 
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We think we have done that. It is very important that we do 
understand what the definition is, what is left out and what is in- 
cluded, because the projections we shall present when we come to the 
final summary will be based on that definition. So I do think it very 
important that that be introduced and that you understand that we 
do believe that it is a realistic-standard in so far as you can obtain 
one within the many possibilities you might choose for that formula. 

The, Cuarrman. If we had more time we would go into the subject 
of how much ice there is in Alaska, and if it melts do you count that 
in the size of Alaska? Mr. Administrator, we have been here about 
1 hour and 20 minutes, and we have gotten through 5 items. 

Mr. Wuirtigr, Mr. Chairman, on that last comment I would like 
to say, “Touché.” 

The Cuargman. There are a number of hospitals that we have 
specific questions about. Rather than go through each one of them, 
I would like to suggest that we let the staff propose those questions. 
For example, in certain areas there is quite a waiting list on NP’s, 
as in Louisiana, due to the closing of hospitals. I think we shall sto 
here on that, and next Tuesday morning at 10 o’clock we will tal 
about laundries, an appropriation of $400,000 this year for building 
a laundry in Bay Pines, the closing of laundries in other places, and a 
few things like that. 

Mr. Warrier. Mr. Chairman, may I suggest for the purposes of 
your staff in preparation, in the booklet I gave you there are answers 
to these, so in anticipation of the preparation of your questions, that is 
available to you. 

The Cuatrman. I do want this question in the record. Without 
objection, at this point in the record I would like to place the chart 
the doctor was talking from (the chart appears on p.4152). Also, I 
believe we asked you to bring the directives on the waiting lists. I 
believe you have them here. 

Mr. Kavurman. Yes. 

The Cuarrman. I should like to place those in the record. 

(The documents referred to follow :) 
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1. Purpose and scope.—To establish equitable rule governing use of vacant beds 
for all persons eligible for admission or transfer to a VA hospital, including eligible 
applicants not yet admitted whose VA Form 10—-P—10: Application for Hospital 
and Domiciliary Care, or equivalent, is on file at that VA hospital, and eligible 
persons who are not required to file VA Form 10-P-10 at that VA hospital (ob- 
servation and examination, nonveteran, and PL 16 cases not yet admitted, 
VA patients requesting or recommended for transfer from another VA or a non-VA 
hospital, and non-bed-occupants requiring reentry into hospital as bed-occupants). 

2. Priority groups.—Excluding emergency admissions, all eligible persons whom 
a VA hospital has been requested to hospitalize will be classified by that hospital 
in one of the following priority groups. 

a. Group 1.—Those eligible under VA Regulation 6047 (A)—war veterans and 
veterans who served after June 26, 1950, requiring hospitalization for service- 
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connected disabilities—who are (1) not currently on es ory rolls, (2) currentl 
hospitalized by VA but whose transfer (from another VA or a non-VA hospitaly 
has been requested by authorized official for medical reasons, (3) veterans pursuing 
vocational rehabilitation training under Public Law 16, as amended, and are in 
need of hospitalization to avoid interruption of such training, or (4) non-bed- 
occupants requiring reentry into hospital as bed-occupants. 

b. Group 2.—Those eligible under VA Regulation 6047 (B)—peacetime veterans 
requirin hospitalization for service-connected disabilities or for line of duty dis- 
charge disabilities—who are (1) not currently on oe rolls, (2) currently 
hospitalized by VA but whose transfer (from another VA or a non-VA hospital) 
has been requested by authorized official for medical reasons, or (3) non-bed- 
occupants requiring reentry into hospital as bed-occupants. 

c. Group 3.—Persons whose hospitalization under VA Regulation 6045 for ob- 
servation and examination purposes has been requested by authorized official. 

d. Group 4.—Those eligible under VA Regulation 6047 (A) or (B) who are cur- 
rently hospitalized by VA in non-VA hospital but have requested transfer to 
VA hospital. 

e. Group 5.—Those eligible under VA Regulation 6047 (C) or (D) for treatment 
of non-service-connected disabilities who are currently hospitalized by VA but 
whose transfer (from another VA or a non-VA hospital) has been requested by 
authorized official for medical reasons. 

f. Group 6.—Those eligible under VA Regulation 6047 (C)—veterans with com- 
pensable service-connected disabilities or dipchataea for line-of-duty disabilities 
requiring hospitalization for treatment of non-service-connected disabilities—who 
are (1) not currently on hospital rolls, or (2) non-bed-oceupants requiring reentry 
into hospital as bed-occupants. 

g. Group 7.—Those eligible under VA Regulation 6047 (D)—war veterans, 
veterans who served after June 26, 1950, and certain persons retired from U. 8. 
Armed Forces for physical disability, having no compensable service-connected 
disabilities and not discharged for line-of-duty disabilities, and requiring hospital- 
ization for non-service-connected disabilities—who are (1) not Gurmunily on hos- 
pital rolls, or (2) non-bed-oceupants requiring reentry into hospital as bed- 
occupants. 

h. Group 8.—Nonveterans whose hospitalization has been requested by 
weiinctiiel official, excenting U. 8. Armed Forces personnel whose hospitalization 
is directed by Central Office. 

i. Group 9.—Those eligible under VA Regulation 6047 (A), (B), (C), or (D) 
who are currently hospitalized in another VA hospital but have requested transfer 
for personal reasons, whose transfer is not necessary for medical reasons; and 
those eligible under VA Regulation 6047 (C) or (D) who are currently hospital- 
ized by VA in non-VA hospital but have requested transfer for personal reasons, 
whose transfer is not necessary for medical reasons. 

3. Order of consideration within priority group.—All names within a priority 
group will be listed in “‘urgent’’ or “general’’ categories, depending upon Man- 
ager’s or admitting physician’s decision as to extent of medical need for hospital- 
ization in each case. Names in each category will be listed chronologically; 
name with oldest date (of application or request for hospitalization) will 
listed first. Vacant bed will be utilized for person in “general’’ category of a 
priority group only when there are no persons in ‘‘urgent’’ category of same 
priority group for whom bed can be used. 

4. General policy.—Where beds are vacant and not needed for emergency 
admissions, following rule will be strictly observed. A person in any given priority 
group will be scheduled for admission only when, in all other groups listed above the 
given priority group, there are no cases for whom the particular vacant bed can be used. 
No group 2 case will be scheduled for admission if there are one or more cases in 
group 1 for whom vacant bed can be used. No group 3 case will be scheduled for 
admission if there are one or more cases in groups 1 and/or 2 for whom vacant bed 
can be used; etc. 

5. Failure to accept hospitalization.—When person in any priority group who 
has been scheduled for admission to hospital fails to report within 15 days after 
the date of mailing the notification to report for hospitalization and fails to offer 
valid explanation, his name will be placed at bottom of chronological listing within 
that priority group; or, if circumstances warrant, his name will be removed from 
priority group and he will be required to file new application for hospital care. 
If valid explanation is offered, or, in group 3 cases, upon further request by 
authorized official, person may be rescheduled for admission or his name may be 
retained in priority group under later date. 
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6. Application of policy by regional offices—General policy stated above will be 
followed by regional offices and regional office sections of centers, insofar as 
applicable, in scheduling patients for VA hospitalization at non-VA hospitals. 

Note.—VA Form 10-7371, Monthly Report of Eligible Applicants Awaiting 
Scheduling for Hospital Admission, and related instructions in TB 10A—231 have 
been revised to accord with this technical bulletin and will be distributed when 
available. 

By direction of the Administrator: 

H. V. Strr.ina, 
Deputy Administrator. 


Distribution: 

CO (3) (10) 

DO (M)-2 

RO: 
S-1 (M)-1 (AM)-1 (3B)-2 (3X)-6 ane: 
S-2 (M)-1 (AM)-1 (3B)-2 (3X)-8 oe 
S-3 (M)-1 (AM)-2 (3B)—4 (3X)- eca te 
S-4 (M)—1 (AM)-2 (3B)-—4 (3X)- 2 (10)-14 
S-5 (M)-1 (AM)-2 (3B)-—4 (3X)-35 (10)-16 

CNR: 
S—-1 (M)-1 (AM)-1 (3B)-2 (3X)-6 (10E)-3 (10M)-3 
S-2 (M)-1 (AM)-1 (3B)-—2 (3X)-8 (10E)-3 (10M)-3 
S-3 (M)-1 (AM)-1 (3B)-2 (3X)-10 (10E)-3 (10M)-3 
S-—4 (M)-1 (AM)-2 (3B)-2 (3X)-20 (10E)-—3 (10M)-3 

HP and CND 
S-1 (M)-1 (AM)-1 (3)—1 (3X)-6 (10E)-8 OOS 
S-2 (M)-1 (AM)-1 (3)-—1 (3X)-8 (10E)-10 (10M)-‘ 
S-3 (M)-1 (AM)-1 (3)—1 (3X)- 12 (10E)-12 (10M)- 3 
S—4 (M)-1 (AM)-1 (3)-2 (3X)- 15 (1OE)—14 (10M)-3 
S-5 (M)-1 (AM)-2 (3)-2 (3X)-20 (10E)-16 (10M)-3 


SD (M)-2 

FD (M)-2 

Area Medical Offices—5 copies each 

Figures outside parentheses indicate quantity. 


VETERANS’ ADMINISTRATION TECHNICAL BULLETIN—TB 10A-325 
Washington, D. C., January 6, 1953 


INSTRUCTIONS FOR PREPARATION OF MONTHLY REPORT OF ELIGIBLE PERSONS 
Not Yet ApMITTeED For VA Hospirauization, VA Form 10-7371 


Notge.—This technical bulletin constitutes a complete revision of TB 10A-315. 
Revised and added material is indicated by brackets; deletions by empty brackets. 
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el oe ee ee i 10 
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Instructions for part IV, page 3 of report, VA Form 10-7371b (quarterly supplement—Applicant vet- 
erans in priority groups 1, 2, 6, and 7 not scheduled for admission) ____..._.........-...-..-.-.------ 
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1. Purpose—To provide data for equalization ef “waiting lists’? by Area 
Medical Directors and Central Office. 

2. First report.—On VA Forms 10-7371 and [10-7371la, as of September 30, 
1952; on VA Form 10—7371b, as of January 31, 1953.] 

3. Form supply.—Initial distribution will be made of [VA Form 10-—7371b, 
Quarterly Supplement to Monthly Report of Eligible Persons Not Yet Admitted 


for VA Hospitalization. } 
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4. Preparing offices—Each hospital, hospital section of center, regional office, 
and regional office section of center. Hospital-regional office centers will sub- 
mit separate reports for hospital and regional office sections. Negative reports 
for hospitals and hospital sections of centers will be submitted. Negative reports 
for regional offices and regional office sections of centers will not, be submitted. 

5. Frequency and report period.—{Report reflects status as of midnight of 
last day of month, Submit parts I and II each month; part III, as may be 
necessary; part IV, for January 1953, the first time, and for March, June, Sep- 
tember, and December thereafter.] 

6. Distribution and forwarding date.—Original will be air mailed to Central 
Office not later than 4:00 p. m. of first workday following last day of month. How- 
ever, preparing offices in New York, New Jersey, Delaware, Maryland, Pennsyl- 
vania, West Virginia, Virginia, and the District of Columbia will forward report 
by regular mail. Submit legible copy to Area Medical Director by regular 
mail. Retain copy. 

7. Instructions for part I (applicant veterans and other persons not scheduled for 
admission)—General.—Groups referred to are priority groups defined in VA 
Technical Bulletin TB 10A-313, ‘‘VA Policy on Priorities for VA Hospitalization.”’ 

[a. Applicant veterans in priority groups 1, 2, 6, and 7.—Veterans determined 
eligible for VA hospitalization, whose VA Form 10—P-—10, Application for Hospital 
Treatment or Domiciliary Care, or equivalent, is on file at reporting station, who 
are not currently on hospital rolls; i. e., are not currently hospitalized by VA: 
eligible veterans not in any hospital and eligible veterans in hospitals not as 
VA beneficiaries. Includes only subdivision (1) in priority groups 1, 2, 6, and 7 
(see TB 10A—313, par. 2, subpars. a, b, f, and g). 

b. Other persons in priority groups 1, 2, 6, and 7.—All veterans in priority 
groups 1, 2, 6, and 7 other than applicant veterans defined above; i. e., veterans 
in priority groups 1, 2, 6, or 7 who are (a) already hospitalized by VA in another 
VA or a non-VA hospital whose transfer has been requested of reporting station 
(b) vocational rehabilitation trainees under Public Law 16, as amended, who need 
hospitalization to avoid interruption of training, or who are (c) nonbed occupants 
requiring reentry into hospital as bed occupants. Ineludes only subdivisions 
(2), (3), and (4) of priority group 1, categories (2) and (3) of priority group 2, 
and category (2) of priority groups 6 and 7 (see TB 10A-313, part. 2, subpars. a, 
b, f, and g). 

c. Persons in other priority groups.—All persons in priority groups 3, 4, 5, 8, 
and 9 (see TB 10A-313, par. 2, subpars. c, d, e, h, and i). 

Applicant veterans in priority groups 1, 2, 6, and 7 (hereafter referred to as 
“applicants’’) will be reported on lines 1 through 7; other veterans in priority 
groups 1, 2, 6, and 7, on line 8; persons in priority groups 3, 4, 5, 8, and 9, on lines 9 
through 13.] 

8. Instructions for columns of part I 

a. Grand total (col. A).—Total number of eligible persons whom reporting station 
has been requested to hospitalize who have not yet been scheduled for admission. 

b. Total service-connected (col. B).—Applicants for whom admitting authority 
is VA Regulation 6047 (A) or (B). If any applicants are reported in column B of 
part I, submit part III (page 2 of report, VA Form 10-7371a) listing names and 
providing other data indicated 

c. Total non-service-connected (col. C).—-Applicants for whom admitting author- 
ity is VA Regulation 6047 (C) or (D). Sum of columns D through K. 

d. NP-TB (col..D).—Applicants requiring hospitalization for both non-service- 
connected psychiatric and non-service-connected tuberculour disabilities 

e. Other TB (col. E).—Applicants with non-service-connected tuberculosis, 
pulmonary or nonpulmonary 

f. Psychotic (col. F.)—Applicants with non-service-connected psychoses; i. e, 
disabilities listed on pages 89 or 90 of 1952 edition of Standard Nomenclature of 
Diseases and Operations, under heading ‘‘Psychotic Disorders,’’ or disabilities 
listed on pages 85 through 92 to which phrase “with psychotic reaction’’ has been 
affixed in statement of diagnosis. 

g. Other psychiatric (col. G).—Applicants with non-service-connected nonpsy- 
chotic psychiatric disabilities; i. e., disabilities listed on pages 85 through 92 of 
1952 edition of Standard Nomenclature of Diseases and Operations, other than 
psychoses defined in subparagraph f above. 4 

h. Neurological (col. H).—Applicants with non-service-connected neurological 
disabilities other than ‘‘paraplegic’’ disabilities reported in column K;; i. e., dis- 
abilities listed on pages 381 through 422 of 1952 edition of Standard Nomenclature 
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of Diseases and Operations, other than “paraplegic” disabilities reported in 
column K. 

i. Medical (col. I).—Applicants with non-service-connected dissbilities other 
than tuberculous, ee neurological, surgical, and “paraplegic’’ disabilities 
reported in columns D through H. J, and K. 

j. Surgical (col. J).—Applicants with non-service-connected disabilities other 
than tuberculous, psychiatric, neurological, and ‘‘paraplegic”’ disabilities reported 
in aeneet D through H and K, who are believed to require assignment to surgical 
wards. 

k. Paraplegic (col. J).—Applicants with non-service-connected traumatic in- 
juries to spinal cord or cauda equina resulting in totel or partial paralysis of both 
lower extremities, including those who may have additional involvement of one 
or both upper extremities (quadriplegics). 

9. Instructions for lines of part I 

a. Applicant veterans in priority groups 1, 2, 6, 7—1total (line 1).—Applicant 
veterans [as defined in parsgraph 7a above}. Cases in priority groups 1 and 2 
will be reported in column B. Cases in priority groups 6 and 7 will be reported in 
column C and in columns D through K. 

b. Males (line 2) and females (line 5).—Of applicants reported in line 1, enter 
on line 2 number who are males; and on line 5 number who are femeles. 

c. White (lines 3 and 6) and Negro (lines 4 and 7).—Reporting stations which 
make no separate provisions for hospitalization of Negro patients will disregard 
these lines. Other stations will make appropriate entries. For purposes of this 
report, ‘‘Negro’”’ means members of Negro race; ‘‘White’’ means ell other appli- 
cants. Lines 3 plus 4 must equal line 2. Lines 6 plus 7 must equal line 5. 

d. Lines [8] through 13.—Will be reported in column A only. 

((1) Line 8.—As defined in paragraph 7b above, veterans in priority 
groups 1, 2, 6, and 7, other than those reported on line 1.] 

(2) Line 9.—Priority group 3 (observation and examination cases). 

(3) Line 10.—Priority group 4 (transfers from non-VA hospitals of patients 
hospitelized under VA Regulation 6047 (A) or (B)). 

(4) Line 11.—Priority group 5 (transfers from another VA or a non-VA 
hospital, for medical reasons, of patients hospitalized under VA Regulation 
6047 (C) or (D)). 

(5) Line 12.—Priority group 8 (nonveterans). 

(6) Line 13.—Priority group 9 (transfers from another VA or a non-VA 
hospital, for personal reasons, of patients hospitelized under VA Regulation 
6047 (A), (B), (C), or (D), except those transfers from non-VA hospitals 
reported on line 10). 

10. Instructions for part II (applicant veterans scheduled for admission more than 
15 days after date of this report).—Includes only applicant veterans in priority 
groups 1, 2, 6, and 7 [(as defined in paragraph 7a above) ] who, on “as of” date 
of report, were scheduled for admission to hospital on any day after 15th day of 
following month. Those scheduled for admission within first 15 days of month 
following ‘“‘as of” date of report will not be included in any part of report. 

a. Columns.—Column A equals sum of columns B and C. Column B: those 
eligible under VA Regulation 6047 (A) or (B). Column C: those eligible under 
VA Regulation 6047 (C) or (D). 

b. Lines.—Line 14 equals sum of lines 15 and 16; total number of applicant 
veterans scheduled for admission on any day after 15th day following “as of” 
date of report. Line 15: those so scheduled who specifically requested admission 
at such time. Line 16: those so scheduled without their specific request for 
admission at such time. 

11. Instructions for part III, page 2 of report, VA form 10-7371a (applicant 
veterans with service-connected disabilities reported in column B of part I).—List 
names according to date of application, beginning with name of applicant with 
service-connected disability whose application has oldest date. In “Type of 
Bed Required” block, indicate specific type of bed, such as Medical-Allergy, 
Surgical-Thoracic, Surgical-Genito-Urinary (Negro), Psychotic-Closed Ward, 
etc. In “Diagnosis” block, use appropriate entry to indicate major disability. 
Statement on why applicant has not yet been scheduled for hospital admission 
will be concise but sufficiently explanatory. [Include reasons for not having 
attempted to secure hospitalization at another station (example: veteran wishes 
to be hospitalized in his local area and refus s to accept admission elsewhere). ] 
If more than one page 2 must be used, number such pages 2a, 2b, etc. Pages 2 
2a, ete., are integral part of report and copivs will be prepared and forwarded 
together with page 1 submitted to Central Offce and Area Medical Director. 
{If no applicants are reported in column B of part I, do not submit part III, 
page 2, VA Form 10-7371la.J 
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(12. Instructions for part IV, page 3 of report, VA form 10-7371b ( terly 
su ee RENO velerans in priority groups 1, 2, 6, and 7 not scheduled for 
mission.)— 

a. General.—Part IV represents breakdown of total applicant veterans in 
priority groups 1, 2, 6, and 7 (line 1 of part 1) according to: 

(i whether presently receiving hospital care not as VA beneficiaries— 
lines 18 and 19; 
(2) period of service—lines 20 through 24; 
(3) length of time veteran has been awaiting scheduling for hospital admis- 
sion—lines 25 through 31. 
Submit part IV with, and as part of VA form 10-7371 report for January 1953, 
and for March, June, September, and December thereafter. First submission for 
January 1953. 

b. Columns.—Have same meanings as columns of part I. 

c. Line 17—1total.—Must be identical with line 1; equals sum of lines 18 and 19; 
also sum of lines 20 through 24; also sum of lines 25 through 31. 

d. Line 18—In non-VA hospitals not as VA beneficiaries.—Applicants known to 
be in hospitals as of date of report, at their own expense or as beneficiaries of any 
agency other than VA. 

= Line 19—not in hospitals.—Applicants not known to be in hospitals as of date 
of report. 

f. Lines 20 through 24—PL 28, WW II, WW I, Other Wars, Peacetime.—As 
indicated in table below, veteran eligible under VA Regulation 6047 (A), (B), or 
(C) will be classified as veteran of period during which his service-connected 
Gisability or line of duty discharge disability was incurred, regardless of his service 
during any other period and regardless of disability for which he requested hospitaliza- 
tion. (Exception: retired person eligible under VA Regulation 6047 (A) (2) will 
be classified as veteran of his latest period of war service, and retired person 
eligible under VA Regulation 6047 (ay (6) will be classified as PL 28 veteran, 
regardless of period during which his service-connected disability was incurred.) 
Veteran eligible under VA Regulation 6047 (D) (3) or (4) will be classified as 
PL 28 veteran, as indicated in table below, regardless of his service during any 
other period and regardiess of fact he may also be eligible under VA Regulation 6047 
(D) (1) or (2) eteran eligible under VA Regulation 6047 (D) (1) or (2) but 
not eligible under VA Regulation 6047 (D) (3) or (4) will be classified as veteran 
of his st period of war service, as indicated in table below. Person cligible 
under VA Regulation 6047 (D) (5) will be classified as peacetime veteran, regard- 
less = period during which his disability was incurred and regardless of when he 
served. 
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a } a ee ee Public Law 28...| 20 C (NaC : 
ate it....1. 5 After June 26, 1950. C (NSC). 
oe ee ee 
Ge Cy ) OP Dp nc ceclewcivenscccncessdeces a, - CG (NSC). 
a ee B (80), 
OEP ED Ub Oe ibaa locies cocveskenncoen During World Te ee ee NSO} 
During wartime |}---.--.-- ai 
ea were eaninntineontinphense B (SC). 
O eaa eee = At ar i. rars...... 23 so 
GEE GD 0) 08D. nh oaeeersecrwonies During wartime _|/Other wars © (NBO 
During - War I. 
6047 (B).....---------- seit oo dune®, ih... B (SC). 
WOOT Wp csntnacsdoseve T580, ao Peacetime....-.- 24 Cc (N&O) 
cE oe a ee a © (NSC 

















4130 VETERANS’ ADMINISTRATION HOSPITALS 


Special provision.—Retired person eligible under VA Regulation 6047 (A) (2) 
will be classified as veteran of his latest period of war service, and retired person 
eligible under VA Regulation 6047 (A) (6) will be classified as PL 28 veteran, 
even though, in either case, his service-connected disability was incurred during 
peacetime prior to June 27, 1950. 

g. Lines 25 through 31—entered in priority group 1, 2, 6, or 7 during report 
month, first prior month, etc.—Applicant veterans entered in priority group 1, 2, 
6, or 7 at any time during report month will be reported on line 25; at any time 
during first month prior to report month, on line 26; etc. J] 

13.] Reports control symbol—RCS 10CB-12. 
14.] Rescission—VA Technical Bulletin TB [10A-315.] 
y direction of the Administrator: 
H. V. StTrr.iNna, 
Deputy Administrator. 


Distribution: 
CO (C) (3) (3A) (3H) (7) (8) (10) 
DO 
“ (M)-2 
S-1 (M)-1 (AM)-1 (8A)-1 (3B)-2 (3) aes Voce ae 
S-2 (M)-1 (AM)-1 (8A)-1 (3B)-2 (3X)-8 (hy 2 (10)-10 
S-3 (M)-1 (AM)- = (3A)-1 (3B) -4 (3X)- - (7) ie —2 (10)-12 
S-4 (M)-1 (AM)-2 (3A)-1 (3B)-—4 (3X)-20 (7)-2 (8)-2 (10)-14 
. — (M)-1 (AM)-2 (3A)-1 (3B)-4 (3X)- 3 (7)-2 (8)-2 (10)-16 
_N 
S-1 (M)-1 (AM)-1 (8A)-1 eRe (3X)-6 (7)-2 (8)-2 (10E)-10 (10M)-3 
S-2 (M)-1 (AM)-1 (3A)-1 (8B)-2 (3X)-8 (7)-2 (8)-2 (10E)-—12 (10M)-3 
es (AM)-1 (3A)-1 (3B)-2 (3X)-10 (7)-2 (8)-2 (10E)-14 
S-4 (M)-1 (AM)-2 (3A)-1 (3B)-2 (3X)-20 (7)-2 (8)-2 (10E)-16 
(10M)-3 
HP & CND 


S-1 (M)-1 (AM)-1 (8)-1 (3A)-1 (3X)-6 (10E)-8 (10M)-3 
S-2 (M)-1 (AM)-1 (3)-1 (3A)-1 (3X)-8 (10E)-10 (10M)-3 
S-3 (M)-1 (AM)-1 (3)-1 (3A)-1 (3X)-12 (10E)-12 (10M)-3 
S-4 (M)-1 (AM)-1 (3)-2 (8A)-1 (3X)-15 (10E)-14 (10M)-3 
S-5 (M)-1 (AM)-2 (8)-2 (3A)-1 (3X)-20 (10E)—16 (10M)-3 
Area Medical Offices—5 copies each. 
Figures outside parentheses indicate quantity. 


| 
) 
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MONTHLY REPORT OF ELIGIBLE PERSONS NOT YET ADMITTED 
FOR VA HOSPITALIZATION 


REPORT COMPLETED OY (Name, title and signature) 


Chief Medical Director 
Veterans Administration 
TO\ Vermont Ave. and 4 Street, H.W. Week AND ADORESS OF PREPARING OFFICE 
Washington 25, D.C. 
Attn: Medical Statistics Division 





PART | = APPLICANT VETERANS AND OTHER PERSONS WOT SCHEDULED FOR ADMISSION 
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. For lines I through 7 anf 14 through 16, Colum A * Sum of Columns 8 and C. 

- For lines 1 through 7, Column C = Sum of Columns D through K. 

. Line 1 * Sum of Lines 2 and 5. Line 2 = Sum of lines 3 and 4. Line 5 * Sum of Lines 6 and 7. 
» Line 14 * Sum of Lines 15 and 16. 
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BILITIES REPORTED IN COLUMN B OF PART | 


DATE ENTERE 
OATE OF 
APPLICATION IN PRIORITY OlAGNOSIS 


IDENTIFYING DATA 


NAME 
(Leet sewe first, followed by initiai«) GROUP 1 OR 2 





| 


| 
erence elinamenmmmmeanaiares 
STATUS (Explain why veteran hae not ret been admitted. Indicate whether offerte were ande te obtain hoaepitelisation at another etation and roculte 
of theese offerte.) . 
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QUARTERLY SUPPLEMENT TO MONTHLY REPORT © 
ELIGIBLE P PERSONS NOT ver ADMITTED FOR VA HOSPITALIZATION 


Submit for months of Harch, 


iV ~ APPLICANT VETERANS IN PRIORITY GROUPS |, 2, 6, AND 7 NOT SCHEDULED FOR ADMISSION 
NON - SERVICE - CONNECTED 


rola Psy. , 

reser B=) a mmo 
CuoUs 

Li alia Eile 


1 od pa, ae? 
| IN NON-VA HOSP! TALS 
NOT _AS VA BENEFICIARIES 








31, Column A « Sum of Colums 8 and C. 
, Column C « Sum of Coluems BD through K. 
Line 17 « Sum of Lines 18 and 19. 
Line 17 « Sum of Lines 20 through 24. 
Line 17 « Sum of Lines 25 through 31. 
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VETERANS’ ADMINISTRATION, DEPARTMENT OF MEDICINE AND SURGERY 
Washington 25, D. C., May 13, 1957 
INTERIM ISSUE 10-427 


A. Basic administrative issue affected—D M&S Manual M-1, Part I, Chapter 4 
(not yet published). 

B. Other issues affected.—None. 

C. Reason for issue-—To establish a standard procedure for the processing and 
distribution of requests for hospitalization; to prevent the disproportionate 
accumulation of applications at any one station and to insure a more equalized 
workload between stations, thereby providing fuller utilization of available beds 
and better service to the veteran. 

D. Text of interim issue.— 


1. Responsibilities 


a. Central office——The Assistant Chief Medical Director for Operations is 
responsible for the direction and implementation of policies and procedures 
set forth herein and for the coordination and direction, through Area Medical 
Directors, of those en bloc transfers of patients or applications for hospital treat- 
ment which require Central Office approval. Further, the Assistant Chief Medical 
Director for Operations is responsible for processing requests for hospitalization 
received in Central Office and for assistance to Area Medical Directors in obtaining 
bed reservations for individual patients or applicants in other areas when 
requested. 

b. Area medical director —The Area Medical Director will be responsible to 
insure that field stations under their jurisdiction adhere to the policies and pro- 
cedures set forth herein and will take such action as may be necessary to prevent 
the disproportionate accumulation of applications at any one station and to 
distribute workloads between field stations to insure full utilization of available 
beds, and, to the extent possible, equal opportunity for admission of applicants. 
Further, Area Medical Directors will maintain a close liaison with Area Medical 
Directors of adjacent areas and coordinate movement of those patients or applica- 
tions between areas as required or as directed by Central Office. 

c. VA field station':—Managers and Chief Medical Officers, (as defined in 
VA Reg. 6031), will be responsible for carrying out the instructions and procedures 
set forth herein and will cooperate fully with Area Medical Directors concerned. 
Further, Managers will maintain liaison with other nearby hospitals and regional 
offices to keep themselves informed of available facilities in VA and non-VA 
hospital installations and to render mutual assistance to insure equal opportunity 
for admission of applicants. 


2. Procedures 


a. Central office-—(1) Control and equalization of pending applications: On 
the basis of reports received and other pertinent information developed, or upon 
request of the Area Medical Directors, the Assistant Chief Medical Director for 
Operations will initiate such action as may be indicated to equalize pending 
applications. 

(2) Processing individual requests received in central office: Individual re- 
quests for hospitalization received in Central Office will be processed by the 
Assistant Chief Medical Director for Operations in accordance with the following: 

(a) Requests received from the uniformed services for the designation of an 
appropriate hospital to which servicemen may be transferred for continued treat- 
ment upon separation or retirement from service will be processed by Central 
Office. Requests for bed reservations will be submitted to the appropriate VA 
hospital, center, or regional office nearest to the residence of the serviceman which 
has an available bed or can anticipate an available bed within a reasonable period. 
Such requests, whether telegraphic or letter, will be answered immediately by 
field stations concerned, as frequently separation or retirement action is dependent 
upon the reservation of a bed by the VA. 

(b) Requests received from area medical directors for assistance in securing a 
bed for the transfer of a patient or application to a specialized hospital will be 
processed without delay. An appropriate hospital will be contacted and directed 
to accept the patient or applicant or, if immediate acceptance is not practicable, 
to place the applicant on the waiting list for admission at the earliest practicable 


1 As used herein, includes Hospitals, Centers; Regional Offices, VA Outpatient Clinics, Veterans Benefits 
Office, and Domiciliaries. 
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date. The Area Medical Director submitting the request will be advised of the 
action taken. 

(c) Requests received from veterans or other interested persons for hospital- 
ization will be transmitted to the field station concerned for necessary action. 

b. Area medical directors.—(1) Requests from field stations for assistance in the 
transfer of patients or applications to appropriate hospitals: Upon receipt of a 
request from a field station for assistance in securing beds for the transfer of pa- 
tients or of applications, or for admission of a service-connected applicant to an 
appropriate hospital, the Area Medical Director wiil attempt to locate beds. 
If beds cannot be secured, the assistance of the Assistant Chief Medical Director 
for Operations, Central Office, will be requested. Such requests will contain 
information as to the diagnosis of each patient or applicant, service connection or 
nonservice connection of the disability, hospital in which located if a patient, 
home address, sex, and claim number if assigned. 

(2) Equalizing pending applications: The Area Medical Director, upon receipt 
of the Weekly Telegraphic Bed Status Report from the field stations within his 
area, will analyze the pending application load and available beds. On the 
basis thereof, he will determine whether field stations have waiting lists dlspro- 
portionate to the number of operating beds of the type required. He will then 
determine whether beds of the type required are available or smaller proportionate 
waiting lists exist at other field stations. In determining whether a field station 
can accept applications referred from another field station, consideration will be 
given to such factors as current operating plans, available staff and facilities, 
turnover rates by types of patients, admission policies and practices and other 
pertinent information. Transfer of applications will not be made solely for the 
purpose of equalizing numerical ratios of waiting lists to operating beds. Follow- 
ing the review and analysis, the Area Medical Director will direct transfer between 
individual field stations within his area of those applications by specific number 
and type, which he has ascertained to be necessary to provide a more equitable 
distribution of the workload, and which will insure that the applicants will be 
scheduled for admission at an earlier date than could be anticipated at the trans- 
ferring field station. He may also, in collaboration with the Area Medical 
Director of an adjacent area, coordinate and direct transfer of applications 
between field stations in two or more areas without prior Central Office approval. 
Applications transferred by field stations will be forwarded to the Area Medical 
Director who directed the transfer as provided in paragraph 2c (7) below. 

(3) Review of applications: Upon receipt of the applications, the Area Medical 
Director will review them to insure that, from both professional and administrative 
considerations, they are suitable for transfer, and the receiving station will be 
able to schedule or integrate them on its waiting list without delay. Thereafter, 
the Area Medical Director will forward such applications by endorsement to the 
receiving station and return those applications not suitable for transfer for place- 
ment on the waiting list at the transferring station 

(4) Supervision of field stations: The Area Medical Director, through super- 
visory visits and reports of field supervisors, will become thoroughly familiar with 
the available facilities and utilization thereof in each field station in his area. 
Close attention will be given to operating procedures regarding maintenance of 
waiting lists, scheduling practices, adherence to established priorities for admis- 
sion, unusual or inordinate delays in establishing medical and/or legal eligibility, 
and the stations compliance with other mandatory procedures. Periodically, ap- 
plications on waiting lists as well as a representative sampling of current admis- 
sions will be reviewed by a professional representative of the Area Medical Office. 
Such reviews, wherever possible, will be conducted jointly by the professional 
and administrative representatives of the Area Office. 

(5) Status reports to central office: The Area Medical Director will keep the 
Assistant Chief Medical Director for Operations advised of current or anticipated 
problems developing in his area with regard to the application workload. A copy 
of each telegram or other communication directing transfers of applications 
between field stations will be mailed the same day to the Assistant Chief Medical 
Director for Operations, Attention: 136B1. 

c. VA field stations.—When an application for hospital care is received by a 
VA field station, it will be processed in accordance with applicable procedures in 
current directives and immediately forwarded to the appropriate VA hospital 
or center nearest to the veteran’s location, except in the following circumstances: 

(1) When the receiving station is the appropriate VA hospital or center nearest 
the veteran’s location and a bed is not immediately available, the veteran’s appli- 
cation, if not emergent, will be placed on the waiting list and will not be referred 
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to another VA hospital, unless it is determined that a bed is available for the vet- 
eran in a hospital within a reasonable distance of the veteran’s location or the 
Area Medical Director has directed such transfer. 

(2) When request is for emergency hospitalization, the VA field station receiv- 
ing the request for emergency hospitalization will take necessary action to insure 
that the veteran is hospitalized. 

(a) When a request for emergency hospitalization is received by a VA field 
station other than a hospital, the VA or other Federal hospital nearest the vet- 
eran’s location will be contacted to secure a bed. If the veteran’s condition is so 
emergent as to preclude travel to that hospital, and he is otherwise entitled pursu- 
ant to VA Regulation 6050, hospitalization will be accomplished in a civilian 
aoe preferably one under contract to the VA. 

(6) When the request for emergency hospitalization is received by the VA 
hospital nearest the veteran’s location, immediate action will be taken to admit 
the veteran, even though the receiving hospital is not primarily of the type re- 
quired. Care will be exercised, however, to prevent the admission of those 
emergencies whose condition would be jeopardized due to lack of proper facilities 
for immediate treatment, e. g., poliomyelitis requiring a respirator. Transfer to 
an appropriate VA hospital will be arranged when condition of the patient permits. 
When transfer of the patient cannot be arranged to an appropriate hospital, 
assistance of the Area Medical Director will be requested. 

(c) When a request for emergency hospitalization is received by a VA hospital 
which is not the hospital nearest the veteran’s location, action will be taken by 
that hospital, by the most expeditious means, to transmit the request: 

1. To the nearest VA hospital. 

2. If another Government hospital is available, to the regional office 
having jurisdiction. 

3. If the veteran’s condition is service-connected and VA or other Govern- 
ment hospitalization is not feasibly available, to the Chief Medical Officer 
(as defined in VA Reg. 6031) having jurisdiction over the area in which the 
veteran is located for admission to a civilian hospital. 

(3) Applications received from service-connected veterans: In accordance with 
VA policy, a veteran determined to need hospital treatment for a service-connected 
disability will be offered a bed immediately after eligibility has been determined. 
If the veteran has been offered a suitable bed, in a VA, contract, or other non-VA 
hospital, and refuses the offer for any reason, VA has fulfilled its responsibility for 
immediate hospitalization. Efforts will then be made to procure hospitalization 
acceptable to the veteran, and within existing VA policy, at the earliest possible 
moment. 

(a) Application to VA hospitals: When a veteran applying to a VA hospital is 
determined to be eligible for hospital treatment for a service-connected disability, 
the hospital will admit him at once to the first suitable bed that becomes vacant. 
If the hospital has no bed suitable for the veteran and it is apparent no such bed 
will be available within 5 calendar days after determination of eligibility, the hos- 

ital will immediately notify the Area Medical Director by telephone. The Area 

edical Director’s office will immediately attempt to procure a suitable bed in 
another VA hospital, contract or other non-VA hospital. If, at the end of 2 
workdays, the Area Medical Director has been unable for any reason to offer the 
veteran a suitable bed, the Area Medical Director will, at the beginning of the 
next workday, telephone the Chief, Medical Services Division, Conkta Office. 
It will then be the responsibility of Central Office to find a suitable bed to offer the 
veteran, in a VA, contract, or other non-VA hospital. 

(6) Application to VA field station other than a hospital: When a veteran 
applying to a VA field station other than a hospital is determined to be eligible for 
hospital treatment for a service-connected disability, the field station will forward 
the application to the nearest suitable VA hospital, or other Federal hospital, 
under agreement, to the veteran’s location if it is ascertained the hospital can offer 
the veteran a bed within 5 calendar days. A telephone contact will be made if 
necessary to ascertain that admission can and will be offered within those 5 cal- 
endar days. If it be determined that the nearest suitable hospital to the veteran’s 
location cannot offer a bed within the 5 calendar days, the Chief Medical Officer 
will immediately notify the Area Medical Director. The Area Medical Director 
will initiate action to procure a suitable bed for the veteran as outlined in sub- 
paragraph (a) above. The Chief Medical Officer will not authorize admission to a 
contract, or other non-Federal hospital unless requested to do so by the Area 
Medical Director. 

(c) Application or request from a veteran hospitalized in a non-VA hospital: 
Upon receipt of an application or a request by letter, telephone, or other means, 
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for VA hospital care for a veteran who is already hospitalized in a non-VA hospital 
for treatment of a service-connected condition, a female veteran, or a veteran who 
requires treatment to prevent interruption of training authorized under Public 
Law 16, 78th Congress, as amended, or Public Law 894, 81st Congress, as amended, 
immediate action will be taken as follows: 

1. If the application or request for VA hospital care is received at a VA 
hospital and a bed is available for the immediate reception of the veteran, 
he can be safely transported, and he accepts admission, he will be moved to 
the VA hospital without delay. The Chief Medical Officer having jurisdic- 
tion over the territory in which the veteran is hospitalized will thereafter be 
notified by telephone of the request for VA hospital care and furnished all 
pertinent information. 

2. If the application or request for VA hospital care is received at a VA 
field station other than a hospital it will be immediately transmitted to the 
appropriate Chief Medical Officer for necessary action. On receipt of such 
requests, the Chief Medical Officer will ascertain whether the veteran was 
admitted to the non-VA hospital in an emergency and if so, and the veteran 
is otherwise eligible, he will authorize hospital care in accordance with VA 
Regulation 6050. if feasible, arrangements will be made to transfer the 
veteran to an appropriate VA hospital in accordance with current directives. 
If the veteran was not admitted to the non-VA hospital in an emergency, 
the Chief Medical Officer will immediately contact the nearest suitable VA 
hospital or other Federal hospital under agreement, for a bed reservation. 
If a bed is not available immediately, he will telephone the Area Medical 
Director for assistance in locating a bed in accordance with paragraph 2 ¢ 
(3) (a) above. On advice from the Area Medical Director that a VA bed is 
not feasibly available, the Chief Medical Officer will authorize hospital care 
in the non-VA hospital as of the date of receipt of notification by the VA. 

(4) When the request is received by a VA field station having beds allocated 
in other government hospitals, if appropriate, the applicant may be hospitalized 
in such hospital. If a bed is not immediately available, the veteran’s application 
may be retained at the field station and placed on the waiting list for admission 
at a later date. In no event will the waiting list retained at the field station be 
disproportionate to the number of beds allocated in other Government hospitals. 
Applications in excess of a reasonable waiting list will be forwarded to the appro- 
priate VA hospital nearest to the veteran’s location. 

(5) Determination of appropriate hospital: Chief Medical Officers or Directors 
of Professional Services, as appropriate, will insure that the medical portion of 
VA Form 10—P-—10 is adequate for a determination of medical eligibility before 
referral to the nearest appropriate hospital. Where the information is inadequate 
for such determination, action will be taken to secure the necessary information 
either from the civilian physician who completed the application or by a further 
examination secured in accordance with current directives. The determination 
as to the appropriate hospital for the veteran will be made by proper medical 
authority. W hen a specialized hospital is indicated, the field station receiving 
the application will refer the application to such specialized hospital in accordance 
with current directives. When there is a difference of opinion between the receiv- 
ing station and the station from which the application is referred as to the type of 
treatment required (as, for example, the question of need for domiciliary care or 
hospital care), the station having possession of the application will refer it together 
with any other pertinent information to the Area Medical Director for decision. 

(6) Admissions from waiting lists: Managers will be responsible for the con- 
tinual review of their waiting lists to insure that they are actively maintained and 
that no segment of the waiting list is overlooked in favor of those applicants who 
apply in person. The urgency of the veteran’s need for hospital care will be given 
consideration, but the chronological date and other priority factors prescribed in 
current procedures cannot be ignored. Managers will continually plan for maxi- 
mum utilization of beds, authorizing admission on the basis of anticipated dis- 
charge rate. Veterans whose applications have been pending for the minimum 
period established by current directives will be contacted as to their need for 
hospital care and their desire to continue to await an available bed. If there 
appears to be reasonable doubt as to the veteran’s current need for hospitaliza- 
tion, reexamination will be secured in the most economical manner. 

(7) Action by field station transferring applications: Upon receipt of instruc- 
tions from the Area Medical Director to transfer a specific number and type of 
pending applications, the VA field station will immediately proceed as follows: 

(a) Selection of cases for transfer: In selecting cases for transfer, consideration 
will be given to the residence of the applicant, so that whenever possible, excessive 
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travel will be avoided. Further, in the selection of applications for transfer, 
consideration will be given to those applications of the type to be transferred 
which were most recently placed on the waiting list and, therefore, least likely to 
be admitted within a reasonable period of time by the transferring station. The 
transferring station will not, when instructed to transfer applications, consider 
such transfers as an opportunity to dispose of only those applications from veterans 
whose conditions are chronic in nature. 

(b) Contact with the veteran: After the cases have been selected for transfer 
as indicated above, each veteran, or his representative, will be contacted by the 
most expeditious means to ascertain whether he will accept hospitalization if 
offered at the hospital to which transfer of the applications is proposed. At 
this time, the mode of travel and the ability of the veteran to pay travel costs to 
the receiving hospital will be determined. ._The veteran will be advised that 
should he decline to accept transfer of his application without reasonable justifica- 
tion therefor, his application may be retained at the field station, but will be 
placed at the bottom of the waiting list. 

(c) Forwarding of applications: When the field station has ascertained the 
number and types of applications that may be transferred as indicated in sub- 
paragraphs (a) and (b) above, they will be forwarded to the Area Medical Director 
who directed transfer of the applications. A transmittal letter will be initiated 
and a listing of the veterans by name, C-number, and city and State of residence 
will be attached. After review by the Area Medical Director as outlined in 
paragraph 2b (3) above, the applications will be forwarded by endorsement to 
the receiving field station. 

(8) Action of field stations receiving transferred applications: The receiving 
station will accept the applications transferred at the direction of the Area Medical 
Director in all cases. If the applicant cannot be scheduled immediately for admis- 
sion, his application will be promptly integrated on the waiting list as of the date 
the application was received at the initial VA field station, giving consideration 
to the relative urgency of the veteran’s need for hospital care. Immediate notifi- 
cation will be sent to the veteran advising that his application has been received. 
In no event will an application which was received by transfer be rejected for medical 
reasons without reexamination of the veteran. Should the veteran refuse hospital- 
ization at the hospital to which his application has been transferred without reason- 
able justification therefor and requests return of his application to the station from 
which transferred, the application will be returned and placed at the bottom of 
the waiting list as of the date of its return. Should the veteran decline an offer 
of hospitalization or request cancellation or withdrawal of his application, the 
application will be processed as provided by current procedures. Within 10 work- 
days following receipt of applications transferred, the Area Medical Director will 
be furnished a report of action taken on the applications which will include a list- 
ing by name and C-number of the individual veterans showing the date admitted 
or authorized to report for admission, remaining on the waiting list and anticipated 
date to be scheduled, and those canceled or withdrawn and the reasons therefor. 


3. Rescissions 
TB10A-—275 and TB10A-331. Deputy Administrator teletype 7/22/52, Subject: 

Processing and Distributing Applications for Hospital Treatment. 
Roy A. Woxtrorp, M. D., 
Deputy Chief Medical Director. 

Distribution: 

CO EM 10 series 

VBO; RO W/Medical Activities (00) 2 (111) 10 

CNR (00) 2 (11) 2 (136) 5 (170) 10 

(All) HP, CND (00) 2 (11) 2 (136) 5 

HP W/Outpatient Activities (170) 10 

DOC—AMO 10 each 


The CHarrMan. Mr. Patterson, have you a question you wanted 
to ask? 

Cowunse.. I wish to ask one question on appropriations. 

Mr. Whittier, using round figures, the Medical Service submitted a 
request for inpatient care of $733 million for the current fiscal year. 
The budget service of your organization, or however it is done, re- 
duced that to $724 million. The Bureau of the Budget reduced it 
further to $707 million. ‘The House increased it by approximately $8 
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million and the Senate increased it by approximately $2 million, and 
it is now in conference. 

The question, sir, is, under the letter which you have received from 
the Bureau of the Budget as to the preparation of the 1960 budget, 
are you limited to the $733 million figure, the $724 million figure, or 
the $717 million figure insofar as inpatient care is concerned in 1960? 

Mr. Wuirtier. Mr. Chairman, I feel that I cannot adequately 
answer that question without introducing that letter, and we dis- 
cussed the other day whether the letter is privileged or not. I am 
not as experienced in these matters as others here, but I think per- 
haps I had better check the Presidential directive to department heads 
before we introduce it. Without having that introduced, because I 
think there is considerable qualifying language, I do not feel—without 
any reference to any directive, let me refer to some remarks I made 
earlier in which I said I was rather optimistic about the possibilities 
on the basis of my flash estimates for fiscal year 1960. I would rather 
stand on that, if I may. 

Commirrre Counset. Mr. Chairman, the substance of that letter 
was published in the newspapers 

The CuarrmMan. Do we have that letter? 

ComMITTrEE Counse.. No, sir. It was in the New York Times. 
I can get the clipping, sir. 

(The material referred to is as follows:) 


[From New York Herald Tribune, July 13, 1958] 
Recession Is BetrEvep At Borrom—AcENcIES UrcEp To Cur Bupcets 
(By Rowland Evans, Jr.) 


WASHINGTON, July 12.—Highly confidential letters have been sent by the 
Budget Bureau to all Federal agencies in hopes of reversing the sharp upward 
trend that has characterized Federal spending since the Korean war. 

This was learned today from congressional sources who professed to see good 
tidings in the administration’s hope for reduced spending in the fiscal year starting 
next summer. The move, proposing rigid budget controls a year hence, is taken 
as solid evidence that the administration believes the economic recession has 
touched bottom, and that by next July 1, when the fiscal year 1960 starts, the 
foremost task will be the control of spending and inflation rather than the pump- 
priming of the last 6 months. 

SPENDING ON RISE 


Not since the Korean war ended has the Federal Government been able to 
reduce spending from one year to the next. The steady increase in population, 
together with drastic requirements of defense and other items in the national 
security, have pushed annual spending from $64,570,000,000 in 1955 to an esti- 
mated $79 billion this year, the 12-month period ending next June 30. 

The deficit in the present fiscal year will run close to $11 billion, no matter what 
the administration does between now and June 30. However, the administration 
is said to have a cautious but nevertheless well grounded hope that if the economic 
picture brightens as expected, Federal spending can be reduced in fiscal year 1960 
beneath the planned outlays for the present year. 


COMMUNITY BILL OPPOSED 


This would be a fiscal feather in the administration’s cap and would hearten 
Republican campaigners in the 1960 election year, It would also mark the first 
spending downturn since the year starting in mid-1954, the first full year after 
the end of the Korean war. 

To help reach this goal, the administration hopes to defeat a $2 billion com- 
munity facilities bill now before the House Rules Committee that is regarded in 
the White House as an unnecessary drain on the Treasury. The fate of this bill, 
and a $200 million area redevelopment bill also in the Rules Committee, may have 
a decisive effect un whether spending can be reduced in fiscal 1960. 
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Neither of these bills has an excellent chance of enactment, with Congress rush- 

ing pellmell toward adjournment. 
here are other cheerful aspects of the 1960 budget to those who hope that 

spending can be reduced in that year. For example, the estimated expenditure 
of some $600 million in the present fiscal year in extra unemployment compensa- 
tion will presumably not recur in 1960. In addition, as much as $1 billion in 
emergency mortgage-purchase authority voted this year in an effort to stimulate 
home construction should not recur. 

In other words, the administration is hopeful that a restoration of maximum 
employment and high production will make it possible to taper off major anti- 
recession spending programs. 


[The Wall Street Journal, July 14, 1958] 


GOVERNMENT SrEEKs Fiscat 1960 Bupcrr Near $80 Bittion—DrreEctTive 
InpicatEs LaG IN ANTIRECESSION SPENDING; No Masor Bupesr Cur— 
CaBINET, AGENCIES WARNED 


Wasuincton.—The Eisenhower administration is trying, but with little hope, 
to hold the Federal budget for the fiscal year starting next July 1 at or near the 
$80 billion expected for the fiscal year just begun. 

The Budget Bureau has sent letters to all Cabinet members and agency heads 
spelling out this goal. It was learned the directive calls for any new programs 
requiring legislation not already approved by the White House to be submitted 
separately from routine budget requests, along with justification for their need. 

Similar economy directives, in line with Mr. Eisenhower’s desire for balanced 
budgets, have been sent out by the administration in past years when Federal 
agencies were preparing to start work on their budgets for the following fiscal 
years. 

The newest, however, takes on special significance on two counts: It indicates 
that, for now at least, the administration doesn’t think heavy antirecession 
spending will be necessary after next July 1, and in addition, it signals the ad- 
ministration’s official recognition that no major reductions below the current 
fiscal year’s level will be made next fiscal year. 

Back in January, Mr. Eisenhower’s budget for the fiscal year which started the 
first of this month predicted outlays of $73.9 billion, along with revenues of $74.4 
billion and a resulting surplus of $500 million. Now, however, Treasury officials 
look for spending of $80 billion or more, receipts of $70 billion or less and a deficit 
of $10 billion or more. 

The recession, of course, has been the chief factor in increasing the spending 
estimate and reducing the expected revenues. Both Congress and the adminis- 
tration have ordered outlays aimed at bolstering the economy at the same time 
that slower business activity has cut the tax take. 

But administration officials are hoping that not as much of this type spending 
will be necessary next fiscal year. They note that present plans call for Uncle 
Sam to put up some $600 million of extra unemployment compensation payments 
this fiscal year, and doubt that will be necessary in fiscal 1960. Other non- 
recurring recession-directed outlays they don’t expect to be repeated next fiscal 
year include the $1 billion of mortgages the Federal National Mortgage Associa- 
tion is expected to buy and a special $1.5 billion Federal fund for highway building. 
In addition, they note the interest cost of the national debt is apparently falling. 

However, high officials cautioned that if an economic upswing does not develop 
as the administration expects, new antirecession programs could be included in 
the fiscal 1960 budget before it’s sent to Congress next January. In that event, 
these officials said, some of the new proposals which agencies must submit sep- 
arately from their regular budget requests might be considered. 

Even if such boosts are not necessary, administration sources said, there’s little 
chance for major reductions in Federal spending plans next fiscal year. Defense 
costs continue to mount, and at least some of the programs billed as antirecession 
measures call for continued outlays in future years, they claimed. It’s on this 
ground the administration is fighting a pending bill calling for $2 billion of Federal 
loans for local public works and another to provide $200 million of assistance to 
economically depressed areas. 


Mrs. Dwyer. For the purpose of the record, Mr. Chairman, may I 

$ . , . , * 
say that in New Jersey we have two veterans hospitals, both of which 
have a large waiting list of non-service-connected patients. According 
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to their figures of yesterday, there are 230 waiting in East Orange 
and 665 at Lyons. 

May I say, too, for the record that we have no beds closed in New 
Jersey. I am very happy to report that. 

I would also like to praise the administrators of both hospitals and 
the professional staff for their deep concern for their patients, par- 
ticularly the mental patients. I can understand the problem they 
had in enlisting trained personnel, vying and competing with our 
State hospitals as well as our private hospitals. 

I want to pay tribute, too, to the Women’s Auxiliary of the Legion 
and the Veterans of Foreign Wars and the various veterans organiza- 
tions and the Gray Ladies for the magnificent job they are doing in 
connection with those hospitals. 

Thank you, Mr: Chairman. 

Mr. Wuirtier. We received many letters of praise about our 
doctors. I believe the chairman himself has forwarded some of those 
letters to us. 

Perhaps one other comment on the budget. My flash estimates, if 
I recall—and I am not sure it is correct to introduce that— it is not, the 
doctor tells me. Let me stand on the general statement that I am 
rather optimistic about the coming year. 

The Cuarirman. For the benefit of Mrs. Kee, may we have a couple 
of questions by Mr. Meadows. 

Starr Director. Briefly, Mr. Administrator and Dr. Middleton, 
referring to the West Virginia situation since it does appear on the list 
we have been discussing, the hospital or station in question is Martins- 
burg, W. Va., where we understand 90 beds were closed some time 
back, and there has been some alteration in that situation. Could 
someone discuss that, please? 

Dr. Conen. Yes, sir. At Martinsburg we have a GM and § hos- 
pital which is part of a center in support of a domiciliary there. It is 
a hospital of the cantonment type with a rated bed capacity of 900, 
of which 840 beds are operating and 60 are reported as unavailable by 
virtue of not being needed to meet the demand. This stems from the 
fact that we reduced our tuberculosis beds at Martinsburg and con- 
verted others. We decreased the tuberculosis patient load by a total 
of 123 and increased the care of GM and S patients by a total of 73. 
So there is a net reduction of approximately 42 between the 2 fiscal 
years. 

The waiting list at Martinsburg is extremely small. We had 2 in 
1956, 12 in 1957, and 11 in 1958. These are average waiting lists. 

Srarr Drrecror. Will you refer also to Clarksburg, please. 

Dr. Conen. Yes, sir. The waiting list at Martinsburg is entirely 
seasonal. It has been used for a good many years to support the 
demand for beds at Washington, which is 73 miles away. 

Mrs. Ker. May I ask a question there. Of the 60 beds that were 
closed, are they all still closed? As I understand there were 90 beds, 
and only 40 were reopened. 

Dr. Counen. That is correct. 

Mrs. Ker. How about the others? Is there any chance that they 
will be reopened? 

Dr. Conen. There is no demand there, and the increase in GM and S 
patient load that we have projected for fiscal 1959 we believe will meet 
the demands which do exist. The only sizable waiting list is at Clarks- 
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burg, which is 173 miles away, and the average experience there during 
1958 was 34, which is only slightly larger than 10 percent for a 200-bed 
hospital. By the opening of these additional GM and §S patient 
potentials, we believe we shall be able to help the Clarksburg situation 
at Martinsburg. 

SrarF Director. Then the substance of your statement on Martins- 
burg is that you do not intend to convert the beds for GM and S, and 
you have no other plans such as intermediate care or that sort of thing 
for the use of these beds? 

Dr. Conen. That is true. The long-term care unit at Martinsburg 
is a sizable one and is adequately staffed for the number of patients 
we have there now. 

As to the additional 60-patient-load potential, that would depend on 
whether pressures develop further in the course of the rest of this 
fiscal year. 

SrarF Director. But at present you have no plans to expand it for 
intermediate care purposes? 

Dr. Conen. No, sir. 

Starr Director. That is all, Mr. Chairman. 

The CHarrMan. Mr. Weaver. 

Mr. Weaver. I have a question I would like to address to Dr. 
Middleton and the Administrator. 

As Dr. Middieton knows, several years ago there was an attempt 
on the part of the VA to turn over to the Air Force the hospital at 
Lincoln, Nebr. That matter was resolved favorably by Dr. Higley, 
and to my knowledge it is all settled. 

Dr. Mippueron. That is correct. 

Mr. Weaver. I should like a statement from you or the Administra- 
tor that that is the way it stands today. 

Mr. Mippueton. Mr. Chairman, Mr. Weaver is entirely correct. 
That problem was resolved and has not come to haunt us again. 
I believe there is no intention whatever of turning over the VA hos- 
pital at Lincoln to any other agency of Government or out of Govern- 
ment. 

The CHarRMAN. Mr. Fino. 

Mr. Fino. With reference to the 25,144 waiting list of eligible vet- 
erans, could I have a breakdown of the NP, TB, and GM and 5S 
veteran patients? 

Dr. Conen. I can give you that information, Mr. Fino. The 
25,144 is broken down as follows: There is a total of 15,403 NP. 
110 TB, and 9,631 GM and S. That was as of June 30, 1958. 

Mr. Fino. With reference to this list, I appreciate the analogy 
drawn by the gentleman from the VA, that these fellows have tickets 
for the theater and are just waiting to see the show, but we might find 
that the show will be over by the time they are called. 1 was wonder- 
ing whether or not the VA has any system of checking this list, with 
reference to sending some of these patients outside the city. In other 
words, take the situation in New York. At Castle Point you have 
209 beds, at Sunmount you have 77. That is, 286 beds that could be 
utilized. I was wondering whether the VA manager at Albany or in 
Syracuse calls in the veterans who are on the waiting list, waiting to 
be admitted, and asks them whether they are willing to go to Sun- 
mount or Castle Point. 

Dr. Mippueron. To open this answer, Mr. Chairman, I should like 
to say that all of this is coordinated in the office of the area medical 
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director, who has supervision of the hospitals in your area, for example, 
Mr. Fino, from the Boston area medical director’s office. 

Then to the particulars, Dr. Cohen. 

Dr. Conen. Actually, sir, the area medical directors observe the 
growth of waiting lists at each of the individual hospitals. There 
was a sizable one at Brooklyn, and practically no waiting list or a 
very small waiting list in Manhattan and the Bronx. He will arrange 
to contact the manager of the Brooklyn hospital and ask him to 
transfer to the other hospitals the waiting lists of those veterans of 
the type of disability which can be cared for at other hospitals. 

In addition to that, a periodic review is made of the veterans on 
the waiting list, in which the manager, through members of his staff, 
contacts the veteran and asks him or his family whetber his condition 
has changed, whether or not he is still in need of hospitalization. 
Where beds are available at a distance from his home, he may be 
offered it, but then has the option of declining and requesting that he 
remain on the waiting list. 

Mr. Fino. You have 286 beds available, ready to be used, at Castle 
Point and Sunmount. You have 101 TB eligible veterans waiting 
to get into a TB hospital. What is your answer? 

Dr. Conen. These 101 on the waiting list are scattered across the 
entire United States. In New York, for example 

Mr. Fino. The man who has TB is a person who has a serious 
disease which could be checked and could be cured if taken care of 
quickly and promptly; but, if he is permitted to remain on the list 
for a year or 2 years, he will be going to the cemetery instead of to 
the hospital. 

Dr. Mippueton. Mr. Kaufman. 

Mr. KaurMan. Mr. Fino, in the survey which I said we had con- 
ducted as of June 30, one of the questions we asked the station was: 





To what extent does the waiting list as it stands at any time represent persons 
who actually require and would accept hospital care at any other VA hospital? 


The results of that were that relatively few would accept. In some 
stations it was indicated that a certain percentage, maybe as high 
as 75, would accept. 

You mentioned Castle Point. Castle Point’s reply was: 


High percentage would not accept hospitalization at another TB hospital due 
to travel problem of families. 


Other hospitals in New York, Batavia: 


Very few applicants will accept care at a VA hospital far-removed from their 
homes. 


Albany: 

Have not contacted veterans on this particular problem. 
Bath: 

Veterans will accept transfer to other VA hospitals in this area. 


Bronx had no reply to that particular question. 
Buffalo: 


We have attempted to provide veterans a bed at another VA hospital. We 
assume they would accept. 


Canandaigua: 


Great majority would accept hospitalization in another VA hospital. 
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Montrose: 


Veterans will not accept hospitalization at another hospital too far from their 
homes and families. 

New York: 

Due to turnover of our waiting list, we have experienced no need to ask the 
applicant if he would accept hospitalization elsewhere. 

Northport: 


Estimate 10 to 15 percent of our waiting list contains veterans whose permanent 
address is county of New York. Assume there would be no objection if transferred 
to VA hospital, Montrose, 

In short, sir, within the immediate areas they would, but the general 
feeling from this State and from most of the other States, sir, is that 
there is a reluctance to accept hospitalization in any hospital other 
than the one to which they applied. 

Mr. Frno. In those cases where there has been a desire or willingness 
to transfer and go to another hospital, does the VA follow it up? 

Mr. Kaurman. Yes, sir. 

Mr. Fino. Do they say, ‘‘We have a character here who wants to 
go to another hospital 200 miles away from home?” 

Mr. Kaurman. As Dr. Middleton pointed out earlier, the VA’s 
policy is that the area medical officers review the waiting list monthly. 
This is an instruction issued in our interim issue 10-427, which sets 
up the procedure in this regard, sir. 

Mr. Wuirtier. May I suggest, Mr. Chairman, that this is some- 
thing we do, and do with great care, but must do very sympathetically. 
If this committee would order us to start a widespread program of 
great pressures on the patients, you would discover that within Con- 
gress the pressures on the other side would be so heavy that it would 
be impossible to carry it out except as we do—very carefully, on an 
individual frasis, interrogating the individual man, sometimes his 
family. This has to be very carefully. and almost delicately, done. 

The Cuatrrman. Mr. Administrator, I would like to excuse you and 
your other VA people, except we would like Dr. Middleton to stay. 
We have some people from Oklahoma that we must hear this morning. 
We will see you again next Tuesday morning. 


STATEMENTS OF DR. J. R. STACY, DR. HAROLD G. SLEEPER, AND 
DR. MARK R. JOHNSON, REPRESENTING THE OKLAHOMA STATE 
MEDICAL ASSOCIATION AND THE OKLAHOMA COUNTY MEDI- 
CAL SOCIETY 


The CuHarrman. I would like to recognize Congressman John 
Jarman, from Oklahoma City. 

Mr. Jarman. Thank you, Mr. Chairman. I would simply like 
to say to you and to the members of this great committee that the 
Oklahoma delegation is very appreciative of the committee’s hearing 
these gentlemen from our State. Dr. Stacy, Dr. Sleeper, and Dr. 
Johnson are distinguished members of the medical profession of my 
home city of Oklahoma City and our State of Oklahoma. They are 
here in a representative capacity to testify to this great committee 
on a matter of real concern to the medical profession and to all of us 
in our State, a problem of national concern. We are appreciative, 
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Mr. Chairman, of the opportunity you have given to them to be 
heard. 

The Chairman. Thank you, Congressman Jarman. 

Dr. Stacy, I want you to know that I have already placed in the 
record our exchange of letters. 

Dr. Sracy. Yes, sir. ‘ 

The CuatrMaNn. Doctor, if you have with you the resolution which 
was passed by the Oklahoma County Medical Society, I think you 
might read that resolution before you make your statement, in order 
to give the other members of the committee more basis for your 
statement, 

Dr. Stacy. We had two resolutions, Mr. Teague. Our most recent 
one-—— 

The CHAIRMAN. Suppose you read both of them. Read the 1957 
one, first. As some of the committee members recall, this society 
was represented before the committee once before. 

Dr. Stacy. This is a resolution of November 1956- 

The CHarrMAN. The one I have says 1957, Doctor: Perhaps there 
are three. 

Dr. Stacy. That is the second one. 

The CuarrmMan. If you have one of 1956, I think you ought to 
read all of them. You have a very short statement. I think it 
should be in the record. 

Dr. Stacy (reading): 





RESOLUTION OF OKLAHOMA CouNnTY Mepicau Society, NoveMBER 1956 


Whereas we, the members of the Oklahoma County Medical Society, as citizens 
and taxpayers, are aware of an ever-increasing tax burden; and 

Whereas, as physicians, interested in the proper medical care of veterans with 
service-connected disabilities as well as the indigent veteran with non-service- 
connected disabilities, observe that money in increasing amount is being im- 
properly used for the care of veterans who are financially able to pay for medical 
and hospital care: and 

Whereas the Veterans’ Administration hospital collects fees for medical, surgical, 
and hospital services rendered to patients covered by workmen’s compensation 
liability and private sick and accident insurance, which practice results in direct 
competition to private hospitals and medical personnel of this community; and 

Whereas it is fhanifestly evident that patients who have non-service-connected 
disabilities and carry workmen’s-compensation liability or adequate sick and acci- 
dent insurance are able to pay their own expenses through such coverage are not 
what might be described as medical indigent and are not clearly eligible for vet- 
erans hospital and medical care according to the intent of the law; and 

Whereas this practice of veterans hospitals in admitting patients who have 
such adequate insurance coverage is not only a plain violation of the Veterans 
Act, but can be considered a definite violation of the ethical principles governing 
the practice of medicine as outlined by our separate organizations, the Oklahoma 
County and State Medical Association, in May 1956, and the American Medical 
Association, 1 year ago, through resolutions wherein these organizations con- 
demned the practice of veterans hospitals accepting money from patients able to 
pay for their treatment; and 

Whereas continuation of this abuse will not only ultimately weaken the effee- 
tiveness of medical care of the worthy veteran but is, furthermore, not in conform- 
ity with the best principles of good medical practice which by tradition hold the 
principle that hospitals shall not engage in the practice of medicine; and 

Whereas efforts of the Dean’s committee for the Veterans’ Administration 
hospital to correct or curb these abuses and violations to the Veterans Care Act 
and these principles of medical ethics have so far found to be ineffective, be it 
known, that the Oklahoma County Medical Society, although it feels keenly its 
responsibility to continue in the care of the veterans suffering from service-con- 
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nected illness as also the truly indigent veteran with non-service-connected 
disability, believes it holds not only an obligation to the medical profession but, 
also, to these worthy veterans as well as the taxpayers that, if this practice is 
continued, to consider it unethical for their member physicians to participate 
further in the care of such unqualified patients who should be admitted for care 
by the Veterans’ Administration hospital: Now, therefore, be it 

Resolved, That the Veterans’ Administration hospital be given 90 days to correct 
these flagrant violations of the Veterans Care Act and to the ethical principles of 
medical practice to the satisfaction of the Oklahoma County Medical Society; and 
be it further 

Resolved, Unless correction is made within 90 days, those member physicians 
who continue to participate in this program of veteran care as presently outlined 
will, by the Oklahoma County Medical Society, be considered as practicing 
unethical medicine, and appropriate action by the society will be taken that may 
lead to suspension from the rolls of the society; and be it further 

Resolved, That a copy of this resolution be sent to the Veterans’ Administration 
in Washington, D. C., Senator Robert S. Kerr, Senator Mike Monroney, Congress- 
man Olin Teague of Texas, Congressman Ed Edmondson, of Oklahoma, the 
medical center committee of the chamber of commerce, the managing editor of 
the Daily Oklahoman and the Oklahoma City Times, and all other interested 
parties in order that the widest publicity possible be accomplished so as to,acquaint 
the public of this wrong. 


The CuarrmMan. That is the 1956 resolution. 

Dr. Stacy. Yes, sir. 

The CuarrMan. Since then, Doctor, a number of things have hap- 
pened. This committee has done considerable work in trying to see 
that onlv veterans who were eligible to go into hospitals get in there. 
We have also done a lot of work on compensation. I think we had 
something to do with 10—P—10, which requires some further tightening 
of admissions to hospitals. The next resolution was 1957. Do you 
want to read it, or summarize it? 

Dr. Stacy. I think there must be some confusion there. There 
are just two passed by the society; the one which I just read and one 
in March of 1958. 

Mr. Smitu. Here is one. It is practically the same as the one you 
just read, only a little shorter. 

Dr. Sracy. I think the one I just read was a revision of the original 
one. 

The CHairMAN. Let us go to the 1958 resolution, then. 

Dr. Stacy (reading): i 


RESOLUTION OF OKLAHOMA CouNTY MeEDIcAL Society, Marcu 1958 


We, the members of the Oklahoma County Medical Society, again present a 
resolution as taxpayers and citizens. The society has deferred for the past year 
any action which might be adverse to the best interests of disabled, service- 
connected veterans and of the Oklahoma Medical Center. The deferment was 
also advised by Congressman Olin Teague, of the Veterans’ Affairs Committee 
of the House of Representatives. However, we have observed little improvement 
in the practices of the Veterans’ Bureau medical program. 

Our national budget includes, this year, the sum of $5.5 billion for overall 
veterans’ benefits and less than one-half that sum for the atomic-energy program. 
The cost of running the entire Government during the depression relief years 
was less than $5 billion. The current budget includes nearly $1 billion for 
veterans’ medical care and about half that sum for the Department of State. 

We find that some 25 percent of nearly 3 million pensioned veterans are receiv- 
ing non-service-connected pensions. We have learned that the Veterans’ Bureau 
bills private insurance companies for some $16 million annually for insurance- 
covered care of patients who have sworn indigency. The courts have ruled that 
this cannot be collected. 

We recall the Hoover study requested by Congress in 1949, which reports that 
30 million Americans are receiving medical aid at the cost of $4 billion a year to 
the Federal taxpayer. That sum is growing each year. Nearly 25 percent of 
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this amount was spent on non-service-connected illnesses, and pensions which 
had nothing to do with military service. 

We are in complete agreement with the official policy of the American Medical 
Association, which is the opinion of the majority in the medical profession. This 
policy encourages the very best care possible for service-connected disabilities. 
We are wholeheartedly committed to the improvement of service-connected dis- 
ability care. We also agree that non-service-connected disabilities are not the 
concern of the Federal Government. They should be cared for by more econom- 
ical local and State facilities. We do not believe that the Veterans’ Bureau is 
operating within congressional law. 

We should also urge that Congress enact recommendations which they have 
requested, as set forth by the Bradley and Hoover studies. We support the 
United States Chamber of Commerce, which recommends termination of pension, 
housing, educational, and hospital benefits for veterans with non-service-con- 
nected disabilities. 

We believe we have responsibilities as citizens to combat the threat of com- 
munism, socialism, atomic war, and national financial and moral bankruptcy. 
We do not believe that paid representatives of political pressure groups in Wash- 
ington represent public opinion or the majority opinion of veterans regarding 
medical care. 


We, therefore, resolve to continue to do our best to improve the care of service- 
connected disabilities and encourage freedom of choice of physicians and hospitals 
for this group. 


We also resolve to continue to educate our fellow citizens in every way possible 
regarding Federal medical care which is below standard, excessively expensive, 


and unnecessary. 

The CuatrMan. Doctor, you do not believe that the Veterans’ 
Administration is operating within congressional law. Would you 
comment on that? 

Dr. Stacy. Yes. I have failed to find any authorization for re- 
search projects and teaching programs. There has been considerable 
discussion about the use of the term “limitations” in the original law. 
We feel that “limitations” have been distorted to allow for amplifica- 
tion by the Administrator. 

The CHArrRMAN. Let us go to your statement, then. 

Mr. Sracy. Mr. Chairman and members of the committee, my 
name is J. R. Stacy, of Oklahoma City, Okla., where I am in the 
private practice of medicine. I speak to you today as a member of a 
delegation from the Oklahoma State Medical Association and the 
Oklahoma County Medical Society. The other members of this 
delegation are Mark R. Johnson and Harold G. Sleeper, both of whom 
are also in the private practice of medicine. We are all veterans. 
We come as representatives of our associates and friends in Oklahoma 
to express opinions regarding certain Veterans’ Administration matters 
in the hope that these opinions will be useful in your determination 
of future legislative policy. 

We are under the impression that the basis for VA hospital care is, 
primarily, the existence of a service-connected disability in a veteran. 
Additional care is available to non-service-connected veterans who 
are indigent, providing facilities are available. 

We believe that, to properly apply existing laws, it is necessary to 
define indigent care in a clear and fair manner. 

In Oklahoma, we have encountered many instances where lack of 
adequate legal definition of indigent status has produced great mis- 
understanding and confusion in the provision for veterans’ medical 
care, 

In fact, most of the truly indigent veterans who have non-service- 
connected illness can be taken care of in existing State and private 
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facilities without expense to the Federal Government. Many veter- 
ans receiving care in VA facilities are not, in our opinion, truly indigent. 

We believe that the present VA hospital policies divert attention 
from service-connected cases to acute non-service-connected cases. 
All hospital personnel lose interestin chronic problems where little 
progress is shown over a period of time, and, as more service-connected 
cases become chronic, attention is transferred to those non-service- 
connected cases where rapid improvement could result from treatment. 

We believe that such policies also produce a diversion of funds and 
ancillary personnel from local private and State medical facilities. 
We believe that, to VA administrators, the quality of medical care in 
VA hospitals is measured in terms of length of stay and expense and 
not in terms of the most rapid and effective restoration of the patient 
to his function as a member of his family and his community. 

We would recommend that some future legislative action be devoted 
to setting more precise standards for determining which veterans are 


deserving of medical care. We would recommend legislation to define. 


accurately what constitutes the indigent veteran. We suggest that 
machinery is necessary to determine which veterans applying for 
hospital care are truly indigent. We would also suggest that future 
emphasis in the VA research and teaching programs be placed on the 
problems of chronic disease and aging, which are the major future 
problems of veterans’ care. 

Perhaps most important, we suggest closer liaison between medical 
societies, medical schools, and local VA hospitals, so that there will be 
more mutual awareness and early solution of common, local problems. 

If these recommendations can be put into effect, we believe that the 
result will be better quality medical care for veterans and nonveteran 
members of the community in whatever hospitals they may be treated. 
Improved care will be possible with the use of fewer beds in VA 
hospitals. 

Two resolutions passed by the Oklahoma County Medical Society 
and approved by the Oklahoma State Medical Association have been 
read. We would welcome any questions you might have on these 
matters. 

We had planned a more complete report to the committee, but, out 
of respect to the pressures of the day, we have tried to conserve your 
time. 

We thank the committee for its attention. 

The CuarrMan. Any questions? Mr. Teague? 

Mr. Teacur of California. This is not a question. This is a com- 
ment. I find myself in agreement with much of what Dr. Stacy has 
had to say there. 

The Cuarrman. Any questions or further statements? 

Doctor, actually, the only thing that really will satisfy your group 
is the complete elimination of the treatment of non-service-connected 
cases. Is that not true? 

Dr. Stacy. Doctors treat problems in a relative manner. If the 
patient gets a little better, we are happy. If he is completely well, 
we are most delighted. ‘ 

The Caarrman. I do not believe you understand my question. 
Actually, the only thing that will satisfy you people will be to com- 
pletely stop the treatment of non-service-connected veterans. 

Dr. Sracy. I think, yes, if that could be feasibly done. 
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The CHAIRM: AN. That is, actually, what you people want. 

Dr. Sracy. If it could be worked ‘out, I think it could be done. Ido 
not think it could be done immediately, but I think we should work 
in that direction. 

Mr. Aparr. Would the gentleman yield? 

However, I gather from your statement, Doctor, that you would 
say, in cases where a man is really indigent and has non-service-con- 
nected disability of some kind, then you still feel, and it is the opinion 
of your medical society, that you would take care of that man. 

Dr. Sracy. We will take care of them at the present time, but I 
believe the medical society feels that the necessity for that care in the 
veterans’ hospital could gradually be eliminated in the future. 

Mr. Aparr. By moving that man to institutions other than VA 
institutions?. 

Dr. Stacy. Yes. Just within the last year, the demand for some 
15 to 20 percent charity cases in our local hospitals has been removed 
by other welfare programs. Certainly, we would be very happy to 
step back in the position that we have been for years and take care of 
15 or 20 percent charity patients without professional fees, as far as 
our teaching programs in those hospitals and training programs, 
which have existed for years. 

Mr. Apatr. Doctor, did I understand that you just said the amount 
of charity work in your non-VA hospitals has increased in the last 
vear? 

Dr. Stacy. Has decreased, due to other types of Federal medical 
care, such as medicare and the welfare servic e, social-security care, 
crippled-children’s expansions, and so forth. 

Mr. Teaaut of California. Mr. Chairman, will the gentleman vield 
again? 

The basis of my statement, which was that I agreed with much of 
what Dr. Stacy had to say, was this: In my opinion, when dollars 
are collected from taxpayers and come to Washington, and we return 
them to the local communities and States, they have shrunk in value, 
in almost every instance. I believe Dr. Stacy is right in saying that, 
in fact, most of the truly indigent veterans who have non-service- 
connected illnesses can be taken care of in existing State and private 
facilities without expense to the Federal Government. 

It does seem to me, however, with which Dr. Stacy may or may not 
agree, that, if we have existing Federal facilities which are here right 
now, they can and should be used to take care of indigents. As far 
as I am concerned, I am opposed to ever increasing and expanding a 
Federal prograin which, if the medicare is necessary, and it is, can 
best be performed, and more economically be performed, at the local 
or State level. 

Dr. Stacy. I do not believe any physician in the Nation, however 
much he may be opposed to Veterans’ Administration medical care, 
would think for a moment a bed available to a patient anywhere in 
the country should remain unoccupied. The transition will have to 
be brought about gradually. I think at this time, particularly, when 
we are going into it as extensively as we are, the definitions of policy 
which we have outlined in our report should be adopted. 

The CHAarRMAN. Are you a veteran? 

Dr. Stacy. Yes. 

The CHarrMAN. What was your service? 
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Dr. Stacy. I was in the Army. 

Dr. SLEEPER. Army. 

Dr. Jounson. I was in the Army and Air Force, two tours. 

The CuarrMan. Have any of you received any veterans’ benefits? 

Dr. Sracy. I could have been eligible, but declined. 

Dr. Jounson. I have, sir. 

The CuarrmMan. What did you receive? 

Dr. Jonnson. I received training benefits under the GI bill for 
residency training. Those were not veterans’ benefits, Mr. Chairman. 
The benefits I received were after the Korean war, during my resi- 
dency training, specialty training, which had previously been inter- 
rupted by recall to active duty. 

The CuHartrMan. Doctor, do you consider that type of veterans’ 
benefit any different from hospitalization? I tell you why I ask. As 
far as | am concerned, the finest thing we do for any veteran is to give 
him medical treatment when he is down and out and sick and cannot 
afford to pay for it. I do not see how you can take your GI benefits in 
cash and then complain about a veteran who gets hospitalization. 

Dr. Jounson. Mr. Chairman, I do not think I am in a position to 
speak for the organizations I represent here, as far as my personal 
experiences are concerned. I am profoundly grateful for my entire 
education, the facilities for which were provided by the people of this 
country. I do not regret a day of my service. I think I gained very 
substantial benefits from all of my 48 or 49 months active duty and my 
37 months overseas. 

I availed myself of the benefits of the GI bill because it was the 
only way I would be able to continue my specialty training which, 
incidentally, was inspired by Dr. Middleton during my internship 
under him. My views and my opinions concerning what is right and 
what is good for the country, as an individual, have not in any way 
been compromised by utilizing those benefits. 

The CHarrMAn. Dr. Stacy, we contacted 228 patients in the hospital 
in Oklahoma City; 144 of those were admitted as a result of a private 
doctor calling the hospital and trying to secure the veterans’ admis- 
sion. If those veterans should have gone to some other facility, then 
it appears to me that the doctors would have done more in that 
direction. Is that a fair assumption, or not? 

(The material referred to faces this page.) 

Dr. Sracy. It certainly needs some explanation. It hits me at a 
rather amusing time, because a patient came in over just last weekend 
with an injury and immediately requested transferrral to the veterans’ 
hospital. I happened to be on call at the private hospital where he 
was brought first-—— 

Mr. Aparr. Mr. Chairman, would the doctor speak just a little 
louder, please? 

Dr. Stacy. Then I found him on my service at the veterans’ hospi- 
tal. Also, I was quoted as having asked to have him brought into the 
veterans’ hospital. Someone made a rather pointed remark that they 
thought I did not believe in such thing. So, I imagine I am part of 
that statistic, and I think I have been before. 

There are instances where I think a private doctor is justified in 
sending a patient to a veterans’ hospital where he does not have local 
facilities to take care of him and the patient himself does not have the 
financial ability. That, I think, will have to be ironed out, transi- 
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tionally. Doctors are human, and take the course of least resistance 
many times, in spite of their principles. 

Mr. MrrcuHe.t. Dr. Stacy, would you state the position of the 
organizations that you represent, if they have one, on this particular 
problem and, if they do not, would you give us your personal opinion? 
Does your organization have any particular position as favoring or 
being opposed to the medicare program? 

Dr. Stacy. The State medical and the county medical have both 
adopted it. We feel it is one of the best types of medical care which 
has been set up by the Federal Government. We feel that, in emer- 
gencies and threatened emergencies, we should do all we can to help 
out servicemen and their families. 

Mr. Mrrcnetu. Doctor, what would be your feeling toward a 
similar program for veterans? 

Dr. Sracy. Only as carried out with limitations, definitions which 
we have defined in our resolutions and our report of today. 

Mr. Mrrcue.y. Of course, in your resolution, a great deal of the 
objection was to the vast amount of money being spent by the Federal 
Government for the treatment and care of disabled veterans. 

Dr. Sracy. Yes. 

Mr. Mircue.w. If there is any particular distinction, it would be 
Federal money supporting the disabled veterans receiving treatment 
by private physicians. Is that not the difference between the two 
programs? 

Dr. Stacy. Yes; that, plus the matter of economy and much more 
rapid care, amounting to some 5 or 6 times. 

The CuarrMan. Doctor, are you aware of a study that the American 
Legion made of the hospital in Oklahoma in 1957? 

Dr. Sracy. No; I am not. 

The CHarrMAN. I would like to place it in the record. For 194 
patients, they give the age, date of admission, the type of disability, 
the duration of disability, private treatment, expenditure of private 
funds, ability to pay, P-10 signed by, and insurance. It shows those 
194 spent $75,389.80 before they went to the hospital. 

(The document referred to follows:) 
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The CuatrMAn. Of course, I have been aware for a long time of the 
attitude of the American Medical Association. I think what I have 
done as chairman of this committee would pretty well establish my 
position, which is that we should try to carry out the law and that we 
should clean it up. 

Any time a veteran who does not belong in a hospital goes in there, 
he abuses the program and hurts the program. My position, also, has 
been that we should use every bed that the Congress has built to 
hospitalize the veteran who is entitled to treatment. 

We have been critizing Dr. Middleton for the last couple of weeks, 
en are going to keep on until the VA uses all the beds that are avail- 
able. 

Maybe we should not give any veteran any hospitalization. But I 
think the actions of the doctors across the country are very inconsistent 
with the position they take as members of the American Medical 
Association. We have checked a number of hospitals like this, and we 
find that patient after patient has been referred to a VA hospital after 
he is treated and the doctor knows the boy does not have any money 
and cannot afford to pay him. I think your actions are completely 
inconsistent with the position that you take. 

You said doctors are human. Of course, they are. I think there is 
nothing better in the world than a good doctor. I have had some 
experience with them in a number of ways. But I do not think your 
actions are consistent with the position you take. 

Dr. Stacy. I would like, first, to ask a question, if I may. On the 
part of the county medical society, we had requested of our local 
hospital the privilege of getting similar figures to those which you quote 
from the American Legion. We were declined locally and, also, de- 
clined by the office here in Washington. We were rather startled 
by that refusal. 

Second, as regards, for instance, my own personal position, for nearly 
10 years I have been attending at the veterans hospitals and am very 
familiar with their operation. During that same period of time, 
I have contributed an equal share, the total being perhaps a day a 
week, to teaching in the Crippled Children’s Hospital and University 
Hospital and caring for patients on charity wards without remunera- 
tion. I am proud of the opportunity to be able to be of service to the 
patients whom I take care of without charge, and I would be equally 
proud to take care of service-connected veterans without charge. I am 
sure that is the general feeling of the doctors in Oklahoma. 

The CuatrMan. Doctor, of course, I have been aware of the whole 
situation in Oklahoma City. I have talked to Dr. West many times, 
and to Dr. Amspacher, and others. I do not know that it does any 
good to belabor the point. As far as I am, personally, concerned, 
I shall continue to work to see that no veteran goes in a hospital who is 
not entitled to go there. I shall work to have the best medical program 
it is humanly possible to have for veterans, and to operate the number 
of beds that Congress has built. That is my position. 

Are there any other questions by members of the committee? 
Mr. Fino. 

Mr. Fino. Mr. Chairman, I do not have a question, but I know 
that Dr. Middleton has sat here and listened to the statement of 
Dr. Stacy, and I would like to hear his comments on Dr. Stacy’s paper. 
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The CuarrMan,. I was going to call on Dr. Middleton next, Mr. 
Fino. 

Dr. Mipp.eton. Mr. Chairman, Mr. Fino, | know of no tribunal 
that I would rather come before to plead the case of the disabled 
American veteran. Certainly, the Committee on Veterans’ Affairs 
has been throughly cognizant of every development, every ambition, 
every attainment of the Department of Medicine and Surgery of the 
Veterans’ Administration. We have had supreme support from. this 
committee and from its chairman, intimate attention to individual 
stations. I feel that few people in the country realize how much 
the veteran, is indebted to Mr. Teague for his careful scrutiny of our 
operations in the field. If they are critical, they are critical in a 
constructive atmosphere. 

When we were confronted with the problem at Oklahoma City, 
there were a series of interchanges between representatives of the 
Veterans’ Administration, representatives of the Veterans’ Admin- 
istration hospital, Oklahoma City, and of our area medical office. I, 
personally, had gone to Oklahoma City. Dr. Kelly West, Oklahoma 
City, was a frequent visitor to my office. 

The appearance of the first resolution on the 27th of November 
1956, was one of the most serious clouds on American medicine in 
that it implied the prerogative of a constituent society of the American 
Medical Association literally to boycott members who might engage 
in practice which was not in consonance with the principles that were 
supported by the Oklahoma County Medical Society. 

he tone of the chairman of this committee today has been much 
more moderate and, as a physician and a member of his own profes- 
sion, | am very proud of the moderation and the foresight in the 
statement given by Dr. Stacy. The members here representative of 
the Oklahoma County and Oklahoma State Medical Societies are for- 
ward-looking physicians. They feel that they have a case against 
certain practices within the Veterans’ Administration. 

I believe the occasion for their original complaint was a very valid 
one. Asa matter of fact, when I encountered the situation in which 
Dr. Stacy found himself, attending a veteran patient—we never have 
cases; they are patients, sir—in the VA hospital at Oklahoma City at 
the attendance fee of $25 a day and then found that the hospital was 
charging $300 for his services against the carrying insurance company, 
obviously, there was an inequity. We corrected it as soon as it came 
to my attention. May 3, 1957, a directive went out meeting this 
situation. Under this directive, there has been no further charge for 
professional services rendered veterans by our attendants, consul- 
tants, or house staff. 

The second issue centered about the industrial injury completely 
covered under the State workmen’s-compensation laws, I sought by 
every means available, through existing laws, through the General 
Counsel of the Veterans’ Administration, to find some way to meet the 
sifuation where a veteran was completely covered by industrial insur- 
ance under compensation laws. We did not find one. I phoned to 
Dr. Kelly West before the resolution was drawn by the Oklahoma 
County Medical Society, and said, ‘Dr. West, if your society will 
draw up a formula that our General Counsel can accept, I assure you 
of complete support.”’ 
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Sinee that time, we have found an expedient that had to go through 
the scrutiny of this committee, particularly its chairman, under which 
it was possible to meet the situation. We do this, gentlemen, by the 
expedient of admitting the patient, since we are compelled to do so by 
law, and then endeavoring, by immediate contact with the carrier, to 
gain a document, a signed statement that complete liability for 
hospital and medical care will be assumed by the carrier. 

In the intervening time, the fiscal year 1958, beginning July 1, 1957, 
there have been only five instances in the Veterans’ Administration 
hospital at Oklahoma City. One of these individuals, when we had 
evidence that there was complete support from the carrier, accepted 
discharge the day after we received this particular document, on the 
14th of August 1957. The other four were not received until after the 
patient had been discharged, and, therefore, we were not culpable in 
any ordinary or legal sense. 

In that same period of time, there have been seven patients trans- 
ferred from other hospitals in the area of Oklahoma City because they 
had expended their eligibility under insurance carriers. There were 
five ae veterans who were sent in by physicians who said they 
could no longer carry the burden, which is entirely in keeping with the 
chairman’s statement. There is, in other words, a very definite use 
of our hospitals throughout the land when individuals have expended 
insurance eligibility and when they are no longer able to carry their 
own medical costs in cases of protracted illness. 

Those are the facts, gentlemen. 

So far as the question of the admission of these patients is concerned, 
contrary to the statement in the letter which was sent over the 
signature of Dr. Stacy, patients are certainly not admitted without 
examination. We have gone into this carefully, and it is a matter of 
practice in a good hospital to examine on admission. 

As to 10 or 12 days elapsing before examination, Dr. Stacy, we 
cannot accept that challenge, because it is not in keeping with the 
experience of the hospitals. 

To the statement that there were some 30 to 50 percent of the 
patients who would have been treated as outpatients, were they not 
veterans, there are some 318 patients on wards other than tuberculosis 
and NP wards on June 30. Of those 318, there were only 5 who, on 
careful scrutiny, could have been treated as outpatients. There 
should be a little moderation on the part of our,Oklahoma confreres 
in the circumstance that they know that we cannot treat nonservice- 
connected patients outside of the hospital, under existing laws. When 
I give you the actual figure of 5, or 1.5 percent, of 318 who, by careful 
scrutiny, were outpatient candidates rather than inpatient candidates, 
I think the error for the hospital is rather minimal. 

There have been several instances cited of what might be termed 
inadequate or improper treatment. I would not belabor the com- 
mittee with these instances, except to indicate that we have reviewed 
each and every one of them and have not been able to determine 
inadequate practice. 

The circumstance of the patient with tuberculosis was determined 
to be inactive before he became a private patient of Dr. Stacy, and for 
6 months before that time had had negative sputa. The other matters 
are details of personal differences. he patient with the back pain, 
supposed to be an osteoarthritis, happens to have had a dislocated 
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nucleus pulposus. The disk dislocation is, obviously, a rather con- 
tinuing disability unless immediate surgery has been successful. So, 
the repeated admissions of this patient could be explained. 

I believe, Mr. Chairman, that we are really confronted with a funda- 
mental principle, and I believe we should stand up and be counted. 
In my judgment, the veteran is a special citizen. He is, in the first 
circumstance, inducted into service. Inducted into service, he goes 
where he is sent. He may be wounded. He may have some pro- 
tracted illness. He may have some mental disability. Lacking those 
service-connected circumstances, he may come upon evil times and 
not have money to meet the cost of illness. He is the only citizen I 
know who has been given special rights by way of education. So far 
as I am concerned, it is the finest investment this Government has ever 
made in the interest of the present and future generations. I am 
cognizant of the fact that he is the only citizen who can get insurance 
from the Government. Then, if he dies, he is given special consid- 
eration. 

Gentlemen, I feel that this is an unusual situation which confronts 
a special group of American citizens, and I am proud to be of that 
number. 

Thank you, sir. 

The CHarrMaNn. Have you any questions? 

Mr. Tracve of California. I would like to make this one other 
brief comment. 

My statement in support of Dr. Stacy was intended to indicate 
this, which I shall be glad to repeat: I agree with him on his philosophy 
of what the role of the Federal Government is. I know nothing what- 
soever about his differences with the Veterans’ Administration. | 
take no side either way in that matter. 

The CuarrMan. Dr. Middleton, this isa little apart from the subject 
being discussed. 1 have an insurance policy which entitles me to go 
toa hospital. How can I go intoa VA hospital and say I cannot afford 
to pay for an appendectomy, something on which you can set a price? 
How can I sign a statement saying I cannot afford to pay, when I have 
that policy? 

Dr. Mippueron. I can give you the medical aspect of this, but Mr. 
Bowers, who has worked over this area completely, can give you the 
technical details. 

May I say, before he initiates his comments, however, that the 
manager of the hospital, through his delegated authority, will give 
the 10—P—10 with addendum to every individual, other than the emer- 
gent one, who comes for admission. The individual must complete 
that. Among his assets, he will give insurance. He is, at the same 
time, then afforded a figure which represents the judgment of the 
local area of what it would cost for that particular period of hospitali- 
zation, what the gross charge would be. Then, if he signs that 
10—-P-10 with addendum, we must admit him. That is the law. 

Mr. Bowers. 

Mr. Maruin W. Bowers (Chief, Medical Services Division, De- 
partment of Medicine and Surgery, Veterans’ Administration). Dr. 
Middleton has covered our procedure. The question of how a man 
can sign who has hospital insurance is strictly up to the man. He 
must make the decision, under the law. 

I am sure you will find that many people are not completely familiar 
with the benefits they are entitled to under their insurance contracts 
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Further, many of the insurance policies are limited to, perhaps, one 
particular service in a hospital, such as room and board. 1ere is 
such a variation in insurance policies and in the coverage that the 
individuals have that it is difficult to generalize and say that a man 
who has hospital insurance cannot state truthfully that he is unable 
to defray the cost of hospital care. 

The Cuarrman. Let’s don’t generalize. Let’s be specific. Suppose 
I have a policy which would let me go into a hospital and pay for the 
operation and pay for my room and board. Legally, can I come into 
a VA hospital and sign a statement saying I cannot afford to pay? 

Mr. Bowers. Including surgical and medical fees, and so forth? 

The CHarrMAN Yes, 

Mr. Bowers Again, under the law it is your decision and your 
opinion. We cannot say to you, “You are able to pay. Therefore, 
we cannot admit you.” 

The CHarrMAN. But you can point out to me that I might be violat- 
ing the law, can you not? 

Mr. Bowers. Yes, indeed. 

Dr. Mipp.ieton. We do, sir. 

Mr. Bowers. We do advise the individual applicant as he comes 
in, and review with him his statement in this regard. We suggest to 
him that he consider this very seriously. We suggest the penalty 
that might be attendant to any fraudulent statement. Then, of 
course, it is his decision as to whether he will make it. 

With regard to the industrial accident and compensation cases, we 
have a proposal now before the Administrator which would place at 
the bottom of the waiting list the man who is applying to the VA 
hospital for care for non-service-incurred disability, and we are pre- 
sented with evidence from the insurance company or the employer 
that he has complete coverage. In other words, his entire medical 
care will be furnished to him free of charge. In those instances, we 
will place him on the bottom of the waiting list. His opportunity 
for admission will, probably, be remote. 

That is as far as we can go, under the law as it now stands. 

The CuarrMan. Any other questions? 

Dr. Stacy, have either you or Dr. Johnson or Dr. Sleeper anything 
else you wouid like to say? 

Dr. Stacy. As you notice, we did not indulge today in adding to 
specific instances of what we felt were violations. From our county 
medical committee we have sent reports of what we thought were 
violations to our local managers, and during the past 6 months have 
received no replies. However, we would certainly be happy to send 
instances which come to our committee, to this committee from time 
to time as they appear before us. 

The CuarrMan. Doctor, you know that there are plenty of doctors 
across the country who have been suspended and are not permitted 
to treat patients or veterans because of things they have done. I can 
cite you hundreds of those across the country. 

Dr. Stacy. I am sure that is true. 

The CuHatrmMan. Where you think there is a policy which is being 
violated, we would like to know about it. I think any time we have 
a veteran in a bed who is not entitled to it, we are depriving a veteran 
who is entitled to it. I want to do what I can to keep him from 
getting that bed. 


28678 O—58——19 
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I have worked on a number of cases. The Texas Medical Societ 
for a number of years sent me cases, and we found them on both 
sides. If you find a policy matter which this committee should act 
on, I would be glad to receive it and see that it is considered. 

Dr. Stacy. Dr. Sleeper has a statement to make. 

Dr. Steerer. I would like to make a comment. I must say that 
I speak from the standpoint of a psychiatrist in private practice. 
I have been primarily concerned with the treatment of hospitalized 
psychiatric patients in a private psychiatric hospital during the last 
10 years. 

I might point out that, of course, no position anyone takes is 
unassailable. The Veterans’ Administration is prevented from 
treating patients on an outpatient basis if they are non-service-con- 
nected, but where it proves to be to the patient’s benefit in certain 
cases they may be, from a practical standpoint, outpatients, although 
— are, from the statistical standpoint inpatients. 

0 prove one minor point of a program incorrect does not disprove 
the whole program. 

The benefits that were accorded to veterans, making them a special 
class of citizens immediately after they finished their service, were 
justified on the basis that there was a transition period which was 
difficult, and these benefits served a very constructive purpose in that 
they relocated these people. 

But now, after this process of relocation is complete, if continued 
gifts are preferred, if continued effort is made on the part of the 
Government to say, “You don’t really have to try quite as hard as 
the average person because you are a special citizen. You are a person 
whom we will take care of. If you fail in business, we will take care 
of you,” then this does not promote the most healthy attitudes in 
the veterans who are thus being preferred. 

Veterans, being human, are subject to the desire to acquire what 
they can acquire. 

None of us and no member of our county medical or State medical 
that I have ever discussed the matter with are in any way opposed to 
the fact that veterans are deserving of help in certain stages of their 
life situation, but to assume that just because they are veterans they 
are deserving of continued gifts, continued help, continued pampering, 
I personally feel, speaking as an individual, is very bad for their 
development as citizens of the United States. 

Thank you. 

The CHarrMan. Mr. Patterson. 

Counset. Mr. Chairman, I would like to ask Mr. Bowers a question. 
Perhaps it should go to Mr. Birdsall, if be is still here. 

Mr. Bowers, you stated in an industrial accident case where you 
were assured of full protection for the veteran involved, he was placed 
at the bottom of the waiting list. 

Mr. Bowers. We have had that issue come before the Admin- 
istrator for review. 

CovunseE.. In your opinion, could that be done in the case of a 
man who had full coverage under Blue Cross or Blue Shield, or 
whatever it is, a private hospital contract? , 

Mr. Bowers. Yes, sir, in my opinion I think it could be done. I 
think the difficulties there are perhaps due to the fact that the insurance 
policies may not provide full coverage. 

CounseEL. Thank you. 
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Dr. Sracy. I believe Dr. Johnson has a statement. 

Dr. Jounson. Mr. Chairman, I think it is possible that part of the 
differences in our attitudes and viewpoints might be a matter related to 
the variability of our information resources. You, sir, as chairman of 
this committee, have access, I feel certain, to much information that 
we do not have easy access to, if at all. It would appear that some of 
the defendants of the “ posite position also have at their disposal 
information concerning the expenditure of public funds which is not 
public and which, therefore, we do not have to incorporate with our 
other information in the overall picture or in any given specific case. 

I would simply like to point out that I think if we had this informa- 
tion locally, which we have been trying to obtain, as Dr. Stacy has 
pointed out, y pena ps we, too, would change our opinions in the overall 
picture or at least in specific cases, 

The CuarrMan. It is basic philosophy that you are dealing with. 
Is that not true, Doctor? The AMA position is that they are against 
non-service-connected hospitalization. That is the position they take, 
and you people support it. I am sure you can go into the Oklahoma 
City hospit + ier find some things wrong. I am just as sure that I 
can go into Oklahoma City and find plenty of things wrong with you 
doctors, find that you made mistakes. 

I think if Dr. Middleton gave you the information you asked for, 
it would be a case of harassment by you people. That is what I think. 
For that reason I do not blame him. I would not give it to you, either, 
if it were my responsibility. I would talk with you on policy, philos- 
ophy, and give you information that would help you. I would not 
give you every detail of information coming in to the VA. I do not 
think that everybody should have it. 

Dr. Mippieton. Mr. Chairman, it is not legally possible. That 
circumstance has been settled by our general counsel, and we were 
told that it was contrary not only to policy but to our legal responsi- 
bilities for the records available to us. 

Dr. Jounson. Mr. Chairman, I think our society would like to 
know how the service organizations were provided the information 
which you cited in your report. 

The CuarrMAN. | can Mr. Kraubel tell you. I do not really know. 


STATEMENT OF T. 0. KRAABEL, CONSULTANT TO DIRECTOR, 
NATIONAL REHABILITATION COMMISSION, THE AMERICAN 
LEGION 


Mr. KraasBew. I am T. O. Kraabel, consultant to the director of 
the national rehabilitation commissio& of the American Legion. 

Mr. Chairman, soon after the close of World War II, after we had 
gone through the hearings of this committee on the passage of Public 
Law 10, which granted the privilege of hospitalization to World War 
II veterans in March 1943, we began to ascertain who was availing 
himself of this new privilege. 

So in 1952 we started out to ascertain on a voluntary basis on the 
part of the patients, such information as they themselves, on their 
sickbeds, would give a representative of our organization. We started 
with Fort Miley in San Francisco, first, Dr. Stacy, and from there 
we conducted these visits through ‘the national field service with the 
approval of the Veterans’ Administration. 
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Before they start, we phone over from our office to the Chief 
Medical Director’s office and say that this gentleman of the national 
field service has a schedule to visit certain hospitals, and would like 
to visit the patients. They are not under any compulsion at all. 
These patients are, of course, there because they are sick. We have 
certain questions on the questionnaire promulgated by Dr. H. D. 
Shapiro, our senior medical consultant. Sometimes they find 80 per- 
cent of the GM and S non-service-connected available. Others are 
in the recreation room or down being examined. But they ask these 
questions of those who are available. 

No one is forced to say anything he does not want to say. It is on 
a@ man-to-man basis, a representative of the American Legion and the 
sick patient. He gives his answers to these questions to the best of his 
knowledge. They put them down and make the report. That is 
correlated and consolidated at Indianapolis, our rintaonal headquarters 
It is submitted to Dr. Shapiro and the director, and when cleared 
mimeographed and made available to this committee, to the Adminis- 
trator of Veterans’ Affairs, and the Executive Office of the President. 

Dr. Stacy. I wish to ask, then, whether your information is ob- 
tained entirely from the patients and none of it is official Veterans’ 
Administration information. 

Mr. KraasBev. We do no research into the background of the family 
other than to help him out as a service officer; but that is usually by the 
local man. 

The Cuatrman. The point Dr. Stacy is making is that your infor- 
mation comes from the patient and not from the Veterans’ Adminis- 
tration. 

Mr. Kraase-. All from the patient himself on a confidential basis. 

The CHarrMan. Just recently this committee did a study in Okla- 
homa and our study came out just about the same as they had made 
in 1957. We had their study, but the people doing the work for us at 
the hospital had not seen the study. 

Doctor, I cannot help but believe that this committee has a good 
picture of the veterans’ hospital situation in this country. I am 
sure you can point out isolated cases, yes, just as we could of you 
doctors. If on an overall basis there is something this committee 
should know or something you do not have that you would like to 
have, I would certainly feel like helping you get it, but I do not intend 
to help you in a harassment procedure. 

We have statements from Oklahoma City doctors, and we are told 
that this is not a majority opinion down there which you people 
express, by any means. ' 

Dr. Stacy. How many statements, Mr. Teague? 

The CuarrMan. Probably half a dozen doctors. 

Dr. Mipptetron. Mr. Chairman, again I want to express to this 
committee from Oklahoma County our indebtedness to them for 
uncovering two areas of injustice. We believe that there has been 
correction in those areas insofar as we can do so within the law. 
When it has been cited that the numbers are inconsiderable presently, 
I believe that the Chair will agree that we have made the effort and 
will continue to do so. 

Again, the professional aspects of this situation are extremely close 
to my heart. I have been an educator for several years. The oppor- 
tunity to discuss problems of mutual interest has never been denied 
the Oklahoma group. Whenever and wherever we can meet them on 
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common ground, we have done so and will continue to do so. There is 
no closed door in the Veterans’ Administration. We are not standing 
adamant upon any rights or prerogatives. We are just common men. 

The CuHatrMAN. Doctor, I have a number of personal friends in 
Oklahoma City whom I have asked to ask their fa mily doctor what 
this is about and what is going on. That is the way I have gotten 
quite a bit of my information. 

Dr. Jounson. Mr. Chairman, we hope that the criticisms or the 
recommendations that are being made are constructive in nature, 
because we feel that we can serve the interests of the country and 
the veteran by making or at least recording constructive criticism. 
Certainly I feel that we would not allege that we are blameless or 
without culpability in all of our dealings. We certainly would not 
contend that our opinions are not subject to revision with changing 
facts. We feel that we improve our services and that we become 
better through the critical expressions of such individuals as yourself, 
the other gentlemen of the committee, and the public at large. 

We hope also to maintain the atmosphere of improvement of a 
service through constructive criticism. 

The CHatrMan. Doctor, there is no question, as Dr. Middleton 
stated, that your criticism has been constructive. But go back and 
read that first resolution you passed. I do not think it makes any 
difference what I do or what this committee or Dr. Middleton would 
do—until the treatment of non-service-connected cases is eliminated, 
you people would not be satisfied. 

I think if I stay here forever, until we cut out completely the treat- 
ment of non-service-connected cases, next year you people would not 
be satisfied. Is that not true? 

Dr. Jounson. I would assume, sir, if the members of any group of 
people in the country had a firm, unchanging conviction, they would 
continue to express themselves to their representatives; yes, sir. 

The CuartrMan. Yes, sir. That is the reason my reply to you this 
vear was that I thought we had made a lot of progress; I thought we 
had done a whole lot. There are many groups that feel we did too 
much. Many groups say that I was responsible for making the 
veterans sign a pauper’s oath when he goes to a hospital. 

I do not feel that way. In fact, I know that is not so. On the 
other hand, I do not think we could ever go far enough to please 
you except by completely cutting out non-service-connected treat- 
ment, which I do not think this country will ever do. I do not think 
today you could get one single Member of Congress to introduce a 
bill which would do that. 

I know that is your belief and the philosophy of the American Medi- 
cal Association. We have about 1,600,000 private beds in the country, 
and there is a waiting list for practically all of them. I have just 
gone through a period of hospitalization with one of my sons in 
three different hospitals. In each case he had to go on a waiting list 
to get in. 

That is one reason I feel so strongly we should use the beds we 
have for the treatment of veterans. 

Has anybody anything else? 

The committee will be in recess until Tuesday at 10 o’clock. 

(Whereupon, at 12:45 p. m., the committee recessed, to reconvene 
at 10 a. m., Tuesday, July 22, 1958.) 
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TUESDAY, JULY 22, 1958 


House or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 


Washington, D. C. 


The committee met, pursuant to recess, at 10 a. m., in room 356, 
House Office Building, the Honorable Olin E. Teague (chairman), 


presiding. 


The CuarrMan. Without objection I will insert at this point a 
table on rated and operating beds of the VA together with a statement 
from the Honorable William C. Cramer, of Florida. 

(The material referred to is as follows:) 


VA hospital 


VA hospitals, total. ._........ 
TB hospitals, total. __........ 


WE, Weinicndt dale cnc ce<cc 
See footnotes at end of table, p. 
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VA hospitals 
Type of— June 30, 1958 
! 
built |Construc- Rated | Operat- | Waiting 
Hospital bed 
capacity 
See. 1 a | aa = F iS 25, 144 
sniceaeeneentnG iasaebaiminentd 9, 193 7, 719 110 
P 291 | eee 
P 257 232 2 
P 324 oe 
P-T 500 BP 1 .tcsdsdden 
P 512 SED bacccbtedee 
P 209 183 3 
P 222 GER fewtciusdse 
P 241 BD lasctdiddee 
P 449 481 17 
- 550 486 5 
P 481 SP Risa > cbbaae 
P-T 1, 996 1, 063 67 
P 189 BaD fusece die 
P 540 BP livctiicneeo 
P 519 SEP 4 asidke 
P 511 Ge Bos ucsecce~ 
402 402 16 
P-T 407 CS olndéndigny 
> 211 BD Ringiici sane 
P 382 TED Jiinkavsice 
pistmecasel 57, 895 57, 295 15, 403 
904 904 146 
P-T 1,319 1, 329 446 
P 2, 055 2, 055 772 
- 1, 803 1, 803 114 
P 988 988 120 
P 1, 700 1, 700 502 
P 2, 116 2, 116 284 
P 1, 602 1, 602 651 
P 1, 729 1, 729 38 
P-T 2, 487 2, 487 103 
P 681 681 87 
P 720 720 12 
P 915 915 251 
P DU A cschametaininns 815 815 184 
>... 1,540 | 1, 540 72 
1950 P | BoP audinessoccas | 1, 065 1, 065 496 
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VA hospitals—Continued 





















| Type of— | 
VA hospital Year | | | 
built | Construc-| Rated 
| tion! Hospital bed 
; | | capacity 
—— sesaceesatili iiaiaeas — 
Dibineten, My. 45.-- 21. -.2~i5.--2 198 | P. | NP......---.... } 2,472 | 
Los Angeles NP, Gaiif.--_~~~-77-77 MR Lite. od BEitooneiep=osens | 2,041 | 
Eipee, T0053... hi Awake asee PRU DIOIND. obo cad | 2,009 
SD, Cline cutesnnsiucscatnsetes | 1889 P | DE aitekeeniieicene 1, 650 
eS aaa 1950 a > | ee | 1,959 
i a ee ae 1939 | P IEP . dddadssccn td 1,307 
Northhampton, Mass...........-..- 1923 P De hss wet tari 1, 105 
North Little a Retk, ARM 22S Ree PUI RO ANP. iia | 2,062 | 
SPUN ERNE IN» © wcascccinnoyphepeeel! 1927 | P | IP osnncdd Oa 2, 488 
Palo Alto, Calif peehbebababetackowss | 19222) p-T Tl st oe nakesmae | 1, 400 
EY ES, SEs w0tpancaconscsnase | 1918 P DNB. . sod. duet 1, 830 
Pittsburgh, lncitibldilaiieahamuni | 1953 P Pel weSimnuseeiabe 951 
CO ee | 1933 Pp I si coins elgea 2, 000 
Roseburg, Oreg.....---.------------ sens tiotidmod Peer............. 670 
St. Cloud, ten aia ataatilianihl | 1923 P coe aati 1,379 | 
EE BES WT iehcinnneceocubninn’ 1953 P O06 sasknekiacen 973 
Salt Lake City, SE ctenccwesbewmets 1952 | P Dal? paadihwoinun 546 
Sepulveda Calif.................... | 1955 > | IE Sab getabewenm 956 
‘4 ) ee ee 1904 P ie oe 707 
age) Weiter ...beisii........ | 1933 P ED tie apenas 869 
"TU, PONG. Sid. ec ssb wc oeeed | 1046 Pp SET Gintabbehwosed 1, 176 
TOE, MAUR... .coccbbiisbdeeccece 1942 T Pil sn napniiaseesi 1, 250 
CUD | | 1931 | P | OT eee 964 | 
CE, Mb ts ittbnanbiexcuebiscee | 1922 P | PE Rukeapebuseen | 1, 953 | 
Waco, Tex.........-----------------| 1945 | P = | NP....---------| 2,040 
I ai ssiesea lhc rcnsleine Balhae pictorial tannin telnet 60, 744 
Se!) ae a | P | GM and 8.._... 1, 005 
a is I ie wsiclacennnes | 1931 | a (ee _ =e 500 
AlouenGtiey ie... tsk .......---<-] 1929 | Pr Pilewcks wc kcteiccane 851 
pS a a | 1950 P Rs asntedl i icihinnnc 200 | 
NE TR inca op ebhwconsaknnsen | 1939 | Pr tluieck i iinininininnasl 156 
Ann Arbor, Mich... ................ | 1953 P. Plate ae 485 
As) an aces stgdh a sacnenievieeitatirti 1932 | ee Se 455 
A Es oot 6h akin aelnnmsinend 1930 | il ee __ 300 
Augusta GM and 8S, Georgia.......- 1923 2 Pe? 4 inchs | 425 
Se hy ae eee 1938 P 273 
DO PREC S.. ncn ectibcscccemccann| 1933 P 516 
A (ae ee | 1950 | P 196 
Big Springs, Tex.................... 1950 P 250 
6 ee eee ee 1932 P 189 
Birmingham, Ala...............-... 1952 P 479 
NS SSS ee ee 1907 P 207 
ORs DE nnn di conedencoon | 1951 P 56 
Boston, Mass........--.----.------- | 1952 P 923 
FET dcirwndginde bwin germane 1902 P 1, 442 
Brooklyn, N. Y....-...------------| 1950 P 1, 000 
RRR aR icciins cecedsceectn on. 1949 P 951 
Gihayenne, Wi Fe. . .. ci. 3. -........| 1932 151 
Chicago (West Side), Illinois..__.-.- | 1953 P 495 
Chicago (research), [ilinois_.........| 1953 | P 516 
Cincinnati, Ohio_-.................. 1954 | P 463 
Clarksburg, W. Va.............-...| 1950 | P 200 
Cleveland, Ohio. ...................| 1942 7 1, 000 
Spetembia Gy O...... Zsn...cnnncne| 1932 P 600 
Cora] Gables, Fla................... 1925 | P 450 
SS" Tea eee ee 1955 P 798 
SYS eee 1931 | P 1, 275 | 
Dearberm, @5im... .. 5... .......... 1939 | P 914 | 
Denver, Te Sob SMA de onceocace 1951 | P 504 
Des Moines, Iowa. .....-.........-.-| 1932 | iy 386 
SL SEs ncnchditmosssodsnnnin 1944 | P 500 
SE ees) a 1953 | P 489 
ee ae 1898 r 215 
East Orange, N. J_.....-....----.-. , 1952 - 950 
a eee eee 1951 P 204 
i ed tsk ideals 1945 P 228 
PUPURIOVED, BER, cncccaccoccescoscs 1933 P 254 
Fayetteville, N. C_........... 1939 P 416 
Ft. Harrison, Mont-.......- 1895 P 262 | 
Ft. Howard, Md--... 1903 P 377 
Ft. Thomas, Ky.. 1894 P 350 
Ft. Wayne, Ind_....-- 1950 P 200 
Fresno, Calif......---- 1949 P 250 
Grand ‘Island, I scsatalisesentatiichipinie 1950 P 201 
Grand J unction, as coe ene | 1949 P 152 
See footnotes at end of table, p. 4213. 





June 30, 1958 
Operat- | Waiting 
| ing beds |__ilist 
1,171 | 71 
2,041 | 1,021 
2, 00% 647 
1, 650 62 
1, 959 1, 294 
| 1, 285 40 
{ 1, 105 93 
} 2, 062 48 
2, 488 3, 413 
1, 400 | 1, 202 
| 1, 634 290 
966 579 
2, 000 76 
670 70 
1, 379 | 130 
973 | 84 
546 106 
946 | 433 
707 | 19 
869 | 25 
1, 176 211 
1,051 | 655 
964 | 95 
1, 980 | 207 
2,040 24 
55, 512 9, 631 
| 1, 005 139 
| 500 50 
478 130 
200 25 
156 68 
| GOS levivisastée 
S0P fceii cars 
300 179 
425 168 
B00 -bncctuces- 
516 489 
196 | 45 
250 | 60 
| 209 244 
| 450 197 
| 907 hescccenes. 
06 j-nssseutt- 
920 113 
1,377 90 
1, 000 348 
951 | 116 
BER Wis -cccese 
495 | 22 
| 516 17 
| 463 | 12 
| 184 50 
833 | 2 
570 105 
450 601 
410 232 
825 | 2 
914 | 6 
530 | BA 
386 31 
} 476 | 2714 
489 | 53 
215 R 
950 2 
192 AR 
200 43 
} 254 | 14 
390 | 104 
199 | 11 
377 | “4 
SEO lenencosess 
200 | 57 
250 86 
Tn lecuscnnece 
152 25 








VETERANS’ ADMINISTRATION HOSPITALS 4213 


VA hospitals—Continued 















































Type of— June 30, 1958 
eet ae hailt Const: Rated | 0 Wi 
ruc- perat- aiting 
tion ! Hospital bed ing beds list 
capacity 
PS 5 Teta Neel a?! PT 3,092 | 2,027 | " 
Hot 8 bo ID, BOM acuelentJesee 1926 P 255 Wee lectansdue- 
HiGMGROR, TOs wiidioeinitik sd -cbicdqnidtl 1946 | P 1, 368 1,218 437 
Huntington, W. Va..........-...... 1932 P 180 180 180 
[IE cnn ncnapadncantmes 1951 P 486 486 4 
lowa City, Iowa.................... 1952 P 484 475 203 
Iron Mountain, Mich............... 1950 P 269 269 22 
T 750 554 26 
P 500 439 343 
pci 604 526 135 
P 354 354 211 
P 280 250 3 
P 471 471 59 
P-T 1, 600 1, 380 290 
P 1, 580 1, 576 | 229 
| P 494 404 | 200 
P 150 150 34 
P 176 176 18 
| P 201 0 4. ctshies 
P-T 900 840 4 
| T 1,000 443 58 
7 1, 750 pL we 
P 96. ORs ickdsee 
P 1,014 1, 003 24 
P 162 89 10 
P 285 285 46 
P 575 OTB sence dines 
Muskogee, Okla........---...----.. 1923 P 390 358 137 
Nashville, Tenn. ..........-.-.....-| 1942 | P 520 520 170 
Newington, Conn. -_-.......-..---.- 1930 P 300 300 26 
SY TEIN irs a cnananeinee 1952 | P 492 492 268 
Net TOE, B+ <mccktedorquessme- 19054 | P 1, 238 1, 288 31 
Cn ennegenn 1910 | P 712 712 129 
Oklahoma City, Okla.............-- 1953 | P 488 488 187 
Omaha, Nebr.............+-..-..5.. 1953 | P 486 460 49 
Philadelphia, Pa..........-.-..----- | 1962 | PB I. . 488 488 46 
Phoenix, Ariz... .-- snaatbhienta wie heuienanal 1951 leanne snannncel 192 202 33 
NII a cn itcnntawenaweien 1954 P Decal ihe nasil 742 710 1s 
Poplar Bluff; Mo..............---.-- 1950 P Boh) Oh. aki. 201 180 81 
a ga | 1928 DP. vbadaas Givd it - «agua 565 565 12 
Bisnis anntinsenasies 1949 P 303 323 11 
a on P 166 166 30 
po i eee eae eee P-T 1, 100 1,046 27 
GAGRERW, BEIM. cccncapsonmnepaesebis} P 217 BEF. dbtememecce 
i iii eenrtieemeecider esti! P 495 495 175 
Salt Lake City, Utah P 164 164 21 
San Francisco, Calif | P 440 440 73 
San Juan, P. R.....-.- P 200 200 95 
Seattle, Wash. ....-- ; P 320 320 49 
Shreveport, La. --..-..-- | P 449 443 | 99 
Sioux Falls, 8. Dak P 270 Oe w2G..... 
ae © P 200 CI cineapocee 
Se, esate eeetiiest: P 488 488 27 
TEE Et pana basaavoheessepa ? 800 800 80 
Vancouver, Wash.................-- ? 575 Pr ....... 
Wadsworth, Kans_............-.--- | P O44 808 78 
Washington, D, C.........-.-..---- P 335 335 110 
West Haven, Conn P 861 773 9 
West Roxbury, Mass.............-- 1943 P 304 600 $5.4.c036it 
White River Junction, Vt...........; 19387 P 188 188 2 
I ae 1932 | P 252 252 108 
WGI, BGs oie cnceccccesccccs | 1950 | P 500 500 196 
Wilmington, Del. ............-.-.-- | 1950 | P 300 S08 fuie-.....- 
Weis i tice < dca cence emgo cys | 1922 | P 1, 233 | 1, 233 21 


' 





1 P, permanent; T, temporary; P-T, permanent and temporary. 
? Date of first construction. 
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Remarks OF Hon. Wrutram C. Cramer, MEMBER OF CONGRESS 


Mr. Chairman, I appreciate this opportunity to appear once again before your 
committee to discuss the need for additional hospital beds in the State of Florida to 
meet the impact of a greatly increased veterans population. 

This committee, and you, Mr. Chairman, have exhibited a great interest in the 
Florida problem, particularly in the west coast area where one of the greatest 
concentration of veterans who need medical care of the whole country are resident. 
I wish to take this opportunity to thank you publicly and personally for your 
thorough investigation, your personal visits, hearings, and review of our problem, 

During these hearings I have followed with interest the testimony of Hon. 
Sumner G. Whittier, Administrator of the Veterans’ Administration. I believe 
that his presentation as it relates to veterans impacted areas in particular has 
been a sound analysis of the problems facing the VA today and because of his 
knowledge and ability we are assured of an efficient operational progratmn in the 
field hospitals. From these hearings, 1 am sure, will develop a definite program 
of planning that will make available the beds that are so desperately needed in 
the several impacted areas of the country. 

The recent recommendation of the Administrator which received the approval 
of the President and the Bureau of the Budget to provide another 350 beds at Bay 
Pines Veterans Hospital in St. Petersburg and which would add the same amount 
at the Coral Gables hospital will be of great help in meeting the problem in the 
entire State of Florida. This is a fully justified and well advised move on the 
part of the Administration and one that boldly faces both the fact and the need 
of more beds. It is logical and sound application of the law and certainly is not 
adverse to the President’s policy as outlined in his recent letter to the chairman 
indicating a complete review of the hospital program and bed needs as well as 
the pledge to this committee of the full cooperation of the executive agencies. 
Such a review could only result in progress and the progress that I have contended 
is most important to the well-being of the veteran resident in the State of Florida 
and which has been so fully supported by your committee is the location of more 
beds in such areas where they are vitally needed. 

At this time I take the opportunity to express the appreciation of the many 
individuals, veterans’ organizations, liaison conferences, Btate service officers and 
others who are interested in the welfare of the veteran for the action that has been 
recommended and for the interest of members of this committee in achieving 
this end. 

I would like to set out for the committee some of the latest of the facts and 
figures available in regard to the veteran-impacted area served by Bay Pines 
Veterans’ Hospital: 

The Florida average of GM and 8S beds per 1,000 veterans is 2.5; the 
national average of GM and 8 beds is 5.7 per 1,000 veterans. 

As of December 1957 there were 534,000 resident veterans in the State. 
By 1960 it is anticipated that the VA will be short 1,000 beds to serve perma- 
nent resident veterans in Florida. 

Waiting lists are constantly above 600 and at the end of April 1958, 663 
patients were awaiting admittance to Bay Pines. This is the largest GM 
and 8 waiting list in any VA hospital in the United States. 

There is sufficient room (600 acres) for any development contemplated. 
Appropriation of funds for earlier contemplated expansion will be converted 
to immediate use for and integrated with planning of new beds. 

These are just a few of the facts concerning the problems and facilities at Bay 
Pines Veterans’ Hospital. Far more detailed reports are in your files available 
from your hearings and my earlier testimony. In no way do I deprecate or 
express dissatisfaction with the action of the VA in planning bed expansion at the 
two hospitals in Florida. I think this is very definitely a move in the right direc- 
tion of programing. I further hope that it will set the pattern for nationwide 
adjustment to the need for veterans’ hospital beds directed to the point of veteran- 
impacted areas as indicated by shift of population—the States of California and 
Arizona are well known to also be in serious condition as to number of beds 
available. I will continue to express my opinion to this committee and to the 
Veterans’ Administration that still further expansion is needed—particularly at 
Bay Pines, one of the highest veteran-impacted areas in the entire country. 
As this committee will recall, I have previously pleaded for more beds for Florida 
and I believe I was the first to suggest this veteran-impacted area approach which 
has resulted in favorable action for 700 more beds in Florida and, of course, I 
have followed up on any proposal most diligently with the administration and am 
most pleased at the success to date. 
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One of the more important approaches taken to the need for beds in the State 
of Florida is the provision of additional NP beds at Bay Pines and Coral Gables. 
This will go far toward solving an increasingly critical situation. I am advised 
that the land contributed adjacent to the University of Florida, in Gainsville, 
is being held as available for a proposed NP hospital there, as suggested in a bill 
introduced by my distinguished colleague, Mr, tthews, and endorsed by the 
entire Florida delegation. I would recommend that, during these hearings, con- 
sideration should be given the needs and advisability of constructing this facility 
in overall long-range plans for veterans in the future. 

In conclusion may Fiat that I hope these hearings will develop a firm program 
of guidelines for Administrator to follow when providing facilities at such geo- 
graphical locations where the need exists and that in your deliberation you con- 
tinue the courteous concern you have expressed in the past for the veterans resid- 
ing in the State of Florida and provide the full number of beds needed to serve 
these deserving men. I have expressed my estimate of those requirements in 
my bill (H. R. 3754) calling for 1,000 additional GM and S beds at Bay Pines which 
you have before you for consideration today and which I believe to be a minimum 
in future planning. 

I appreciate your courtesy and attention. 


The CHarrMAN. I think we agreed to discuss laundries this morning. 

Mr. Whittier. Mr. Chairman, before we do that, as I have 
suggested to you, I had thought that all of this document was in the 
record, but evidently it is not. Now, if I could, I wish to put in the 
record pages 17 and 18 and from page 32 on, which I did not read. 

The CHarrRMAN. Without objection, that will be placed in the 
record. 

(The material referred to is as follows:) 








COMMITTEE FIRST LETTER 


7, ARE CURRENT VA POLICIES AT DIRECTION OF BOB 
CIRCUMVENTING POLICY SET BY CONGRESS? [13A} __ 


2. HAS VA WITHDRAWN FROM USE BY VETERANS, 
4,974 BEDS AS OF DEC. 31, 1957 2 (2A) — 
3. WILL NOT THE BUDGET SUBMITTED BY THE 
ADMINISTRATION FOR FY 1959 FURTHER REDUCE 
VA 1,000 BEDS? (4A) _ 
4. |S CLOSING OF ABOUT 5,000 HOSPITAL BEDS 
THRU BOB POLICIES BEING ACCOMPLISHED 
WITH THE KNOWLEDGE AND APPROVAL OF THE 
PRESIDENT ? (3A) _ 


WHAT SHOULD OVERALL POLICY BE? 


5. SHOULD POLICY BE A SPECIFIC NUMBER 
OF BEDS ? 22h) __ 


4217 
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SECOND LETTER 


/ UNAVAILABLE BEDS (1A ) 
2. BED CLOSING - FY 1959 (6A). 
3 LONG TERM CHRONIC PATIENTS (1A) 


4. CONVERSION OF BEDS TO NP USE AND PLANS 
FOR EXPANSION OF THIS PROGRAM [I4A) 


5, WAITING LIST —— (15A) 


6. POLICIES OF BOB 
a. ALTERATION, MODERNIZATION, CONVERSION ~=© (9A) 
b. BEDS WITHDRAWN FROM PARTICULAR USE {5A } 





c. LONG TERM CHRONIC PATIENT (10A } 

d. COPIES OF LETTERS AND DIRECTIVES FROM BOB ( 8A ) 
7, EXPANSION OF FACILITIES (160A } 
8 LAUNDRY POLICIES ——— (I7A} _ 
9 HOSPITALS CONSIDERED FOR CLOSING (7A) 
JO. WORKMEN'S COMPENSATION (18A] 
If \NSURANCE (I9A) . 
12 OKLAHOMA (20A) 
I3. VA PHYSICAL PLANT (21A } 


4. LEGAL BASIS [12A) 





IV. 
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DEFINITIONS 


RATED BED CAPACITY 
OPERATING BED CAPACITY 
1954: Congress tied appropriations to this figure 
UNAVAILABLE BEDS 
1. Not required to meet current operating plan 
2. Beds in process of activation 
3. Construction and maintenance 
4. Difficult to recruit personnel 


AVERAGE DAILY PATIENT LOAD, or ADPL 








DEFINITIONS 


I think it is important from the standpoint of clarity and 
common understanding that certain definitions be agreed upon in 
order that we all speak a common language. If the committee will 
permit, I shall now discuss these definitions. 

The terms with which we are immediately concerned are: 

1. Rated Bed Capacity 

2. Operating Bed Capacity 

3. Unavailable Beds 

4. Average Daily Patient Load, or ADPL 
FOUR ESSENTIALS FOR A HOSPITAL 

If we are going to operate a hospital here are four things 

that are essential: 

1. Staff 

2. Patients 

3. Beds 

4. Money 

If one or the other is missing, we are not going to have a 

hospital in operation. We could have all the patients in the world, 
but without staff and beds, they would be uncared for. We could 


have a brilliant staff, newly purchased beds, but without patients 


eter 
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we would not have an operating hospital. Beds, patients, staff, 
and money, each is essential to a hospital as the right foot is to 
the left. 


CHART: SWANNANOA, N, C, VETERANS 
HOSPITAL 


I should like to call your attention to this chart to discuss 
these terms. This chart shows a cantonment type hospital that was 
taken over from the Army. When we received it there were 2, 365 
beds init. The Veterans Administration determined at that time 
that the most the Veterans Administration could possibly use was 
1,052 beds, considering our needs and the method of operation. 

1,313 BEDS ABANDONED 

We simply wiped out 1,313 beds. Some of the buildings 
have been torn down and others are being used for other than bed 
purposes. Since those 1,313 beds were never in our system, they 


have never been counted in any Veterans Administration bed totals. 
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I, RATED BED CAPACITY 

Veterans Administration kept 1,052 beds. This was the total, 
so we called it rated bed capacity, -- all of the beds which the Veterans 
Administration was going to keep for some possible future use. 

Actually we cannot get patients to fill every one of these beds, 
but we are going to keep them as a large standby surplus, as well as 
the beds the Veterans Administration can use now. 

Why keep a large surplus in the system? 

Because as long as these beds exist and can be maintained, it 
would be a shame to abandon them completely, when some possible 
use might occur. 

They are in relatively non-target areas, and if a devastating 
atomic attack were to hit the nation, and hospitals in more heavily 
populated centers should be destroyed, these would be valuable beds 
to have at hand. 

Then there might be some other possible uses, some shift in 
population could increase the load, some new Oak Ridge, Tennessee, 
might spring up where none had been before, an epidemic occur, or 
some unforeseen pressures affect the system. It seemed wise to keep 
the beds as long as the walls and buildings were already constructed 


and standing. 
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ll, OPERATING BED CAPACITY 
How many beds can the Veterans Administration actually use? 
First, we determine the patient load, and then we try to staff with 
doctors and nurses to meet the demand in that area. 
In this actual instance we found we could match beds and 


patients and staff in the amount of 237 operating beds. So this then 


is the actual operating bed capacity of the hospital, 
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VA HOSPITALS ACQUIRED FROM THE ARMY 


NAVY AFTER 1945 































VA Hospital Former Name of Hospital 





Augusta, Ga. (GM&S)! 


* Rative, Pa ........0ccovese 
O—~ crises, (Yhio......... 
Coral Gables, Fla....... Pratt General (Army) 
Downey, T.............. Camp Lawrence and MelIntire. 


Dublin, Ga ........-... 8. endo epamhoenpineniaienaial 
* eo Ft. Thomas, Ky ....... a 
Hines, TH. tat occa a 
HQ _Howston, i onseninbl 
Jnekson, Miwn. ...... 
Long Beach, Calif..... 
Martinsburg, We Va.. 


Oliver General (Army)........... 
Deshon General (Army)........ 
Crile General (Army)....... onl 








Foster General (Army).......... 
Bi i csncseenndntasicnmenten 
Newton Baker General (Army). 


* D— wekinws, Tex 


Memphis, Tenn ; 
xO Nashville, Tenn ..... : 
Onkland, Calif ......... 


Richmond, Va........... 


Ashburn General (Army)........ 

Kennedy General (Army)....... 

Thayer General (Army)......... 

Oakland (Army)......... eiiacasieaiia 

MeGuire General (Army)....... 
San Juan, P. R.......... iy nash bs ib cseosb toned 

KG —Frmnnanon, N. C.......) Moore General (Army) 
Temple, Tex .. ......... 


| MeCloskey General (Army)... 











Topeka, Kana _....... 
Vancouver, Waxh....... 


Winter General (Army).......... 
Barnes General (Army).......... 


' Dows not inchate the NP Division of Augusta which has 1,319 beds in the old portion. 
§ Bprice not being used for patient oure—to be deleted from rated capacity. 


December 31, 1957 


* This firure reflects the rated capacity of the entire hospital which includes the Hines portion as well as Veughaa. 


* Incheics 2° beds In a new NP butting opened in 1967. 
*Hespttal. 
tDemicttiary. 


©. ©. Govennment PereTinG Greece §=© 4600-b 


*% Mix old howpitals VA got frome 


Crmed Aerwice mathe ups 2,837 unavaclalle 


ecced 7-17-47 
coned 1-21-47 


7- 1-48 
o- 2-47 
3-27-46 
4-15-49 
1-31-46 
6 1-60 


— 11-15-46 


& 1-46 
7- 1-46 


woned 3s 446 
— & 1-46 


+ 1-46 


— ll- 1-46 


11-16-46 
6-13-46 


1- 1-46 
& 1-46 


April 32. 1068 


beds “not needed Le meet current 


operating golaw es no polienle 
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Ill, UNAVAILABLE BEDS 

But notice now, there is quite a difference between the rated 
capacity of this hospital -- the actual number of beds that are standing 
in surplus to present needs in buildings -- and the actual operating 
capacity, the number of beds in use. 

That difference amounts in this instance to 815 beds, 

The term we use to define these unused beds is UNAVAILABLE. 

NOT REQUIRED TO MEET CURRENT OPERATING PLAN 

When we count up beds of this particular sort under the heading 
unavailable, we refer to them as unavailable because they are “not 
required to meet the current operating plan,"' or in other words there 
are no patients to use them in that area. 

In the system there were 4,974 beds unavailable on December 31, 
1957, because they are "not required to meet the current operating plan." 

Here at the Swannanoa, North Carolina, Division of the Oteen 
Veterans Administration Hospital are 815 such unavailable beds, 


MOST OF THIS TYPE UNAVAILABLE BEDS 
IN BIG, OLD HOSPITALS 


Six such hospitals in the Veterans Administration system 
account for 2,837 such beds, or more than half of the 4,974 beds 
unavailable because they are not required to meet the current operating 


plan. 
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UNAVAILABLE BEDS IN VA HOSPITALS—Continued 
UNAVAILABLE (As of December 31, 1957) 


Toe wetted. .... 5 sschE se None 
PP Renenitale, onan nsencisererbrenehed 164 





Perry Vomt, Md................ acebetpitinitien 155 
ERG, Dita thae<sie snase-oesemn es 9 





Difficult S. Recruit 
TB hospitals ... 
NP hospitals... cease 138 
Jefferson Barracks, Mo................... 66 
ING ee secncssd 19 


oe RR i 50 
IMA&S hospitals...................... 617 


ET Se Se . 
Cleveland, Ohio................-.......-.... 





GME&S hospitals.....................- 


i MR ee pe 
Buffalo, N. Y........ 
Dallas, Tex.......... 
Long Beach, Calif...............---...----- 
Los Angeles, Calif........................-- 
San Francisco, Calif................-...-.- 


news cemeerenoens ess oceee 


GM&s itels—Continued 
I a cnencetecnneee 


Kansas City, Mo......................----- 
Memphis, Tenn......................-....-- 
es Bi dscewcsccenensbncaeenatsh- 


ee ee ae 
Poplar Bluff, Mo.......................-..- 


O-———> TYPE OF BED uot REQUIRES % MEET CURRENT 





TB hospitals......... neageeietoe 1354 
Mamet Nien kek 25 
Brecksville, Ohio... Siicacia hla dliidliasdtan 46 


Castle Point, N. Y_.......2..22.0..0....... 156 
Excelsior Springs, Mans Etiwies & 26 
Livermore, Calif.......................--.-. 64 
NN eee gy err 28 
Dbonnpiite, Trem........-->--20----46dbe- 50 
Oteen, N.C 


TB hospitals 


San Fernando, Calif 
Fe I inns th cana nnne 


GM&S hospitals—Continued 


Clevoland, Ohio...... 
Columbia, S. Gs... 


eee ewe eee scenecnnene 


ee tenn n meee ewe cece n cee ce 


Fargo, N. Dak..... 


68 
41 
388 
220 
86 
51 


107 
70 
10 

170 
14 
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What about the rest of the 4,974? -- the 2,137? Well, they 
are unavailable for the same reason largely -- that the Veterans 
Administration just does not have patients to put in them, because 
they are in isolated areas, or there are no pressures for the use of 
the beds. 

The other hospitals may be smaller than large ones taken 
over from the Armed Services, and the number of beds unavailable 
may be only a few, 25 or 30, or ten or six, but across the entire 


system they add up to the total of 4,974 unavailable because they 


are not required to meet the current operating plan -- no patients 


to use them. 
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UNAVAILABLE BEDS IN VA HOSPITALS 
(As of December 31, 1957) 








Reason far Unavailable Beda 
Tuber- 
culosis 





1. Total unavailable beds 0.2.22... 
—, 


TB hospitals... ........... vl ee BRIS PII, ......conccedincoccconencesedpenvososensncsodpscouccoveoncese 
NP hospitals 
GMA&S hospital« 


Ce 2. Beds in process of 
———— sricsbess<veheueneenntaal 
————— 


TH haspitals 
NP hospitals 


Bs Siascw. -eguinedines 
Ce: Construction ar maintenance y renaaatiilieeall 
CE A A ENR 
TH hospitals s oattbbbdbe At dest blockdce 
REO? Qretmaltabe is... asks ise.ctsace dea 


GM&S hospitals... 


o—> Ditliewlt to recruit required personnel... cocohababesbonen 
TR I Rt 


TH hospitals 
NP hospitale 
GMAS hospitals 


o—_: Types of bed not required to meet 
current operating plan weitncsoenstll 


TR hospital« 
NP hospitals 7 am 
GMAS hospitale._.......... asta 


6. Other reasons !......................... 


I oss avcesewessvscccecseds 
PI cnniicninstesnnstivewniond 
GMA&S hospitals _....... 


' Inchides bets unavatloble for patient care beeause (1) the space ts required to quarter personnel (adequate housing is not available in the vicin- 
ity); (2) temporarily being used for research activities or special equipment for an individual patient's care; (3) substandard and not suitable for patient 
care, or (1) ued lo quarter member-employers 





Contro.u.er, Derantwent or Mepictne ann Surcerr 
Reports anp Statistics Service 
Veterans Administration 
January 23, 1958 


Beds in the Process of Activation 





NS EEN AAO None GM&S hospitals...................... 214 

BE IIR oxen ccneniinn ckcuatteaee 85 — 
SE ne 155 

Jefferson Barracks, Mo-..................- 43 See |e 30 
re 42 Minneapolis, Minn...................-....- i0 


Wweet Haven, Coum......................- s 19 
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TOTAL UNAVAILABLE BEDS 
How many unavailable beds are there in the system? Beds 
not in use for some reason other than the one just described. 
There were on December 31, 1957: 7,308 unavailable beds. 
They were shown on the statistical table that accompanied 
Chairman Teague's letter when it went to the President. 
Let's run down the list of other reasons why beds are 


unavailable, 


BEDS IN PROCESS OF ACTIVATION 

Let me describe beds in the process of activation, with a 
chart explaining the term. 

This shows a hospital at Salisbury, North Carolina. This 
point indicates the day we opened it, -- the contractor has just 
turned it over to the Veterans Administration, There are 973 beds 
in this hospital on this opening day. 

973 is our total, or the rated capacity, of this hospital. 

But now that we have the building, we can't fill every single 
bed this first day. In fact, we don't have enough doctors and nurses 
yet. 

We do have enough staff, however, to man 377 of the beds, 


so this 377 is the operating bed capacity, and the difference between 
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the 377 operating beds and the 973 rated bed capacity is 596 
unavailable beds, unavailable because they are in the process of 
activation. 

As time went on we were able to use more beds, raise the 
operating bed capacity of the hospital and reduce the number of 
unavailable beds, although of course the total or rated capacity of 
973 would remain constant. 

As the number of operating beds increased, so did the 
personnel shown by the dotted line, and so did the average daily 
patient load, the average number of veterans being treated daily, 
as shown by the ascending solid line. 

And so by steps and degrees as more beds are activated, 
more doctors hired, more nurses brought aboard, more patients 
put into beds, the operating beds increase steadily, the unavailable 
beds in the process of activation decrease until we come close to hitting 
the full rated capacity of 973. 

Across the entire system there are a number of situations 
like this. In fact, on December 31, 1957, when the statistical 


summary was made up, there were 299 beds unavailable and in 


process of activation, 
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CONSTRUCTION AND MAINTENANCE 

The next reason beds are unavailable is because of 
construction or maintenance. And here I guess Veterans Admin- 
istration labelling is simple enough. 

The picture shows some painters and carpenters remodelling 
a ward which puts 25 beds on the inactive or unavailable list 
temporarily. 

1,018 such beds were unavailable when the statistics were 
compiled. 

DIFFICULT TO RECRUIT PERSONNEL 

I wish all the terms chosen were as easy to understand as 
difficult to recruit personnel. There are areas where we do have 
empty wards and beds, and we do have patients, and where we would 
like to put the patients in those beds, but one of the difficult shortages 
in the nation is for doctors, nurses, and skilled hospital personnel. 
Because these hospitals are in isolated areas, or where for some 
other reasons of competition the Veterans Administration cannot 
recruit enough doctors or nurses to give the veterans the proper 
medical attention our high standardsdemand, we simply cannot make 
these beds available. 

The picture shows two whole wards, a total of 50 beds, for 


neuropsychiatric service closed, 50 beds, while the Medical Department 
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is shown here attempting to hire people to staff it. 

752 beds were unavailable because it was difficult to recruit 
personnel last December 31, 

There are also beds in this hospital unavailable because they 
are not required to meet current operating plan. 

There are two tuberculosis wards in this hospital. But the 
tuberculosis load is declining. In fact, it has declined so sharply 
that this hospital has closed an entire ward. We simply do not have 
the patients to fill the beds in this area. So here are 25 beds that we 
have, but we must consider them unavailable for lack of patients, or 
in Veterans Administration terms, unavailable, because they are a 
type of bed not required to meet the current operating plan, At the 
moment, in the area in which this hospital is located we have no 
other use for the beds, or no other type of patient desiring admission. 

In fact, next to the closed ward, there is a 25 bed TB ward 
that is open, but we can find only 15 patients to place in the ward, 
although the entire ward is kept open. 

The ten empty beds are counted as operating beds. 

OPERATING BEDS AS SHOWN ON THIS CHART 

Let's count the beds that actually are in operation. We 
decided we were going to consider these25 beds in the open TB ward 
as operating although ten are actually empty, but still will be used 


if patients should suddenly turn up. 
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BED UTILIZATION VAH 
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Now let's look at medical service. Here are two wards with 
25 beds each. One is filled to absolute capacity, 25 patients in 25 
beds. This is unusual, and conditions will not remain that way when 
summer comes and the load declines. 

But in the other 25-bed medical ward there are only 23 beds 
with patients in them. Two beds are left vacant for emergencies 
or for the transfer of patients. If every bed is in use, this is not 
considered to be efficient or effective use according to professional 
standards in either private or public hospitals. But all 50 of these 
beds are part of the operating bed capacity. 

So now let's total our beds: 

From the bottom floor to the roof, counting every bed, we 
find 200 of them, so 200 is the rated capacity. 

But, for one reason or another, only four 25-bed wards are 
open, for a total of 100 operating bed capacity. 

And obviously then, subtracting the 100 operating beds from 


the 200 beds in the total rated capacity, we have remaining 100 


unavailable beds, 


Unavailable for a variety of reasons: 
a. Construction or maintenance, 
b. Difficult to recruit required personnel, or 
c. Types of beds not required to meet current operating 


plan. 


28678 O—58——21 
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Projecting that across the entire system, the statistical 
figures originally given to the Committee showed the totals in each 


category, as well as the grand total. 


In addition, the second statistical sheet this Committee | 
sent to the President shows the actual hospital and location of 


these beds. 
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CONGRESS TIES FUNDS TO OPERATING BEDS 

But let's return to operating beds for a moment, the actual 
number of beds that have sheets and pillows and blankets on them 
ready for use, and with doctors and nurses standing by waiting for 
patients, 

In 1954 Congress wanted a standard by which it could measure 
how many beds were actually in use in the Veterans Administration 
system. Were the number of beds increasing or decreasing? How 
could Congress decide how much funds to give to the Veterans 
Administration unless it could find an answer to how many beds 
were needed? 

So Congress began to use the term operating beds and in 
1954 actually tied the amount of funds to the total number of operating 
beds, The Appropriation Act included the number of operating beds 
to be supported by its appropriation. 

OPERATING BED TOTAL NOT FULLY USED EVERY DAY 

In a Veterans Administration hospital however or in a private 
hospital every single operating bed is not filled with a patient every 
day of the year. 

In fact professional opinion believes that an 85% to 92% use 
of the number of operating beds is the most efficient and effective 


distribution in order to provide the best possible care for patients. 
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There are several reasons for this. Obviously, some beds 
are needed for emergency or transfers. 

The demand by patients for admission varies with the season. 
The need for beds is higher in the winter and lower in the summer. 

The number of operating beds in a hospital remains constant, 
but the number of patients varies from month to month depending on 
many factors. 

So the Congress discovered that operating beds was not 
really avery good device for its uses -- it wasn't really measuring 
what Congress wanted to measure, which was, in short, how many 
veterans were actually being put in the beds and treated in the 


course of a year. 
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IV. AVERAGE DAILY PATIENT LOAD or ADPL 

It wasn't beds Congress wanted to control, it was the number 
of people who got into those beds. 

How do you measure the number of people? 

In 1955 Congress worked out a measurement of the number of 
people: the average daily patient load in all the hospitals, or to 
shorten it up, a la federalese, the ADPL. 

Because of these facts the Congress in 1955 changed the 
appropriation language to provide for a base of average daily patient 
load rather than operating beds. What is the average daily patient 
load or ADPL as we commonly refer to it? It is simply an average 
annual figure computed by adding the number of patients for each of 
the 365 days of the year -- 365 separate figures -- and dividing the 
total by 365 to arrive at the figure of average daily patient load. 

Since this is an average figure it means on any given day the 


actual number of patients in beds may be more or less, 
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NEEDY VETERANS WITH NONSERVICE 


CONNECTED DISABILITIES 


I, POLICY IS TO FURNISH CARE "WITHIN LIMITS OF 
VA FACILITIES" 
Il. DOES "'LIMIT OF FACILITIES" MEAN: 


A. Full rated bed capacity? 


or 


B, Full operating bed capacity: 


or 


C, Full average daily patient load (ADPL) 
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NEEDY VETERANS WITH NONSERVICE 
CONNECTED DISABILITIES 

Both letters from this Committee state the policy concerning 
needy veterans with nonservice-connected disabilities: '',., the 
Administrator may furnish hospital care which he determines is 
needed within the limits of Veterans Administration facilities," 

I told you earlier that it was difficult to find exactly what 
the "limits of VA facilities'' were. Let us see in relation to the 
definitions I have given the Committee. 

UP TO FULL.RATED CAPACITY? 

Do the "limits of VA facilities'' mean up to full rated 
capacity? 

Does it mean: Has the Veterans Administration used every 
bed that makes up the total rated capacity of the system in order to 
comply with the term ''within the limit of VA facilities''? 

No, it does not, nor could it, not even with a substantial 
addition of funds. Many of the beds in this total are standby surplus 
at huge cantonment hospitals, or closed for maintenance or 
construction, or because of lack of patients or lack of staff. 

UP TO FULL OPERATING BED CAPACITY? 


Does ''within the limits of VA facilities'' mean full operating 


bed capacity? 
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Does furnishing hospital care "within the limits of VA 
facilities'' mean filling every bed up to full operating bed capacity? 

It cannot mean that, because if it did the Veterans Admin- 
istration would be giving the veterans a poorer service, for a portion 
of beds in every system should stay empty -- for emergency cases, 
for transfer of patients -- any hospital, private or otherwise, 
according to sound professional judgment, runs most efficiently 
without crowding, and gives the best care to its patients if only 85% 
to 92% of its capacity is used. And what with the seasonal differences 
in workload, we could not possibly fill every bed on every day. 


So, "within the limits of VA facilities'' does not in all 


probability mean then filling every bed up to full operating bed 


capacity. 
UP TO FULL AVERAGE DAILY PATIENT LOAD? 


Does "within the limits of VA facilities'' mean the full average 


daily patient load? 


Remember, Congress attempted to measure the actual number 


of veterans served and tied the budget figure to average daily patient 





load. 








Certainly the Veterans Administration could not spend very 
much over the dollar figure allowed by the Congress for patients even 


if we had the further beds to put disabled men into. 
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But, if ''within the limits of VA facilities'' does mean full 
and complete care up to our total ADPL as Congress writes it into 
the appropriation bill, then I can tell you that the Veterans Admin- 
istration has fully complied with the will and policy of the Congress. 
It is a little difficult to hit by year's end exactly the ADPL 
number estimated so many months in advance, and I confess to you 
we have erred a little -- but we have erred on the side of taking care 
of more veterans rather than too few. In one of the last two years, 
we took care of 196 veterans beyond the allowed ADPL and in the other 


most recent year we went 71 average daily patients beyond. 
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COMMITTEE QUESTION 1A 


1A. SECOND LETTER - FIRST QUESTION 

",..be prepared to furnish the following information: 

"A current list of unavailable beds in Veterans Administration 
hospitals together with the reasons these beds are unavailable. It 
will be helpful if the reports supplied by your department, which I 
attached to my letter to the President dated April 22, 1958, can be 
presented on a current basis." 

REPLY: This information has been supplied to the committee in 
great detail in a separate booklet, and is summarized on the attached 


pages. 


I should like to check that item off on the chart. 
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UNAVAILABLE BEDS = June 30, 1958 


Beds in the Process of Activation 


Tuberculosis hospitals 55 General pedical and surgicel hospitals 632 
Batavia, N.Y. 5 Clarksburg, W.Va. 1 
Livermore, Calif. 30 Dallas, Tex. 375 

a? Houston, Tex. 116 

Kansas City, Mo. 51 

Neuropsychiatric hospitals 60 Kecoughtan, Va. Ky 

Shreveport, La. 6 

Salisbury, N.C. 50 Wadsworth, Kans. 22 
Sepulveda, Calif. LO 


Construction or Maintenance 


Tuberculosis hospitals none General medical and surgical hospitals 524 
Neuropsychiatric hospitals 196 

Bath, N.Y, 43 

Perry Point, Md. 196 Bronx, N.Y. 65 

Hines, Ill. 73 

Houston, Tex. 34 

Long Beach, Calif. 220 

McKinney, Tex. 82 


Difficult to Recruit Required Personnel 


Tuberculosis hospitals none 

Neuropsychiatric hospitals none 

General medical and 
surgical hospitals 808 
Ann Arbor, Mich 102 Memphis, Tenn. (Ken) 179 
Cleveland, Ohio 56 Minot, N. Dak. 14 
Hines, Ill. 12h Pittsburgh, Pa. 32 
Jackson, Miss. 7o Poplar Bluff, Mo. 2 
Kansas City, Mo. 10 po 


McKinney, Tex. 200 
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UNAVAILABLE BEDS = June 30, 1958 


Type of Bed Not Required to Meet Current Operating Plan 


Tuberculosis hospitals 


Batavia, N.Y. 
Brecksville, Ohio 
Castle Point, N.Y. 


Excelsior Springs, Mo. 


Livermore, Calif. 
Madison, Wis. 
Oteen, N.C. 
Outwood, Ky. 
Sunmount, N.Y. 
Waukesha, Wis. 


Neurpeychiatric hospitals 


Murfreesboro, Tenn. 


General medical and 
surgical hospitals 
Alexandria, le. 
Aspinwall, Pa. 


Birmingham, Ala. 
Clarksburg, W.Va. 


Tuberculosis hospitals 
Madison, Wis. 


San Fernando, Calif. 


Neuropsychiatric hospi 


Montrose, N.Y. 
Topeka, Kans. 


Other Reasons 
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Cleveland, Ohio 
Columbia, S.C. 
Dayton, Ohio 
Dublin, Ge. 

Erie, Pa. 

Fargo, N. Dak. 
Fayetteville, N.C. 
Ft. Harrison, Mont. 
Hines, Ill. 

Iowa City, Iowa 
Jackson, Miss. 
Lincoln, Nebr. 
Martinsburg, W. Va. 
McKinney, Tex. 
Memphis, Tenn. (Ken.) 
Minneapolis, Minn. 
Minot, N. Dak. 
Muskogee, Okla. 
Omaha, Nebr. 
Richmond, Va. 
Vancouver, Wash. 
Wadsworth, Kans. 
West Haven, Conn. 


General medical and 
surgical hospitals 


Boston, Mass. 
Dallas, Tex. 
Kecoughtan, Va. 
Los Angeles, Calif. 
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COMMITTEE QUESTION 2A 
2A. FIRST LETTER - SECOND QUESTION 
"Has the Veterans Administration, at the direction of the 
Bureau of the Budget withdrawn from use by veterans, effective 
December 31, 1957, 4,974 hospital beds?" 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 2A 
2A. FIRST LETTER - SECOND QUESTION 

Question: ''Has the Veterans Administration, at the direction 
of the Bureau of the Budget withdrawn from use by veterans, effective 
December 31, 1957, 4,974 hospital beds?" 

Answer: This figure refers specifically to the 4,974 beds un- 
available as ''not required to meet the current operating plan."' These 
are those acres of surplus beds at Swannanoa VA took over from the 
Army, most of which have never been opened or used because there 
are no patients to go in them. 

The answer is these 4,974 beds were not withdrawn at the 
direction of the Bureau of the Budget or at anyone else's direction. 
The beds were just not withdrawn at all. Most of them have been in 
the system since these hospitals were taken over from the Armed 
Forces. They have never been in use. 

This was a decision of the Veterans Administ ration made long 
ago, as I pointed out in my definitions -- to keep these beds on a sur- 
plus basis. ''They have been in a stand-by status for many years and 
their inclusion in Veterans Administration rated bed capacity gives 
a distorted picture for there never has been any demand or need for 


their utilization.'' This is true under this administration, it was 


equally true in the administration before this one. 
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We just do not have patients to put in them. 

Even if Congress ordered us to use them and provided endless 
funds with an open ended money spigot, the Veterans Administration 
would be hard pressed to find a use for these beds. 

Some of the beds in this grouping are in smaller hospitals and 
are fewer in number than those in the big cantonment type hospitals 
where the majority of these '‘unavailable'' beds stand, but they are 
empty for the same basic reason -- there is neither pressure nor 
demand to put patients in them for any reason, 

On June 30, 1957, there were 4, 704 beds "unavailable because 
they were of the type not required to meet the current operating plan. '' 
In our last report to you, December 31, 1957, there were 4,974. As 
of June 30, 1958, there were 4, 761. 

These beds have not been closed. Notaone. Nor do we 
intend to close them. They have not been withdrawn because most 


of them have never been opened. 
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In partial answer at least to another question, in this instance, 
at least, there has been no circumvention by the Bureau of the Budget 
or the Veterans Administration of the policy laid down by the Congress. 
These beds still remain "within the limit of VA facilities" even though 
no patients are requesting admittance to them. None of them have beex 
withdrawn from the facilities of our hospital system. 

But I shall not check this question off yet as totally answered 
for I would address myself to it again a little later in a broader 


connection, 
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COMMITTEE QUESTION 3A 
3A. FIRST LETTER - FOURTH QUESTION 
Question: "Will you please advise as to whether the closing 
of approximately 5,000 Veterans’ Administration hospital beds 
through the policies enumerated above is accomplished with the 
knowledge and approval of the President?" 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 3A 

3A. FIRST LETTER - FOURTH QUESTION 

Question: "Will you please advise as to whether the closing of 
approximately 5,000 Veterans’ Administration hospital beds through the 
policies enumerated above is accomplished with the knowledge and 
approval of the President?" 

In the Chairman's second letter dated June 24, 1958, he repeats 
this earlier question and says that neither the President nor the 
Administrator of Veterans Affairs has fully or completely answered 
his original question. 

I would like to answer that question as simply and as clearly 
as Ican, but how can I tell you that the President of the United States 
has knowledge of and has approved the closing of 4,974 beds when 
none of the 4, 974 beds have been closed? How can I tell you that the 
President knows of something that is nonexistent? 

Actually, not only were most of these beds not closed, many of 
them have never been opened. 

Neither the President of the United States nor the Bureau of 
the Budget were in any way involved in these beds, nor was there 
any necessity to discuss it with them, and every Administrator has 


followed exactly the same policy. 
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A similar situation in one degree or another has existed since 
the early twenties and every Administrator has had exactly the same 
situation. The “unavailable” list grew longer after World War II when 
the Veterans Administration took over from the Armed Services the 


cantonment type hospitals. 
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COMMITTEE QUESTION 4A 
4A. FIRST LETTER - FOURTH QUESTION 
Question: ‘Will the budget submitted to Congress by the 
Administration, if enacted as submitted, result in a further 
reduction of about 1,000 beds in Veterans' Administration hospitals ?"' 


CHECK OFF ON CHART 


COMMITTEE QUESTION 5A 

5A. STATED IN FIRST LETTER, BUT REPEATED IN THE 
SECOND LETTER UNDER 6b. 

Question: "Is the closing of Veterans Administration hospital 
beds being accomplished by the Bureau of the Budget primarily through 
the enforcement of three arbitrary rules which it has laid down for the 
Veterans Administration?" 

Then both letters state three policies. 

Let me review each, one ata time. The first is stated as: 

"Beds withdrawn from a particular use, such as the treatment of 
tuberculosis, may not be converted for the care of patients with other 


disabilities." 
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COMMITTEE QUESTION 4A 

4A, FIRST LETTER - FOURTH QUESTION 

Question: "Will the budget submitted to Congress by the Adminis - 
tration, if enacted as submitted, result in a further reduction of about 
1,000 beds in Veterans' Administration hospitals?" 

Answer: The answer is yes, but it must be substantially 
qualified. If I may, I should like to combine that question with another 
which is closely related to it. 

COMMITTEE QUESTION 5A 

5A. STATED IN FIRST LETTER, BUT REPEATED IN THE 
SECOND LETTER UNDER 6b. 

Question: "Is the closing of Veterans Administration hospital 
beds being accomplished by the Bureau of the Budget primarily through 
the enforcement of three arbitrary rules which it has laid down for the 
Veterans Administration?" 

Then both letters state three policies, 

Let me review each, one atatime. The first is stated as: 

"Beds withdrawn from a particular use, such as the treatment of 
tuberculosis, may not be converted for the care of patients with other 


disabilities," 
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Answer: The answer to the second part of the question is: 

TB beds can now be converted to other essential uses. 
RESEARCH CUT TB WORKLOAD 

Every year there are those who appear before the Appropriations 
Committee and ask for additional funds for research. It happened this 
year and the Senate Committee voted some seven million dollars addi- 
tional for research. One of the prime reasons presented by advocates 
of such expenditures is that these funds will not only aid in the battle 
against disease, but where the battle is successful and cures are dis~ 
covered, great cost will be saved. The sensational gains over the 
white plague carry out the very point. In cooperation with others, the 
Veterans Administration use of chemotherapy against tuberculosis is 
an outstanding accomplishment. That achievement has been one of the 
factors in the reduction in the demand for tuberculosis beds. I would 
like to point to this chart which shows that very substantial reduction. 

TRANSLATE BEDS TO ADPL 

But first, it again becomes most important for the sake of 
clearness to translate the figure of 1,000 beds into the budget term 
ADPL, because it was actually the ADPL figure that was cut in the 


budget, and is the figure shown on this chart. 
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However, if there is no need for these beds for tuberculosis 
patients, the question must be asked, ''Can they be used for patients 
afflicted by other maladies or are these beds for which there is no 
further use?" 

CAN TB BEDS BE CONVERTED? 

Actually, the answer to the question is yes. However, at least 
one TB hospital was obsolete, should have been properly closed. 

For some of these beds there is, in the opinion of the Veterans 
Administration, a very real need. 

For others, quite frankly, the Veterans Administration considers 
it sound administrative policy to close them. Let me illustrate: In 
Dayton, Ohio, there was a building with tuberculosis patients with 
242 beds. In Memphis, Tennessee, the so-called Crump Hospital, 
there were 300 beds. Both of those buildings were ancient and run 
down. Professional opinion recommended the veterans be moved to 
better facilities. Fortunately, better facilities were immediately 
available and so we moved the patients and closed the beds and 
rendered a better service to these sethenae in so doing. 

Across the country in a number of other places there are 
wards and beds that could be closed where there are no waiting 
lists, no pressures, and no need of any other kind. Places of this 
kind are bound to occur in a massive hospital system of these 


proportions, 
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Let me quote Mr. Higley at Atlantic City: "Well, if our load 
of tuberculosis cases continues to decline, we perhaps can close down 
3,906 TB beds during the next three years. These beds are not located 
where they could be used for the mentally ill or for general medical 
and surgical patients." 

ORIGINAL CUT TOO HEAVY 

I had hardly been sworn in as Administrator of Veterans Affairs 
when I reviewed the fiscal year 1959 budget which has not yet been voted 
by this Congress. I discovered that the Bureau of the Budget had re- 
duced the amount in the budget for tuberculosis care by $5, 600, 000 or 
830 ADPL, a figure also spelled in the Budget. 

BUREAU AGREES TO PARTIAL RESTORATION 

After consultation with the VA Medical Department I reported 
to the Bureau of the Budget that I felt that this cut of $5, 600, 000 was 
much too heavy. Asa result of that conference the Bureau agreed with 
my request that I appear before the Appropriations Committee and 
request a restoration of $3, 300, 000. 

The House Committee on Appropriations restored the amount 
of $3, 300, 000 as I had requested, 

That still left $2, 300, 000 less than the original VA request, 

This chart shows the marked decline in the need for tubercu- 


losis beds, 
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But here is shown the original VA request and here is the 
point to which the Bureau of the Budget insisted it be cut in the Presi- 
dent's budget. This is the compromise to which the Bureau agreed 
after consultation. This point on the chart is the place where the 
level of TB ADPL now stands in the budget for Fiscal Year 1959 still 
before Congress. 

BUT CAN UNUSED TB BEDS BE CONVERTED TO OTHER USES? 

Both the original Budget Bureau estimate and the original VA 
request were based on estimates made sometime ago, so that the com- 
promise reached at the present time is reasonably sound. 

The VA can absorb the cut in this appropriation. 

But the VA felt then that some of the beds reduced when the 
Average Daily Patient Load for tuberculosis cases went down should 
be converted to other uses. 

The Bureau at first refused, and the VA began to take TB beds 
out of the system that it really desired to use for other types of cases. 
Batavia, New York, is a case in hand, 

However, again after several lengthy discussions the Bureau 
agreed to lift its restraint, and reversed its policy. The Veterans Admin- 
istration has now been able to close those beds it felt wise to close in 


the interest of maintaining high medical standards, and has been able 
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to convert beds not needed for TB patients to other uses. 

At Batavia and other selected hospitals where beds had been 
closed, they have been reopened. 

The net effect of this has been that the Veterans Administration 
will provide care to 1,125 fewer TB patients during FY 59 than during 


FY 58. 
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COMMITTEE QUESTION 6A 
6A. SECOND LETTER - SECOND QUESTION 
QUESTION: "Information as to the number, type, and location 
of beds which the Veterans Administration contemplates closing 
during fiscal year 1959," 
CHECK OFF ON CHART 


The list is here enclosed. 
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HOSPITALS 


REDUCTION IN TB ADPL BEDS TO BE CLOSED 


IN FY 1959 


Ho spitals 
TB HOSPITALS 


Castle Point, N. Y. 
Excelsior Springs, Mo. 
Memphis, Tenn, 
Outwood, Ky. 

Rutland Heights, Mass. 
Sunmount, N. Y. 
Waukesha, Wis. 
Whipple, Ariz. 


GM&S HOSPITALS 
Alexandria, La. 


Dayton, Ohio 
Martinsburg, W. Va. 


ADPL 


58 
40 
210 
30 
48 
54 
95 
15 


25 
110 
50 


735 ADPL = 820 beds 





a 
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This list shows the number of TB beds originally ordered 


closed, but now converted to other uses: 


TB Patient Load 
Reductions Restored by 
in ADPL Conversion 
Hospitals FY 1959 to GM&S Difference 
TB HOSPITALS 
Batavia, N. Y. 60 60 0 
Fort Bayard, N.M. 5 5 0 
Livermore, Calif. 35 35 0 
GM&S HOSPITALS 
Alexandria, La. 50 25 25 
Kecoughtan, Va. 40 40 0 
Martinsburg, W. Va90 40 50 
Minneapolis, Minn, 23 23 0 
Temple, Texas 25 25* 0 
328 253 75 


*At Kerrville, Texas 
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COMMITTEE QUESTION 7A 

7A. SECOND LETTER - NINTH QUESTION 

Question: "In hearings before the Appropriations Committee's 
Subcommittee on Independent Offices Appropriations, you advised the 
Committee that the budget submitted to Congress by the Administration 
contemplated the closing of seven hospitals. Information is requested 
as to the location of the seven hospitals which were being considered 
for closing. Information is also requested as to the plans of Veterans' 
Administration for closing of any hospitals, in light of the appropriation 


provided by Congress for fiscal year 1959." 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 7A 

7A. SECOND LETTER - NINTH QUESTION 

Question: 'In hearings before the Appropriations Committee's 
Subcommittee on Independent Offices Appropriations, you advised the 
Committee that the budget submitted to Congress by the Administration 
contemplated the closing of seven hospitals. Information is requested 
as to the location of the seven hospitals which were being considered for 
closing. Information is also requested as to the plans of Veterans' 
Administration for closing of any hospitals, in light of the appropriation 


provided by Congress for fiscal year 1959,"' 


CLOSING OF SEVEN HOSPITALS SUGGESTED 

I saw the original budget reduction of $5, 600, 000 for tuberculosis 
beds, and trying to comply with it, I asked the Medical department to try 
every possible combination to see that the highest possible level of 
care would be maintained and that the least possible impact be made 
on the system. 

The group of seven unnamed hospitals I mentioned before the 
committee was one of the many combinations we considered in the 
search for the best possible solution, 

I felt then it would have been too severe a cut, and this possible 
reduction of seven hospitals was one that showed the severity of the 


cut as clearly as any. 
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As a result the Bureau of the Budget agreed to my asking the 
Appropriations Committee for a restoration of $3, 300,000. 

It was while I was requesting that restoration from the House 
Committee that I pointed up how deep the $5, 600, 000 amount would 
have forced the Veterans Administration to go. 

The House Committee and its members too agreed; the 
$3, 300,000 went back eliminating any need for a seven hospital 
reduction, or the need to consider any other similar combination 
of facilities for closing. 

As it worked out with the committee restoration of funds, 
only one hospital was closed -- Crump and in addition the 
Thomas Building at Dayton -- both obsolete were wisely put aside 
and the patients moved to better facilities near at hand for improved 
care. 

Of course, I shall be willing and pleased to give this 
Congressional Committee any list it wishes, but I earnestly request 
that this list of seven hospitals remain unnamed. It would simply 
upset a great many managers and worry employees about the loss 


of their jobs needlessly, for no such cut is contemplated. 
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RISE IN GM&S AND NP AVERAGE DAILY 


PATIENT LOAD 


I, IN RECENT YEARS FIGURES SHOW 
A. A rise in rated bed capacity 
B. A rise in operating bed capacity 
C. A rise in average daily patient load 


il, NEW CONSTRUCTION WILL ADD IN THE FUTURE 
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RISE IN GM&S AND NP AVERAGE DAILY PATIENT LOAD 


I would like to point out that although a very considerable point 
has been made that there has been substantial decline in the system, 
the very opposite is true. 

However, there is another very important point I wish to make, 
and that is that if the TB ADPL has been declining due to decreased 
workload, the ADPL in other areas has been rising. 

Here is a chart showing NP ADPL which is up with the approval 
of the Bureau and the agreement of the House Appropriations Sub- 


committee from 58, 437 to 58, 737 or an increase of 300 ADPL, 
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Further let us examine GM&S ADPL. Up in the fiscal year 
1959. budget from 41,715 to 42,042, or an increase of 327 in this 


year's ADPL. 
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Now let's put the increases in NP and GM&S ADPL together 
with the reduction in TB ADPL and see what the total comes to: 

Here are the 1,000 '"beds"' referred to in the Chairman's 
letter to the President, actually when converted translated to ADPL 
1,125, but combined with the increases in NP and GM&S the net 
total in the budget is only 498. 

Have restrictive policies somehow injured the veteran 
population? These figures, it seems to me, indicate the opposite, 
that the only real decline is in TB workload which should go down, 
and the only beds withdrawn are those for which the Veterans 
Administration has no real use, 

I have read several articles and speeches which repeat over 
and over that the Veterans Administration has made a substantial 
cut in its ADPL or in beds. I would like to point out as strongly as 
I can that the very reverse is true and I would like to present to you 
a chart which shows those statistics. 

I included the figures in my reply to this committee and on 
page 34 of House Committee Print No. 222 those figures appear. 
The first statistical table shows the yearly rise from 1954 to 1958. 
Every year without exception has shown an increase in operating 


beds rising from an average of 114,244 in 1954 to 121,257 beds for 
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the first eleven months of fiscal year 1958 which ended just one 
week ago today. 

Our estimate for fiscal year 1959 shows a decline of only 
five beds or a figure of 121,252. I would like to repeat that the 
figure for next year, as estimated at this time, shows that the 
decline about which there has been much discussion amounts to 
five operating beds or in other words there is actually a stable 
situation. 

I would now like you to refer to the second statistical table 
of ADPL. That too has been rising but will drop next year by about 
500 ADPL, due to a reduction in patients as a result of improved 
tuberculosis care and treatment. None of this indicates any 
substantial reduction in Veterans Administration facilities. 

NEW CONSTRUCTION WILL ADD BEDS 
In fact 1 would like to point out that the very contrary is true 


because the Veterans Administration is at this time finishing a 





construction and replacement program in which in some instances 
although there are reductions, in others there are increases. I 
would point out to you as I did in my letter that the number of 
operating beds will be substantially increased sometime within the 
next few years. Hospitals at Brecksville, Ohio, and Palo Alto, 


California, will account for 2,000 more NP beds. And Bay Pines 
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and Coral Gables in Florida will mean 700 beds. 

At the close of this fiscal year the Veterans Administration 
had completed 65 million dollars in hospital construction for replace- 
ment and modernization, more than in any recent year and we 
anticipate an even greater expenditure in this area in the fiscal year 
ahead. More than that, the Veterans Administration and the Bureau 


are working out a new plan for hospital construction and replacement. 
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Let me refer you now to a chart which indicates that no 
matter which term you use to measure the direction and the trend 
in the Veterans Administration hospital system it will show an 
increase, 

First let me take the rated capacity. You will remember 
that rated capacity refers to the total possible number of beds in 
all hospitals, Let us start in 1940 and notice the sharply rising 
flight of stairs. In recent years it levels off on a very high plateau. 

If we are to include the number of operating beds which are 
more meaningful, you will observe that these too move very sharply 
up so that in 1958 we do reach an all time record high -- an average 
of 121,257 beds for the first eleven months. This peak will be 
maintained. 

The ADPL has followed the same general pattern since World 
War Ll, has climbed steadily and so ADPL has risen every year and 
comes to a record high in 1958 and declines only because of 
tuberculosis decline as a result of outstanding research. 

The question was asked whether one or the other Bureau 
policy had caused a reduction, The best answer to that question is, 


"Where is the reduction?"' 
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COMMITTEE QUESTION 8A 
8A. SECOND LETTER - SIXTH QUESTION 
“Copies of the letters and directives from the Bureau of 
the Budget to Veterans Administration under which Veterans 


Administration is required to operate."' 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 8A 
8A. SECOND LETTER - SIXTH QUESTION 
"Copies of the letters and directives from the Bureau of 
the Budget to Veterans Administration under which Veterans 
Administration is required to operate," 


COPIES OF LETTERS AND DIRECTIVES FROM 
THE BUREAU OF THE BUDGET 


There is no overall package of directives, but rather a 
series of communications with policy appearing in a sentence here 
or a clause and phrase there, 

We have reviewed the voluminous file and selected those 
that seemed relevant and pertinent. 

There are in this group of letters policy statements on each 
one of the three points the Chairman raised in his letter to me. 
Some of these policy statements have been modified by later agree- 
ments between the Bureau and the Veterans Administration as I have 
previously mentioned, In fact as late as July 7 an important letter 


was received on the TB bed conversion problem. 
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BUREAU POLICIES 


There must be some funnel into which all the money requests 





come for discussion, for balance, for compromise. The Bureau of 
the Budget is that funnel. 

It is its mission, and an extraordinarily difficult one, to 
put all the requests together and see if it cannot find ways to reduce 
requests in order to get a fair apportionment among all the competing 
and demanding agencies, the many pressures, and the ability of the 
country to pay. But like the villain in the movie, the more success- 
fully he plays his role the more we hiss at him, the more the Bureau 
cuts of what we want as it carries out its mission the more we growl 
at it. Veterans Administration Administrators and Budget Directors 
have been arguing with one another for many years before I ever 
arrived on the scene and will be debating still long years after I 
am gone. The files clearly record this running battle of the decades. 

The Bureau staff goes over every dollar and every item, 
searching for soft spots in our budget. I regret to say occasionally 
they find some. They render a service in so doing. The letters and 
the documents will show that. In many written communications, in 
thousands of decisions on budget items, in hundreds of thousands of 


oral discussions and conferences through the years they have 


explored every possible way to save a dollar, 
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You can find in the literature between the Veterans Admin- 
istration and the Bureau of the Budget almost as many subjects and 
proposals as you find in Shakespeare and the Bible. 

As President Truman was saying on July 15, 1950, "As you 
know, most of the authorizations necessary for the above purpose 
are embodied in Presidential letters and approvals of the past six 
or seven years, but they are scattered through many documents, 
some of which amend or modify earlier authorizations, 

"It is highly desirable that the whole subject be brought up 
to date and incorporated in a single document so that there will be 
a clear understanding as to the number of institutions and total 
number of beds the Veterans Administration is authorized to maintain." 

Would there be a larger hospital system with greater funds 
spent if the Bureau did not exist? I think that can readily be acknowl- 
edged as being so. 

However, I can perhaps discuss the subject with greater 
clarity within the bounds of my own experience. Whenever an issue 
arises and the Budget Director enunciates a policy, this action 
almost invariably results in a reaction from the Administrator of 
Veterans Affairs. After conference and consultation and appeal 
several possible results may come about: The Bureau is upheld; 


the Veterans Administration is upheld; or there is a compromise. 
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Many of the policies in Bureau letters have been modified and 


changed. 





But let me be specific. I have already recounted my own 
experience with the number of TB beds to be reduced because of 
declining workload. The Bureau permitted restoration of much 
of this. But there was the more important policy of the permitting 
of conversion of these beds from TB to other uses. There have 
been long discussions on this subject and I engaged in many, but 
the Bureau granted the Veterans Administration the right to 
convert. 

What I am basically saying is that a policy found in a letter 
must be carefully checked against later and most recent discussions 
and more importantly against recent actions. 

There was a very important reason why policy was not firm 
and frequently temporary. Actually several efforts had been made 
to find firm and broad policy. This was a matter discussed with 
me when I first became Administrator. 

Searching for this policy late in 1956 and early in 1957 a 
conclusion was reached by the Veterans Administration and the 
Bureau of the Budget that additional statistics were needed. At 


the President's request a study was begun in order to get further 


information, That study was completed about the time your letter 
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arrived and has been made available to you. For the first time 
valid information concerning the total hospital load for veterans 
outside the Veterans Administration as well as inside were available. 

As the President said in his letter of June 13, 1958, to the 
committee, "It is now possible for the first time to describe the 
age, legal eligibility, and geographical distribution of the total 
veteran patient load with some degree of accuracy. The United 
States Public Health Service and the American Hospital Association 
assisted in gathering the information. Prior to completion of this 
study we had no figures beyond Veterans Administration experience 
to provide a basis for formulating policy on the future size of the 
Veterans Administration hospital system." 

Awaiting the completion of this study policy remained both 


fluid and changeable as I think the various reversals indicate. 
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REIMBURSEMENTS 





One of the greatest problems I had involved Bureau policy 
which required the Veterans Administration to figure reimburse- 
ments from insurance companies for veteran patients’ care in 
Veterans Administration hospitals as part of our budget total even 
though the money had not been collected. The Veterans Admin- 
istration could get less than a full appropriation from Congress 
and could allot funds to its hospitals in the final quarter only after 
the monies were collected from private insurance companies. 

This meant a fluctuating total at year's end, a difficulty 
in planning, difficulty in making up the last quarter allotments, and 
in one instance, after the insurance companies took us to court and 
won the right not to pay the Veterans Administration, the agency 
violated the anti-deficiency act. But the reimbursement policy 
which caused this difficulty has been changed with the full approval 


of the Bureau as the court case made it difficult to live with. The 


language changing that is now in the budget before this Congress. 
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COMMITTEE QUESTION 9A 

THIS APPEARS IN THE SECOND LETTER AS 6a, AND IS 
REPEATED FROM THE FIRST LETTER QUESTION: "Information 
as to the current policy which Veterans' Administration is required 
by the Bureau of the Budget to observe with regard to - 

(a) Beds which are eliminated through alteration, moderni- 
zation, or conversion programs," 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 9A 

THIS APPEARS IN THE SECOND LETTER AS 6a, AND IS 
REPEATED FROM THE FIRST LETTER QUESTION: "Information 
as to the current policy which Veterans' Administration is required 
by the Bureau of the Budget to observe with regard to - 

(a) Beds which are eliminated through alteration, moderni- 
zation, or conversion programs|' 

ALTERATION AND MODERNIZATION 

Let me discuss this policy specifically stated in Chairman 
Teague's letter. This policy mentions that beds which are eliminated 
through alteration, modernization or conversion programs may not 
be replaced. In the literature between the Burea and the Veterans 
Administration such a policy was stated prior to my appointment, but 
on the other hand let me show you by example that the Veterans Ad- 
ministration actions made with full Bureau concurrence seem contrary 
to such a rigid policy: 

1. VAC Los Angeles (GM&S Bldg.) Preliminary survey at 
this station revealed reduction in number of beds if modernization were 
limited to the envelope of the building. To avoid this loss of beds, there 
was constructed a separate wing to house the operating suite, X-ray, 
laboratories, etc. This saved sufficient space within the bed wings to 


permit modernization without loss of patient facilities. 
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2. VAH Coral Gables. Several surveys identified the consider- 
able reductions in beds which would result from major modernization 
within the main building. The cost of this plus an additional clinical 
wing made modernization impractical. Asa result, replacement of 
this hospital was authorized. 

Much of the discussion concerning these policies was brought 
about through requests to add additional beds in the state of Florida 
where a population shift has built considerable demands for beds. 
Originally the Bureau denied the request. The Bureau has agreed to 


the construction of additional beds in Florida. 
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COMMITTEE QUESTION 10A 


REPEATED FROM THE FIRST LETTER IT APPEARS THE SECOND 
TIME AS YOUR QUESTION SIX C 
QUESTION 10A: "Information as to the current policy which 


Veterans Administration is required by the Bureau of the Budget to 





observe with regard to - 

(c) Veterans' Administration plans for development of a 
program of care of long term chronic or intermediate type patients." 

CHECK OFF ON CHART 

If permissible with the Chairman and the members of the 
Committee, I should like to combine my answer to this question with 
a second question you have asked which is very similar in subject 
eee COMMITTEE QUESTION 11A 

For my numbering I should like to call it QUESTION NA. 

It appears in your second letter as QUESTION THREE, 

QUESTION: "'...furnish the following information: The 
number and location of hospital beds currently being operated by 
Veterans' Administration for long term chronic type patients, to- 


gether with a statement as to the plans for providing this type of 


care in the future," 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 10A 


REPEATED FROM THE FIRST LETTER IT APPEARS THE SECOND 
TIME AS YOUR QUESTION SIX C 

Question: "Information as to the current policy which 
Veterans Administration is required by the Bureau of the Budget to 
observe with regard to - 

(c) Veterans' Administration plans for development of a 
program of care of long term chronic or intermediate type patients." 

Answer: If permissible with the Chairman and the members of 
the Committee, I should like to combine my answer to this question 
with a second question you have asked which is very similar in subject 
matter. 

For my numbering I should like to call it QUESTION 114A, 

It appears in your second letter as QUESTION THREE, 

Question: "...furnish the following information: The number 
and location of hospital beds currently being operated by Veterans' 
Administration for long term chronic type patients, together with a 


statement as to the plans for providing this type of care in the future." 
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LONG TERM CHRONIC PATIENTS 

When the Chairman mentions this policy in his original letter 
he says: "The Veterans' Administration plans for a program of care 
of long-term or intermediate type patients will not be expanded." 

This statement may be found in the correspondence between the 
Bureau of the Budget and the Veterans Administration, but it certainly 
does not appear to have restricted the program. 

This chart indicates a rise in this program that is important. 
Further than that VA plans include a continuing expansion of this 
important program. 

It is one, incidentally, in which I have a deep personal interest 
for as lieutenant governor of my state I was invited to speak on this 
subject before legislators from all over the country at the Council of 
State Governments meeting in Chicago. I assure you this is a program 
which will receive my continuing interest and support. 

But however deep my interest, the VA has many real experts 
in this field and I think I had better wisely turn this part of the dis- 
cussion over to one whose knowledge is vast and detailed, Dr. William 
Middleton, respected Chief Medical Director of the Veterans Adminis- 


tration: Dr. Middleton: 
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COMMITTEE QUESTION 12A 





12A. SECOND LETTER - FOURTEENTH QUESTION 
"The above-quoted provision of law establishes the policy 
that the Administrator of Veterans Affairs within the limits of 
Veterans Administration facilities, may furnish hospital care to 
certain veterans which he determines to be in need of care. 
"It is requested that you be prepared to advise the Committee 
as to the legal basis for the action of the Administrator of Veterans 
Affairs in withdrawing from use by veterans, facilities which have 


been provided by Congress for that purpose." 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 12A 

12A. SECOND LETTER - FOURTEENTH QUESTION 

"The above-quoted provision of law establishes the policy 
that the Administrator of Veterans Affairs within the limits of 
Veterans Administration facilities, may furnish hospital care to 
certain veterans which he determines to be in need of care. 

"It is requested that you be prepared to advise the Committee 
as to the legal basis for the action of the Administrator of Veterans 
Affairs in withdrawing from use by veterans, facilities which have 


been provided by Congress for that purpose." 


LEGAL BASIS FOR WITHDRAWING FACILITIES? 

The basic answer to the question I believe is that the beds 
were not withdrawn. However, in order to comply with the request 
I asked the General Counsel for comment and I am submitting the 
following important paragraphs from it. 

Further than that I have brought to this Committee hearing 
the distinguished General Counsel of the Veterans Administration, 
Mr. Guy Birdsall, who, Iam sure, can answer your legal questions 
with far aide knowledge and authority than I. 

"The basic law on hospital care for our veterans shows that 


Congress assumed that facilities which have been provided will be 
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used for this purpose to the extent they may reasonably be made 
available. Iam sure that you will agree that the statute which tells 

the Administrator that he may furnish hospital care ''within the limits 

of Veterans' Administration facilities" is not a mandate to him to 

make continuously available all possible facilities which are under 

his control. This law does not state that every hospital shall be 

used to full capacity at alltimes. Its reference to the limits of 

"Veterans' Administration facilities'' must necessarily mean 

reasonably available facilities, 

"If for no other reason, this has to be true because the 
number of hospital beds which can be operated during any fiscal 
year is limited by the funds made available for that purpose by the 
Congress through appropriations. For several years, the 
appropriation Acts have, in fact, specified that the funds provided 
are based on the furnishing of care to an average number of 
beneficiaries during the fiscal year. 

"Iam sure it is because of these practical considerations 
that the Congress has not undertaken in the past to tell the Admin- 
istrator exactly how many hospital beds he must maintain in an 
operating status. The silence of the basic law (section 510 of the 


Veterans' Benefits Act) on this aspect is reinforced by other 


provisions of the same Act. For example, the provisions dealing’ 
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specifically with the Department of Medicine and Surgery (sec. 1401 
of the Act) define the functions of that Department as those necessary 
for a complete hospital and medical service, as prescribed by the 
Administrator under statutory authority, for the medical care and 
treatment of veterans. Similarly, section 210 of the Veterans' 
Benefits Act provides that the Administrator, under the direction 
of the President, is responsible for the direction and management 
of the Veterans' Administration and that he may consolidate, 
eliminate, abolish, or redistribute the functions of the bureaus, 
agencies, offices, or activities of the Veterans' Administration 
except to the extent inconsistent with law. It seerfrather clear 
from all of these provisions of law that the Congress has recognized 
the practical necessity for reposing in the Administrator a reasonable 
measure of discretion, subject to the availability of funds, in deter- 
mining the extent to which hospital facilities will be utilized to meet 


on a sound and practical basis the needs of our veterans," 








4300 VETERANS’ ADMINISTRATION HOSPITALS 
COMMITTEE QUESTION 13A 
13A. FIRST LETTER - FIRST QUESTION 
“Are current policies being followed by the Veterans 
Administration at the direction of the Bureau of the Budget 
circumventing the hospitalization of war veterans as established 


by Congress?" 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 13A 
13A, FIRST LETTER - FIRST QUESTION 

"Are current policies being followed by the Veterans 
Administration at the direction of the Bureau of the Budget 
circumventing the hospitalization of war veterans as established 
by Congress?" 

No, not in my opinion. 

The Committee's letter summarizes Congressional policy: 
"The Administrator of Veterans's Affairs, within the limits of 
Veterans' Administration facilities, may furnish hospital care 
which he determines is needed to 

1. veterans with service-connected disabilities; and 

2. veterans with nonservice-connected disabilities who 

are unable to defray the expenses of necessary hospital 
care," 

In my opinion the Veterans Administration is fully carrying 
out that mission insofar as the Administrator is able to define ''the 
limits of Veterans' Administration facilities'' and during my brief 
tenure as Administrator, the Bureau of the Budget, although care- 
fully reviewing all Veterans Administration appropriation requests, 
has not brought about a circumvention of that policy. 


I qualified these briefer answers with the rather lengthy 


28678 Q—58——25 
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statements I made earlier in this discussion. 

In answer to this major question, let me summarize my 
reply to the others you asked: ''Has the Veterans Administration 
withdrawn from use by veterans, effective December 31, 1957, 

4,974 hospital beds characterized by the Veterans Administration 
as 'not required to meet current operating plan'?'"' 

Not one of these beds has boon withdrawn from use by 
veterans by the Veterans Administration, nor has the Bureau of 
the Budget ever suggested it. 

"Will the budget submitted to Congress by the administration, 
if enacted as submitted, result in a further reduction of about 1, 000 
beds in Veterans Administration hospitals?'' 

The answer is yes, but it will not be a further reduction, 
because no other beds have been reduced. 

But these beds the Veterans Administration would admin- 
istratively have withdrawn properly and wisely because they too are 
now "not required to meet the current operating plan'', that is we do 
not have demand or need to put patients in them either for tuberculosis 
care or other reasons. The beds for which the Veterans Administration 
had other uses have been converted to those purposes. 

And although the tuberculosis ADPL, which is actually involved 


here rather than beds in the budget, is being reduced for tuberculosis, 
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the ADPL is being increased for general medical and surgical 
patients and for NP patients. 

While some beds are withdrawn in some places, new 
construction will add to the overall total in the years ahead so that 
the net effect in the entire hospital system is gain. 

"Is the closing of Veterans Administration hospital beds 
being accomplished by the Bureau of the Budget primarily through 
the enforcement of three arbitrary rules it has down for the Veterans 
Administration?" 

No, closings are not being accomplished for these reasons, 
because beds are just not being closed except because of a workload 
in TB cases, 

"], Beds which are eliminated through alteration, moderniza- 
tion, or conversion programs may not be replaced." 

In some instances alterations, modernization and conversion 
programs have resulted in reduction of beds, and although in some 
cases the Veterans Administration would have preferred not to have 
had any reduction, in many instances the Veterans Administration 
agreed to the reduction as proper. 

But in other instances, notably Coral Gables, Florida, these 
programs have resulted in an increase in beds. Add to this new 
construction in the years ahead and the actual effect will be growth 


and gain each year. 








4304 VETERANS’ ADMINISTRATION HOSPITALS 


"2, Beds withdrawn from a particular use, such as treat- 





ment of tuberculosis patients, may not be converted for the care of 
patients with other disabilities. "' 

This was the Bureau policy when I became Administrator. 

It was relaxed by the restoration of funds almost at once, but 
remained in effect for several months. 

The Veterans Administration objected from the beginning, and 
after long discussion won its point. Beds can now be converted to 
the care of patients with other disabilities. "' 

Part of the argument involved hinged on waiting for the results 
of the President's study, which is now available. 

"3. Veterans Administration plans for development ofa 
program of care of long-term chronic or intermediate type patients 
will not be expanded." 

The point was raised originally I think in connection with 
additional beds in the state of Florida. Additional beds have been 
approved for that state, but more importantly the figures show 
definitely that this Veterans Administration program has been 
increasing steadily and will expand even more in the future. 

"Will you please advise as to whether the closing of approx- 
imately 5,000 Veterans Administration hospital beds through the 
policies enumerated above is being accomplished with the knowledge 


and approval of the President?" 
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4,974 of the beds are not being closed, so that the President 
could neither know nor approve. ''The President in his budget 
approved a reduction in appropriations for TB beds where such 
beds were deemed unnecessary," 

But let me rephrase some of the questions to see if we 
cannot get at the heart of the issue: If the policy is for the Admin- 
istrator to furnish beds within the limits of Veterans Administration 
facilities, have those limits been somehow reduced so that veterans 
otherwise eligible were denied care they might have received? 

Very candidly, in my view the actual limits have not been 
reduced. They have been increased annually, In a system as 
immense as this one needs vary from area to area, pressures 
change, and it would be administratively impossible to operate the 
largest hospital and medical program in the history of the world 
without permitting the Administrator of Veterans Affairs of sucha 
program to reduce in some areas and to increase in others when 
in his best judgment such reductions and increases would result in 
better and improved care for the veterans of this nation. 

There have been both reductions and increases but the actual 
net effect each year has been a constant increase in almost every 
area: more operating beds, greater rated capacity in the system, 


and a constantly rising average daily patient load. 
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And future construction will add to these actual totals. 





These statistics were in my letter to you: 
AVERAGE OPERATING BEDS 
FY 1954 FY 1955 FY 1956 FY 1957 FY 1958 FY 1959 


114,244 117,643 120,649 121,144 121,257 121,252 
(As of Estimate 
May 30) 
ACCOMPLISHED AVERAGE DAILY PATIENT LOAD 
1955 1956 1957 1958 1959 
106, 682 110, 205 111,265 111, 740 111,242 
Plan Plan 

If the Bureau of the Budget had never existed, would not 
the program have been larger? 

Quite possibly, but no exact target in bed numbers has been 
set for the VA to build to, although at times directly after World 
War II plans had been authorized for many more beds than present 
projections call for. 

You may remember that at one time 159, 697 beds were con- 
templated directly after the war. Bed losses from hospitals replaced 


by new construction amounted to 13, 405 beds, and Mr. Truman cut 


16,171 more beds from the grand total and the Bureau of the Budget 


was blamed. 
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Adding and subtracting the various gains and losses the 
projected system capacity should be 124, 480 after the end of presently 
programmed replacements and modernizations in comparison to the 
figure of 127, 832 on June 30, 1958. 

But more importantly: are the decisions where reductions 
are involved being made by the Administrator of Veterans Affairs 
for reason of better care for veterans or being forced on him by the 
Bureau of the Budget for reasons of economy alone? 

My first speech after my appointment came when I talked 
to the American Legion Rehabilitation Conference in Washington 
early this year. I said at that time: 

"I believe that the Veterans Administration should 

be positive in its approach and dynamic in its programs, 

and that the Administrator of Veterans Affairs should be 

a spokesman for these programs, before the committees of 

Congress and as advisor to the President of the United 

States in veterans affairs. I believe the role of the 

Veterans Administration is one....of standing up and 

speaking out. Inghe executive branch of government, the 

Veterans Administration should be the agency charged with 

designing policies in matters related to veteran welfare, "' 

I can speak to you only in relation to my own experiences and 


my own progress in this regard. 
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Since I have been Administrator of Veterans Affairs I have 
several times sat at Cabinet Meetings with the President of the 
United States, and shall again I trust in the future when matters of 
vital importance to the veterans of the nation are being considered. 

In veterans matters I have consulted with and conferred with 
many other parts of the White House Executive offices, the Council 
of Economic Advisors, and others. 

If I were in disagreement with a policy of the Bureau of the 
Budget on a matter I considered vital, I would not hesitate to take 
my case beyond them, 

On the other hand, I do wish to point out that although I believe 
in speaking out, I do not necessarily interpret that to mean pounding 
desks and shouting, or expecting in every instance to have my views 
always sustained. I recognize that conference, compromise and 
mutual trust are essential to progress. 

I respect the difficult mission the Bureau of the Budget has, and 
I sat down with them as I sit down now with the members of this com- 
mittee, believing them to be and respecting them as men of good will 


who fundamentally and at heart desire that which is right and best for 


this nation. 
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I believed that if I could make proper representation and 
proper justification of my position I could receive much that I 
desired for the veterans agency even though the respective missions 
of the VA and the Bureau were considerably different in concept 


and under the law. 


I am pleased too to express my deep appreciation to the 
highly responsible and clearly conscientious Chairman of this com- 
mittee, Mr. Olin Teague, and to the other respected members of 
this committee whose support in these matters has been always 
strong and! am sure very, very helpful. 

The items of policy and negotiation you mention in your 
letters are but a few of the dozens upon dozens which must be con- 
sidered, debated, negotiated as part of the recurring appropriation 
procedure. Some are major items, some are minor, some are 
isolated, some are more continuing in their effect. 

But let me just review a few for you out of my own experience. 
Since just before last Christmas when I was appointed, the Bureau: 


Agreed to a $3, 300, 000 restoration in TB ADPL; 
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Agreed to permit conversion of TB beds to other uses; 
Changed the policy on reimbursements which had caused 
far more difficulty than any of the other problems mentioned here; 
Approved 700 additional beds for Florida; 
Approved the prototype hospital construction which had been 
in negotiation for many months; 
Increased construction limits to $65 million for FY 1959; 
Approved the requirements for the new hospital at Jackson, 
Mississippi. 
Approved the site for the new hospital at Nashville, Tennessee. 
Has reviewed with care the problem of deferred maintenance 
and increasing medical costs, and I am optimistic about agreements in 
the future in this regard, and so on and on and on through many matters. 
I must repeat, I have had full cooperation and support, and I do 
not feel that there has been any limitation on veterans care, and cer- 
trainly no circumvention of Congressional policy in regard to giving the 


veterans of the nation the care our grateful citizens would desire them 


to have. 
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COMMITTEE QUESTION 14A 

14A,. SECOND LETTER - FOURTH QUESTION 

",.. be prepared to furnish ...: Information as to the 
number and location of beds (originally constructed as GM&S and 
TB beds), which are currently being used for the care of selected 
patients with mental disabilities. In this connection, you are 
referred to correspondence and reports furnished this Committee 
by the Veterans Administration as to progress in transferring 
mental patients for care in non-mental hospitals. Information 
is desired as to the Veterans Administration's plans for expanding 
this program in the future. Specific information will be expected 
as to why certain of the GM&S and TB beds currently withdrawn 
from use by veterans are not being used for the care of selected 


mental patients." 


CHECK OFF ON CHART 
This is a matter of medical care and I should like to refer 


it again to Dr. Middleton for more detailed reply. 
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COMMITTEE QUESTION 14A 
14A, SECOND LETTER - FOURTH QUESTION 

"... be prepared to furnish ...: Information as to the 
number and location of beds (originally constructed as GM&S and 
TB beds), which are currently being used for the care of selected 
patients with mental disabilities. In this connection, you are 
referred to correspondence and reports furnished this Committee 
by the Veterans Administration as to progress in transferring 
mental patients for care in non-mental hospitals, Information 
is desired as to the Veterans Administration's plans for expanding 
this program in the future. Specific information will be expected 
as to why certain of the GM&S and TB beds currently withdrawn 
from use by veterans are not being used for the care of selected 
mental patients." 

This plan has the basic principle of making added facilities 
available to accommodate more active psychiatric patients. The VA 
has transferred 2,004 special psychiatric and neurological patients 
from NP hospitals to GM&S hospitals. (See Table 1 ano chart opposite. 

Certain criteria must be met for suchtransfer, Namely: 

a. These chronic psychiatric and neurological patients 
must not be in a disturbed state of mind. Their primary problems 


will be medical rather than psychiatric or neurological, 
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Table 1. 


SPECIAL NP PATIENTS TRANSFERRED FROM 
NP TO GM&S HOSPITALS 


July 1953 Through December 1957 


Total 

Station Patients 

TOTAL 2,004 
Albany, N.Y. 43h 
Aspinwall, Pa. 202 
Beckley, W. Va. 47 
Big Spring, Tex. ko 
Buffalo, N.Y. 89 
Dearborn, Mich. 61 
Erie, Pa. 35 
Fayetteville, N. C. 60 
Ft. Thomas, Ky. 72 
Iron Mountain, Mich. ? 
Jackson, Miss. 1 
Marlin, Tex. 116 
Martinsburg, W. Va. Wr 
Newington, Conn. 
Poplar Bluff, Mo. 25 
Saginaw, Mich. 35 
Shreveport, La. oy 
Temple, Tex. 33 
Vancouver, Wash. 212 


West Haven, Conn. 111 
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b. Appropriate staffing in psychiatry and neurology must 
be available either on full time or part time basis. 
c. Appropriate facilities in personnel and physical plant 
must be available in the receiving hospital. 

Due consideration has been given to the primary mission of 
the receiving hospital, and the current operating plan must be 
adaptable to the transfer of this type of patient in addition to meeting 
the pressures of a given geographical area for general medical and 
surgical patients. (Table 2. defines the availability and limitations 
of beds for this purpose. ) 

This program is a live and continuing element in the medical 


program of the Veterans Administration. 
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COMMITTEE QUESTION 15A 
15A. SECOND LETTER - FIFTH QUESTION 
"Current information as to the total national waiting list, 
by types of patients, and the waiting lists, by types of patients, 


for each Veterans Administration hospital." 


CHECK OFF ON CHART 


This information is being presented to the Committee. In 
discussing the matter I should like to combine it with another 


question which bears on the same general subject. 


COMMITTEE QUESTION 16A 

164A. SECOND LETTER - SEVENTH QUESTION 

"Information as to the current policy of Veterans' Admin- 
istration regarding the need for expanded hospital facilities in 

Florida; 

South Texas; 

Atlanta, Georgia; 

Camp White, Oregon; 

Fort Logan, Colorado; 

Russellville, Alabama; 


Sacramento, California; 


28678 O—58——26 
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Southern New Jersey; 
Vancouver, Washington; 


and Boston, Massachusetts 


(H.R. 309, 5535, 654, 3754, 3653, 403, 2152, 1958, 1114, 


5553, 1015, 12648, and 3637.)" 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 15A 

15A. SECOND LETTER - FIFTH QUESTION 

"Current information as to the total national waiting list, 
by types of patients, and the waiting lists, by types of patients, 
for each Veterans Administration hospital." 

This information is being presented to the Committee. In 
discussing the matter I should like to combine it with another 


question which bears on the same general subject. 


COMMITTEE QUESTION 16A 

16A. SECOND LETTER - SEVENTH QUESTION 

"Information as to the current policy of Veterans' Admin- 
istration regarding the need for expanded hospital facilities in 

Florida; 

South Texas; 

Atlanta, Georgia; 

Camp White, Oregon; 

Fort Logan, Colorado; 

Russellville, Alabama; 

Sacramento, California; 

Southern New Jersey; 


Vancouver, Washington; 
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and Boston, Massachusetts. 
(H. R. 309, 5535, 654, 3754, 3653, 403, 2152, 1958, 1114, 


5553, 1015, 12648, and 3637. )" 


WAITING LISTS 

I would now like to present to you the total national waiting 
list as well as the waiting list for each Veterans Administration 
hospital. It is a very interesting thing to note that the Veterans 
Administration has 7, 482 unavailable beds through its system that 
make up the rated capacity, as well as others that are empty, and 
at the same time has a waiting list of 26, 807 patients, as of June, 
1958. 

Someone, if he desires, can readily ask, ''Why do you need 
new hospitals when you already have so many empty beds?'"' 

Others may say, "If you have this much of a waiting list, 
why don't you put those patients in the empty beds which your figures 
show are in your system?" If these were not human beings and 
patients, but were sacks of meal, the Veterans Administration 
could readily move them around anywhere, make the beds and the 
sacks come out almost even. 

These are disabled veterans, however, who are loved by 


families. It is most important to the patients' therapy that insofar 


as the Veterans Administration is able, the veteran be placed near 
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the community where his loved ones live and where his friends 
reside, This community contact, this line to home and in some 
instances to reality, is as vitally important to the recovery of 
these men as the wonder drugs of medicine. Nothing would be 
more cruel, or create a more vehement reaction among the 
members of Congress than to make a shift of great numbers of 
veterans that would move these men from hospitals near their 
homes to isolated hospitals where empty beds now exist. I 
would like to review for you the total waiting list and its trends. 
Iam including a chart which 1am sure will be helpful 
to you in understanding the Veterans Administration review of the 
subjects in which you are interested. 


Because much of this deals with individual stations and 





communities, I think I would prefer to have it handled by 

Dr. Middleton who certainly has a far better grasp of the details, 
both as to statistics and individual stations in his program than I. 
In fact, Dr. Middleton has visited dozens of the hospitals and 


communities where Veterans Administration facilities are located. 


Dr. Middleton: 
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COMMITTEE QUESTION I17A 
17A. SECOND LETTER - EIGHTH QUESTION 


"Information as to the plans of Veterans’ Adminis- 


tration to close institutional laundry facilities in Veterans' Adminis- 


tration hospitals and justification for such action. "' 


CHECK OFF ON CHART 
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COMMITTEE QUESTION I17A 
17A. SECOND LETTER - EIGHTH QUESTION 

"Information as to the plans of Veterans’ Administration 
to close institutional laundry facilities in Veterans' Administration 
hospitals and justification for such action." 

Our plan to use commercial laundry service at six of our 
hospitals is in conformance with policy in Bureau of the Budget 
Bulletin 57-7. This policy requires us to procure such services 
from commercial sources when obtainable from private enterprise 
through ordinary business channels. 

However, the six hospitals are using commercial laundries 
only on a test basis. In a broad sense the policy is sound, but 
balanced against the principles involved, the VA must consider a 
number of other important factors. Our veteran patients must be 
provided properly laundered facilities and on a seven day basis. 

Many questions must be answered other than cost. 

These questions are not easy to answer, and although we have 
carefully studied the matter, there are many things to consider: VA's 
own experience with commercial laundries as opposed to doing it with 
VA equipment and personnel; examining the experience of private 
hospitals and other government agencies; examining the size of hospitals 
where each type of laundry service, government or commercial, might 


best provide the service, the wisdom of getting commercial service in new 
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hospitals so that construction of new laundries would not be needed, 

the problem of readjusting in older hospitals where the laundries have 
already been built and in operation with the people now on the VA 
payroll. Consideration of our employees, many of them veterans and 
widows of veterans, is of vital importance. Can they readjust readily? 
Can VA or the community provide positions for them? 

VA does not know the answers to all of these important questions, 
but the overall policy is an important one, and there may be several 
answers to it depending upon differing conditions. Having reviewed the 
poligy with a committee assigned to the problem, we now think that the 
best approach is to make a test, and so six hospitais have been chosen, 
The results of the test will serve as a guide for future action. | 

We now obtain laundry services for many of our smaller hospitals 
from commercial sources. In order to gain operating experience at 
some of our larger and more representative hospitals so as to have 
actual experience to evaluate with respect to cost, service and practi- 
cability, we are soliciting bids for commercial laundry services at 
Bronx and Manhattan Hospitals in New York, at Washington, D. C., 
at Nashville, Tenn., at Jackson, Miss., and at Columbia, S. C. 
Should acceptable bids be received at these hospitals, we plan to award 
contracts for laundry service for a period of one year. 

As a consequence of our experience at these test locations, we 


will have a firm basis on which we can make a determination whether 
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to proceed further with the implementation of a policy to procure 





laundry services from commercial sources, 

However, in view of the number of widows of veterans who are 
employed in these laundries we are carefully reviewing the situation. 
If anyone is dislocated in any way we shall do everything we can to see 
that their employment is continued on some adequate basis. 


Dr. Middleton will discuss this matter further. 


Dr. Middleton: 
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COMMITTEE QUESTION I18A 
18A. SECOND LETTER - TENTH QUESTION 
"Information as to the current policy of the Veterans’ 
Administration for handling workmen's compensation and industrial 
accident cases. Advice is requested as to the number of such 
cases which have been hospitalized during fiscal year 1958, the 


duration of the stay of these cases, and their ultimate disposition. "' 


CHECK OFF ON CHART 

I have written a reply to this question and to the one that 
follows it and included them in my written text. I shall certainly 
be glad to read them, if the Committee so wishes, but I believe 
that Dr. Middleton is probably better able to do justice to them 
than I. 

More the third question that follows has to do with a com- 
plaint of the Oklahoma Medical Society and because this is a question 
that involves the professional area I should strongly prefer that 


Dr. Middleton handle these three related questions and answers. 
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COMMITTEE QUESTION 18A 





18A. SECOND LETTER - TENTH QUESTION 
"Information as to the current policy of the Veterans' 
Administration for handling workmen's compensation and industrial 
accident cases. Advice is requested as to the number of such 
cases which have been hospitalized during fiscal year 1958, the 
duration of the stay of these cases, and their ultimate disposition. "' 
Our current policy for processing applications for hos- 
pitalization of potential Workmen's Compensation cases is generally 
the same as that applicable to any other eligible veteran who applies 
for care for a non-service-connected disability and who admits on 
his application membership in or coverage by one of the many forms 
of prepayment medical care insurance plans. 
As a general rule veterans who apply for hospital care as 
a result of industrial accidents are in need of emergency treatment. 
It would not be tolerable in these cases for the Veterans Admini- 
stration to hold such applicants on the doorstep or deny them admission 
until some sort of investigation is made to find out whether the employer 
will admit liability for the cost of the treatment elsewhere. 


You can appreciate the criticism that would be directed at 


the Veterans Administration should we follow this action. Moreover 
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if there were nothing involved except the examination of the 
employers’ insurance contract or policy, even if it were made 
available, there is no certainty that the employer will admit 
liability for the injuries sustained, nor that the Workmen's 
Compensation Board is going to find in favor of the employee. 

In all of these claimed industrial accident cases there is 
considerable doubt as to the veteran's entitlement to other hospi- 
talization at the expense of his employer until long after the need 
for such care ceases to exist or until such time as the Compen- 
sation Board renders its findings. Aside from these considerations 
in view of the mandatory provisions of the statute the Veterans 
Administration has no alternative but to accept these eligible veterans 
if they meet the requirements of the law. 

Since May 29, 1957 with the release of Interim Issue 10-434 
(Exhibit B) the VA established the following policy: After the admis- 
sion of the veteran and when in response to an inquiry from the hos- 
pital the employer of the insurer admits liability and willingness in 
writing to defray the cost of the veteran's care and treatment, that 
veteran is requested to remove himself voluntarily from the VA hos- 


pital and to avail himself of the care offered by his employer. 
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The total number of veterans reported to the Central 
Office in this category was 120. Of this number 105 voluntarily 
left the Veterans Administration hospital to continue their medical 
care elsewhere at the expense of the insurance policy or plan pro- 
vided by their employer or under a Workmen's Compensation 
Statute. The balance of this group elected to remain in the Veterans 
Administration hospital under their entitlement to such care as 
eligible war veterans. 

For Fiscal year 1958 more than 4, 000 patients hospitalized 
indicated at the time of admission potential entitlement to care 
under some form of industrial insurance or Workmen's Compen- 
sation coverage. Of this group in only 120 cases was the Veterans 
Administration notified by the employers of the veterans of their 
entitlement to full hospital care while they were still patients in 
our hospitals. 

Under very recent date, the Veterans Administration has 
prepared and is in the process of releasing a circular restating the 
Veterans Administration policy on priorities for admission to its 
hospitals. Under the revised priorities, veterans seeking hospital 


care for an occupational injury or disease which was in fact incurred 


in, or as a result of, employment and who are entitled to necessary 
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hospital and medical treatment elsewhere at no expense to them- 
selves by reason of some form of industrial accident insurance 
coverage provided under a Workmen's Compensation statute will 
be placed on the bottom of the priority groups for admission. 
Applicants will only be classified in this lowest of priority 
groups when their employer or insurer has admitted in writing and 
has advised the VA that the veteran is eligible for the required 
medical and hospital care at no expense to himself. If such in- 
formation is not furnished by the employer, that veteran's appli- 
cation in view of the clear and unambiguous language of the law 
will be processed in the same manner as that of any other eligible 
veteran applying for treatment of a non-service-connected condition. 
We must emphasize that the veterans that we are discussing 
in this section are only those veterans who at the time they apply 
have full knowledge in writing from their employer or insurer that 
they are entitled to full medical care and coverage of the industrial 


accident or injury at no expense to themselves. 


Attachment: 


Exhibit A, Interim Issue 10-434, prescribing the action to be taken 
by the VA hospital on receipt of documentary evidence indicating 
eligibility for full medical care or treatment elsewhere. 
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A. 


c. 
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Exhibit A 


VETERANS ADMINISTRATION 
Department of Medicine and Surgery 
Washington 25, D. C. 


May 29, 1957 
INTERIM ISSUE 10-434 


Basic Administrative Issue Affected: Interim Issue 10-424 


Other Administrative Issues Affected: Circular 11, dated Nov. 4, 
1953, Purpose and Use of the Addendum to VA Form 10-P-10; Interim 


Issue 10-209 dated June 14, 1955; and Chief Medical Director's 
Letter No. 56-48 dated December 28, 1956. 


Reason for Issue: 


1. 


2. 


To provide a uniform procedure for informing certain patients 
hospitalized in a VA hospital for treatment of an occupational 
injury or disease, incurred as the result of their employment, 
of their entitlement to necessary medical and hospital treat- 
ment at no expense to themselves under some form of industrial 
accident insurance coverage provided by their employer or under . 
a@ Workmen's Compensation Statute or Law. 


To prescribe the action to be taken by the VA hospital on 
receipt of documentary evidence indicating eligibility for 
full medical care or treatment elsewhere. 


Text of Issue: 


1. 


2. 


ty. The provisions of this issue are applicable to 
veterans hospitalized under VA Regulations 6047(D) (1) through (4) 
for treatment of a condition resulting from an occupational injury 
or disease. 


General. Veterans who are admitted to VA hospitals for treatment 
of an occupational injury or disease incurred in or as the result 
of their employment and who are entitled to necessary medical and 
hospital treatment elsewhere at no expense to themselves by reason 
of some form of industrial insurance coverage provided by their 
employer or under a workmen's compensation statute or law will 

be so informed upon receipt of such notice in the hospital. These 
patients will then be requested to review their statement of 
inability to defray the expenses of hospital care and if medically 
feasible to voluntarily arrange for necessary treatment elsewhere. 
If such veterans do not voluntarily agree to make these arrangements, 
they will be advised that in view of the additional pertinent in- 
formation, it will be necessary under current instructions to refer 
their file to the Central Office under the provisions of Interim 
Issue 10-209. This issue is directed at these patients in the hope 
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II 10-434 


that when the additional factual information referred to 
above is brought to their attention, they will voluntarily 
agree to remove themselves from the VA hospital to take 
advantage of the medical care which is available to them 
elsewhere at no additional expense to themselves. 


3. Procedure. 


a. Action to be taken on receipt of notice or knowledge that 
a patient hospitalized under the provisions of VA Regulation 
6047(D)(1) through (4) is potentially entitled to treatment 
elsewhere at no expense to himself. 


(1) If in response to the release of Notice of Hospitali- 
zation prescribed in Interim Issue 10-424 (Collection 
of Reimbursable Insurance Benefits) or on receipt of 
information from any other source that a patient has 
been hospitalized for treatment of an occupational 
injury or disease, the following action will be taken. 


a. If Notice of Hospitalization has not been released 
to the patient's employer, VA Form Letter 10-98 
should be completed as prescribed in Interim Issue 
10-424 and there will be added the following statement: 

"If this patient is entitled at no expense to 
himself to necessary medical and hospital treatment 
for the condition or injury mentioned above by 
reason of statutory, contractual, or other 
relationships as a condition of employment with 
your organization and we are advised to that effect, 
we shall upon receipt of such advice request this 
patient to avail himself of care elsewhere as soon 
as he can be discharged from this hospital without 
endangering his life or Limb." 

v This Notice of Hospitalization should be released 

by the most expeditious means of communication 

available, taking into consideration such factors 
as distance and the time element involved. 


—* 


b. If Notice of Hospitalization has been released 

n without the additional paragraph referred to above, 

a supplemental letter should be addressed to the 
employer incorporating the substance of the paragraph 
referred to in a above. Under these circumstances, 
the supplemental letter should make reference to the 
earlier letter released by the hospital. 


nts, 


er 


- 28678 O—58 
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II 10-434 





b. Action to be taken on receipt of a reply to Form Letter 10-98, 
Notice of Hospitalization, or the supplement thereto. 


(1) Replies from employers who disclaim liability in part or 
in full for any reason for the cost of medical care 
being furnished to the hospitalized patient will be 
processed as provided in the current directive (Interim 
Issue 10-424) on this subject. 


(2) Replies from employers who admit liability and indicate 
that the patient is eligible for necessary medical and 
hospital treatment at no expense to the patient will be 
attached to the patient's correspondence folder and the 
entire file routed for review to the Manager. If it is 
determined that the patient is entitled at no expense to 
himself to treatment of his condition in another hospital, 
this matter should be discussed with the patient concerned. 
In such cases the patient will be advised that in view of 
his entitlement to complete medical care elsewhere he 
should now reconsider the statement which he furnished 
under “oath” at the time of admission that he was unable 
to defray the cost of necessary hospitalization. He should 
also be advised that under these circumstances it would be 
appropriate for him to seriously consider obtaining treat- 
ment for his condition elsewhere. If the veteran agrees to 
this discharge from the hospital, it will be accomplished 
only when there is no danger to the life or limb of the 
patient. 


(3) When the veteran refuses to leave the VA hospital under 
the circumstances mentioned above, it will be necessary 
to advise him that in view of the receipt of the additional 
data which now indicates that he has medical coverage else- 
where, the hospital has no alternative but to refer his file 
to the Central Office under the provisions of Interim Issue 
10-209 for such consideration as they deem appropriate under 
these changed circumstances. He will be advised further that 
his refusal will be made a part of his record. 


c. Action to be taken by management when an eligible patient refuses 
to avail himself of the medical care to which he is entitled else- 
where at no expense to himself. 


The pertinent records of any patient comprehended by this issue 
who refuses to leave the VA hospital after being informed, as 
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IT 10-434 


provided in this issue, of his entitlement to full medical 
care elsewhere, will be promptly submitted to Central Office 
pursuant to the provisions of Interim Issue 10-209. 


Deputy Chief Medical Director 


Distribution: 

CO = EM 10-Series 

RO W/Med. Act. = (O0)<2 (24)-2 (27)-1 (111)-5 

CHR = (00)—_2 (23)-2 (24)22 (27)-2 (11)25 (136)-10 
HP & CHD = (00)—2 (140)<2 (11)25 (136)-lu 

DOC = (00)—2 (1l)e3 (1364)-5 

AMO - 5 copies each 
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In answer to your specific inquiry as to the number of 
Workmen's Compensation and industrial accident cases hospitalized 
during fiscal year 1958, the actual number of such individuals can- 
not be ascertained, since at the time of admission of these veterans 
this information is not available. All that is available is the fact 
that these veterans may be entitled to hospital care under one of 
the many types of industrial group insurance plans or coverage, 
union plans, employer's plans, or some form of industrial accident 
insurance coverage provided under a Workmen's Compensation 
statute. On the basis of a one-time study conducted solely to collect 
these data, 162 hospitals reported 4, 096 veterans indicated coverage 
under one of the forms of insurance referred to above. 

The total days care furnished to these patients during fiscal 
year 1958 was 141, 503 or an average of approximately 34.5 days 
per patient. 

Disposition of such patients who were admitted during this 
period was as follows: 


a. Transferred to non-VA hospitals for 39 
further care. 


b. Discharged, Maximum Hospital Benefits 2994 
c. All other dispositions including deaths, 554 
against medical advice, etc. 


d. Number of such patients remaining as of 509 
June 30, 1958. 


Total 4096 
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COMMITTEE QUESTION 19A 

19A. SECOND LETTER - ELEVENTH QUESTION 

"Information is requested as to the policy of the Veterans 
Administration for determining eligibility of veterans applying for 
non-service medical care who report coverage by private health 
insurance plans. Information is also requested as to the receipts 
by Veterans Administration from private insurance companies for 
the past several years. It is requested that this information be 
presented in such a way as to show the trend which the Veterans 


Administration is experiencing in these receipts. "' 
CHECK OFF ON CHART 


Dr. Middleton will reply. 
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COMMITTEE QUESTION 19A 

19A. SECOND LETTER - ELEVENTH QUESTION 

"Information is requested as to the policy of the Veterans' 
Administration for determining eligibility of veterans applying for 
non-service medical care who report coverage by private health 
insurance plans. Information is also requested as to the receipts 
by Veterans' Administration from private insurance companies for 
the past several years. It is requested that this information be 
presented in such a way as to show the trend which the Veterans 
Administration is experiencing in these receipts."' 

INSURANCE 

The current policy of this Administration for hospitalizing 
veterans suffering from nonservice-connected disabilities who 
report coverage by private health insurance is based on the Public 
Law (85-56 Title V, Part B, Section 510, and Part C, Section 521 
and Section 522), the pertinent portion of which is as follows: 

"Sec. 522. For purposes of Section 510 (a) (1) -- the 
statement under oath of an applicant on such form as may be 
prescribed by the Administrator shall be accepted as sufficient 
evidence of inability to defray expenses.'"' 

Ever since enactment of this language the Veterans Admin- 


istration has been required to give hospital care to a veteran, who 
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is otherwise eligible, who signs such a statement under oath 
regardless of the fact that he may be eligible for hospital care, 
in whole or in part, under one of the many forms of prepayment 
medical care insurance plans. 

The veteran's statement under oath that he cannot defray 
the expense of hospitalization is not synonymous with saying that he 
is wholly without assets. It is true that certain veterans with some 
means, -- some of which may consist of a choice of action such as 
an insurance policy, against an insurer, -- can and do truthfully 
state that they are unable to pay for the necessary hospital care. 

In the majority of cases this may be justified because the 
hospital and/or the physician's bills for service given the veteran 
are several times the maximum liability of the insurer. 

The fact that a veteran may have some assets, including an 
insurance contract for partial payment of the cost of treatment, does 
not indicate financial ability to defray the cost of hospitalization. 
Further, the clear language in the basic law prevents the application 
of any different standards of eligibility for veterans covered by some 
form of prepaid hospital or medical care insurance, than those 
standards which are applied to veterans who are not covered by 
insurance. 


While the Veterans Administration cannot deny admission 
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when a bed is available and the veteran is otherwise eligible, the 


Administrator has set certain limitations for admission. 





Under this regulation, each person admitted to one of our 
hospitals for treatment of a nonservice-connected disability is asked 
whether he has prepayment medical care insurance, or was injured 
under circumstances possibly resulting in liability of a third party. 
In cases where the veteran says he is covered, the veteran is 
requested to execute an assignment of his insurance benefits in 
favor of the Veterans Administration. 

Obviously, neither the patient nor the admitting officer of 
the hospital can know at the time of admission whether there exists 
a tort liability, or a liability under the terms of the insurance policy, 
or policies, held. This is true since the policy in most cases is 
not available or cannot be made available by the patient. If it were, 
it would not affect the situation, since lawyers are not stationed at 
the hospital. 

Under our method of billing, our charges may not exceed the 
hospital's per diem rate times the number of inpatient days care 
furnished to the veteran, regardless of the cost of the total services 
furnished. However, there is no certainty that this charge will be 


collected or that such charges are allowable under the specific 


insurance contract. 
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Furthermore, it is wrong to assume that the mere existence 
of an insurance contract entitles the Veterans Administration to 
collect for services rendered. In this field of contract law, as in 
others, differences of opinion as to liability, and the extent thereof, 
do occur. 

Interim issue 10-424 (identified as Exhibit A) is the current 
instruction for billing for the services furnished to veterans who are 
hospitalized for treatment of a condition not attributable to military 
or naval service, and who may be entitled to such care elsewhere. 
Statutory, contractual, or other relationships with third parties, 
including those liable for damage by reason of negligence or other 
legal wrong, would be among the reasons the veterans might be 
entitled to care somewhere else. 

Beginning in Fiscal Year 1956 the total moneys collected 
show a downward trend, although during that year Veterans Admin- 
istration hospitals discharged more patients who were covered by 
some form of prepayment insurance than in any previous year under 
the collection program. This downward trend was caused by the 
court's decision against the Veterans Administration in the United 
States versus St. Paul Mercury Indemnity Company. 

Since then this trend has continued. The collections for 


Fiscal Year 1957 and the first half of Fiscal Year 1958 show the 
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decline even though the number of patients discharged in this 


period and covered by insurance is the largest since the collection 
program was begun. 

The major portion of the collections during this period were 
from all types of industrial group insurance plans or coverage 
including unions, company, and Workmen's Compensation coverage. 
On the basis of this trend we can anticipate that our collections from 


all types of insurers will so diminish in the near future that further 





collection efforts may be uneconomical. 


. It was for this reason that the Veterans Administration asked 
the Congress to permit the reimbursements to go directly into the 
Treasury funds. After this the Veterans Administration will not 
have to wait for these uncertain and fluctuating collections, but can 


have the amount it needs appropriated in full by the Congress. 


ATTACHMENT: Exhibit B 
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EXHIBIT B 


VETERANS ADMINISTRATION 
Department of Medicine and Surgery 
Washington 25, D. C. 


May 3, 1957 
INTERIM ISSUE 10-424 


A. Basic Administrative Issue Affected: DM&S Manual M1, Part 1, 


Chapter 4 (not yet published) 


B. Other Administrative Issues Affected: None 
C. Reason for Issue: 


1. 


26 


36 


Ae 


To revise current procedure for billing for services furnished 
to veterans who are hospitalized for treatment of a condition 
not attributable to military or naval service, and who may be 
entitled to hospital care or medical or surgical treatment or 
to reimbursement for all or part of the cost thereof, by reason 
of statutory, contractual, or other relationships with third 
parties, including those liable for damages by reason of 
negligence or other legal wrong. 


To insure that appropriate charges are made consistent with the 
services rendered by the VA for which the third parties are or 
will become liable. 


To discontinue the current practice of routinely billing for 
each item of service furnished and to limit the maximum amount 
to be collected to a sum equal to the hospital's per diem cost 
times the number of days of inpatient care furnished. 


To provide an alternate billing procedure to that prescribed in 

3 above when the insurers, companies, or plans referred to in 1 
above insist on a detailed listing of the charges for each of 

the services furnished before reimbursement is made to the Veterans 
Administration. 


D. Text of Issue: 


1. 


Applicability and Extent of Charges 


a. Applicability. The provisions of this interim issue are 
‘applicable to veterans hospitalized under VA Regulation 
6047 (C) or (D) who are within the purview of paragraph 
C~l above. 
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b. Exclusions. The provisions of this interim issue are 
not applicable to: 


(1) Persons hospitalized at the request of any agency 
of the Federal Government other than the VA. 


(2) Persons pursuing a course of vocational training 
authorized under Public Law 16, 78th Congress, and 
Public Law 894, 8lst Congress, both laws as amended, 
who are in need of treatment to avoid interruption 
of such training. 


(3) Amounts payable to the patient because of injury 
or illness, or hospital or medical care, if such 
amounts are payable irrespective of cost to the 
patient (often called "indemity"); as distinguished 
from liability for reimbursement only, or liability 
or payment to the hospital, but not the patient. 


2. General 


a. The Registrar of each VA hospital and the Administrative 
Officer of each regional office Medical Division or 
clinic will: 


(1) Obtain a properly executed VA Form 10-2381, Power 
of Attorney and Agreement, prepared in duplicate. 


(2) Obtain from the veteran or other suitable source 
information which identifies the third party who 
may be liable for damages by reason of negligence 
or other legal wrong, or information which identifies 
the insurer, employer, or group insurance plan, etc., 
concerned. 


(3) Prepare in quadruplicate a statement of charges for 
services rendered, as prescribed below. 


b. Fiscal Officers in VA hospitals, regional offices, and 
centers are responsible for transmitting the power of 
attorney and agreement and charges to such addressees as 
are furnished by the Registrar or the Administrative 
Officer, and for necessary follow-up to effect collection 
of amounts believed to be due the Veterans Administration. 


3. Definitions 


Qe Boom. sod_Fosrd.- As used herein, means bed and meals (including 
special diets), laundry service, ordinary medications, and 


routine nursing care. 





b. 


d. 
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Beneficiaries. As used herein, means persons hospitalized by 
the VA for treatment of non-service-connected disabilities, 
who it is believed may be entitled to hospital care and medical 
or surgical treatment as an incident thereof, or to either, or 
to reimbursement for all or part of the cost thereof, by reason 
of statutory, contractual, or other relationships with third 
parties, including those liable to the injured party for 
damages by reason of negligence or other legal wrong. 


The words “by reason of statutory or contractual relationship" 
as used herein include, but are not limited to (1) membership 
in a union, fraternal or other organization, (2) rights under 
a group hospitalization plan, or under any insurance contract 
or plan which provides for payment or reimbursement for all 

or part of the cost of hospital care, or of medical or surgical 
treatment, incident to hospitalization or otherwise, and condi- 
tions the obligation of the insurer or other obligor to pay 
upon either payment, or incurrence of liability, by the person 
covered, (3) "workmen's compensation" or "employers' liability" 
statutes, State or Federal, (4) Rights to "maintenance and cure" 
in Admiralty, etc. 


Agencies. As used herein, unless otherwise indicated, refers 
to agencies other than agencies of the United States Government. 


4. Procedure 


Be 


Obtaining the Power of Attorney and Acreement 


At the time of admission of a veteran, who on the basis of 
available data, i.e., VA Form 10-P-10, etc., it is believed 
may be entitled to hospital or medical or surgical care, 

as an incident of hospitalization or otherwise, or to rein- 
bursement for all or part of the cost thereof, by reason 

of statutory, contractual, or other relationships with third 
parties, including those liable for damages by reason of 
negligence or other legal wrong, such veteran will be requested 
to execute VA Form 10-2381, Power of Attorney and Agreement, 
in duplicate. The purpose and effect of the assignment will 
be fully and carefully explained to the veteran at this time. 
In cases of refusal to execute the power of attorney and 
agreement, the veteran will be advised that he will be billed 
for the cost of such hospitalization and payment therefor 
will be expected equal to the amount for which third parties 
are, or will become, liable. Completed VA Forms 10-2381 will 
be filed in the patient's correspondence folders. 
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be Release of llotice of Hospitalization 


(1). Upon receipt by the billing clerk of a patient's 
correspondence folder indicating potential right to 
collect such charges, a control card will be prepared 
listing the veteran's name, register number, date of 
hospitalization, the name and address of the insurer 
or third party who may reimburse the VA for the cost 
of such treatment, and other allied information. 
Within 24 hours following admission, or as soon 
thereafter as feasible, FL 10-98, Notice of Hospitali- 
zation will be completed in duplicate and the original 
forwarded promptly to the employer, insurer, party, 
or other parties believed to be liable, whichever is 
appropriate, over the signature of the Registrar. 

The copy of FL 10-98 will be filed in the patient's 
correspondence folder, The date of release of the 
FL 10-98 will be posted on the control card. 


(2) The patient's correspondence folder will thereafter 
be processed in the same manner as for a reguler 
admission. 


Billing 
a. Short-Term Hospitalization. Charges for services rendered 


will be prepared and released immediately following disposi- 
tion of the patient if hospitalized 30 days or less, 


b. - Charges for services rendered 


Long-Term Hospitalization 

to patients hospitalized in excess of 30 days will be 
prepared and released for each period of 30 days of continu- 
ous hospitalization and for the remaining period to date of 


discharge. 


ce. Limitations 


(1) Authorized periods of leave of absence shall not be 
included as days of hospitalization. 


(2) Charges will not be made for: 


(a) Ward visits by staff physicians or the supporting 
attendings or consultants under any circumstances, 


(b) tine medical and clinical examinations to 
determine need for hospitalization, 


(c) Hospitalization for a period of less than 
18 hours' duration. 
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(3) Following receipt of advice from a Chief Attorney 
that the party billed is not liable or that collection 
is impossible or impracticable, or will not be further 
pursued, no further bills asserting a claim against 
such party will be made. 


(4) No bills will be prepared against a particular insurer 
in future cases if (a) the Chief Attorney shall have, 
therefore, advised in writing in some other case that 
the particular form of contract, “hospital plan," etc., 
of the named insurer does not obligate it to pay for 
hospitalization or medical or surgical care supplied by 
VA and (b) the form of contract held by such other 
patient or patients is identical with that involved in 
said advice. Personnel are cautioned not to act upon 
the assumption that all contracts of the same insurer 
contain identical or similar language or have the same 
effect. 


6, Rates to be Charged 


ae 


Charges will be made on the basis of the number of deys of 
hospitalization times the hospital's planned annual per dien 
cost as recorded on VA Form 4553a, Annual Dudget Progran, 

for the period during which the patient received care. Since 
this cost represents an all-inclusive hospitalization rate, 

it will be unnecessary to list the specific items of service 
furnished. However, should it be determined on the basis 

of experience under this revised procedure thet the insurers 
comprehended by this issue insist on a detailed listing of 
services furnished and fees therefor, a list will be prepared. 
Fees for services rendered will be consistent with the following: 


(1) Current VA (Catalog No. 5) "Guide for Charges for 
Medical Services." 


(2) Fees to be determined by the Directors of Professional 
Services or Chief Medical Officers for medical, surgical, 
or clinical services not listed in Catalog ilo. 5, 
provided, however, that such fees for service will not 
exceed those customarily charged the general public in 
the commmity concerned for the same or similar service. 


(3) The board and room charge shall not exceed that 
customarily charged the general public in the commmity 
concerned for the same or similar services, 


(4) Customary local rate for ambulance service, if provided 
by the VA, 


(5) Cost of any special nursing or other services or supplies 
not customarily included in room and board rates. 
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When a detailed listing of services and fecs is 
requested, the total charges to be accepted by the 
VA shall not exceed the amount which would have been 
charged had the billing been prepared by using the 
planned per diem rete times the number of inpatient 
days in the hospital. Under both billing procedures 
the insurer will be informed thet the maximum amount 
to be collected by the VA shall not exceed the hos- 
pital's per diem rate times the number of inpetient 
days care furnished to the veteran. 


Charges for services furnished VA beneficiaries in 
non=-VA hospitals shall be consistent with the charges 
for which the VA is billed for such services. 


b. QObteroing the Clinical Records and Preparing the Statement 
of Charges for Services Rendered 
(1) The billing clerk will prepare the statement of 
charges for services rendered. 


(2) The original and two copies of the statement of 
charges and one copy of the signed VA Form 10-2351 
will be forwarded promptly to the Fiscal Officer. 


(3) The remaining copy of the statement of charges and 
the signed VA Form 10-2331 will be filed in the 
patient's correspondence folder. 


c. Action Upon Receipt of Notice of a Collection Received 


(1) Upon receipt of notice from the Fiscal Officer 
indicating collection received of a smaller amount 
than the bill which was rendered, it may be considered 
as payment in full unless available information 
indicates that by reason of the assignment an addi- 
tional sum is properly due the VA. The Registrar, 
on the besis of available records or experience in 
similar cases, will determine whether a supplemental 
billing is in order. If it appears that there is a 
legal question involved, advice of the Chief Attorney 
will be sought in accordance with the governing 
regulation. When it has been determined that a 
supplemental bill is in order a supplemental bill 
will be processed in the same manner as the original 
bill. 


Notice of collections which indicate payment in part 
or payment in full will be filed in the patient's 
correspondence folder. 
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d. Action by the Fiscal Division 


(1) Upon receipt of the statement of charges, and the 
signed gopy of VA Form 10-2381, the Fiscal Division 
will initiate in duplicate FL 4-215, Transmitting 
Statement of Charges to Insurance Companies, etc. 
The transmittal letter signed by the Fiscal Officer, 
together with the original and one copy of the 
statement of charges, and the copy of the power of 
attorney and agreement will be simltaneously 
forwarded to the addressee. The carbon copy of the 
transmittal letter, with the remaining copy of 
statement of charges, will be suspended. 


Follow-up Procedure 


(a) If, within 60 days from the date the original 
statement of charges is released to the employer 
or the insurance company, etc., a reply is not 
received, the Fiscal Division will prepare and 
release FL 4-216, 


If, within 30 days of the date of release of the 
first letter, the insurer or other party has not 
replied, a second (follow-up) letter will be 
released. At the end of an additional 30-day 
period, if the party billed has continued to 

ignore the statement of charges and the follow-up 
form letter, the entire file will be assembled and, 
with a covering letter, transmitted by the Fiscal 
Division to the Chief Attorney in the area for such 
action as he deems appropriate. 


Reimbursement 

(a) Bull Reimbursement. Upon receipt of payment from 
the insurance company (or other party) of the full 
amount as shown on the statement of charges for 


services rendered, the agent cashier will take 
the following action: 


1. Obtain from the suspense file the retained 
copy of the statement of charges and copies 
of correspondence attached. 


Issue Field Service Receipt, VA Form 1027, 
completed to show the name and register number 
of the veteran concerned and the period of 
hospitalization involved. 


28678 O—58—-—28 








4350 


7. 


9 


VETERANS’ ADMINISTRATION HOSPITALS 


II 10-424 


3. Attach a copy of VA Form 1027 to related 
statement of charges and forward it, with 
the copies of correspondence attached, to 
the Registrar Division. 


(>) Partial Reimbursement. Payment by the insurance 
comp (or other individual or organization con- 
olinaa} of an amount which is claimed to be the 
full amount under the terms of the applicable 
insurance policy or other agreement will be accepted 
by the agent cashier as discharging the obligation, 
except when in the opinion of the Registrar Division 
or the Office of the Chief Attorney additional moneys 
are collectible. Not more than one follow-up letter 
will be dispatched by the Fiscal Division with respect 
to a supplemental bill. Collections resulting from 
initial partial reimbursements or supplemental 
billings will be processed by the agent cashier, as 
provided in subparagraph (a) above. 


Responsibility of Chief Medical Officers J/ Statement of charges 
for services furnished as a beneficiary of the VA in non-VA hospitals 
will be prepared by Medical Administrative personnel from records 
furnished by such non-VA hospitals. Under no circumstances are 
non-VA hospitals to be requested to assume any of the duties 
enumerated herein for VA personnel. 


Determination of Lega) Questions. legal questions arising as the 
result of this issue will be referred for determination to the 
Chief Attorney of the regional office having jurisdiction over 
the area in which the VA hospital or office is located. 


Rescission., VA Technical Bulletin THLOA-306. 


Caml ncaa 


WILLIAM S. MIDDLETON, M. D. 
Chief Medical Director 


l/ See Veterans Administration 
Regulation 6031 


Distribution: 

60: (10) 

VBO & RO WMed.Act; (00)2 (24)2 (27)1 (111)5 
CNR: (00)2 (23)2 (24)2 (27)2 (11)5 (136)10 
HP & CND: (00)2 OR ys (11)5 (136)10 ag 
Doc: (00)2 (11)3 (136A F 

AMO: 5 copies each 
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The following table shows the experiénce of the Veterans 
Administration under its billing procedures sin ce 1953 (contained 
in Interim Issue 10-424, Exhibit A and the prior issues on this 
subject, TB 10A-248 and TB 10A-306, ) 


NUMBER OF PATIENTS DISCHARGED AND TOTAL 


COLLECTIONS 

Fiscal Patients 

Year Discharged Collections 
1953 52, 209 $ 3,046, 745 
1954 62, 160 3,010, 081 
1955 63,139 3, 192, 042 
1956 71, 569 3, 114, 431 
1957 73,157 2, 708, 455 


1958 (first half) 34, 047 1, 068, 626 
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COMMITTEE QUESTION 20A 
20A. SECOND LETTER - TWELFTH QUESTION 

"Witnesses from the Oklahoma County Medical Society 
have requested to be heard regarding operation of the Veterans' 
Administration Hospital in Oklahoma City. 

Attached is a letter dated May 15, 1958, addressed to me 
by Dr. J. Raymond Stacy, Chairman, Veterans' Affairs Committee, 
Oklahoma County Medical Society, together with certain resolutions 
which the Society has passed regarding the Veterans' Administration 
hospital program in Oklahoma County. 

"It is requested that the Veterans' Administration be prepared 


to comment on the issues raised by this group. "' 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 20A 
20A. SECOND LETTER - TWELFTH QUESTION 
"Witnesses from the Oklahoma County Medical Society 
have requested to be heard regarding operation of the Veterans' 
Administration Hospital in Oklahoma City. 
"Attached is a letter dated May 15, 1958, addressed to me 
by Dr. J. Raymond Stacy, Chairman, Veterans' Affairs Committee, 
Oklahoma County Medical Society, together with certain resolutions 
» 
which the Society has passed regarding the Veterans' Administration 
hospital program in Oklahoma County. 
"It is requested that the Veterans' Administration be prepared 
to comment on the issues raised by this group. "' 
This question raises issues related to the two prior questions, 
and is certainly professional, and so again, with committee permis- 


sion, I shall present Dr. Middleton. 
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She Oklahoma County Medical Society & BEZaAITES 


enecutrys serentant —— tae O'OOnmem, 


May 15, 1958 


The Honorable Olin RB. Teague, Chairman 
Veterans Affairs Comnittce 

Suite 101, Mouse Office Building 
Washington, D. C. 

Dear Sir: 

As you will recall, Dr. W. K. West, Dr, Harry Wilkins, and Dr. James 
C. Amspacher appeared before the Veterans Affairs Committee in 1957 in regura to 
a local problem concerning the attendince of members of the Oklahoma County Medical 
Society at the Veterans Administration H:tpital in Oklahoma City. 

At that time it was suggested that the Oklahoma County Medical Society 
make recommendations for your consideration in arriving at some solution to cur 
mutual problems. Fer your review our criginal resolution is attached, 

We feel that the problem of Worktasn’n Compennation cases being cared 
for at the Veterans Administration Horgitul has been partially solved, tut mre 
and more we are facing the problem of the veterans administration competing 
with the existing state and county meii-il facilities by caring for patients 
with non-service connected disabilities who may or may not afford private care 
and through caring for patients with private insurance. We feel that this has 
created an unnecessary added expense to the already overburdened tax payer. 

The problem has again been brought before the Oklahoma County Medical 
Society and the enclosed resolution was presented to the Society on March 25, 1958, 

In our original resolution it was the feeling of the doctors that the 
local Veterans Administration Hospital be given a fixed time to correct these 
flagrant violations, but after our meeting with the Veterans Affairs Committee 
it was felt that we should give the 85th session of Congress an opportunity to 


PHOME RE O-1364 © 803 MEDICAL ARTE M186. © OKLANOMA CITY 3, ORLA. 
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‘The Monorable Olin KR. Teague May 15, 1958 


review the date betore any action wat taken, No further action had been taacs 
until the meeting of the Oklahoma Gunty Medical Society on march 25, 1958. ar 
whieh tine the following report was presented by the writer, as cnairman of 
Veterans Affairs Comnittees 


The last project undertaken by the Oklahoma County Medical Society 
regarding Veterans Medical Affairs was a recommendation to the Congress~ 
fonal Committee on Veterans Affaits that certain limits be placed on’ none 
service connected disability care, 

We usd received permission to review:'the records at the local ViA, 
Hospital pending approval from the Warhington office, This approval. was 
quite vigorously denied, though we frel the right is legal and consti+ 
tutional, 

A typical reply to our recommendations is as follows: 

Prom Senator Monroney's Secretary: “Your letter of December 23, 
1957 arrived after Senator Monreney had left for Miami under the pre- 
tense that it was necessary for him to help Bud Wilkinson prepare fo 
the Duke game. I will call attention to the copy of your letter wh - 
the Senator Returns.” 

After ten days a letter. wat tc cived from Senator Mike Monroncy 
to the effect that while he is net « member of the Committee which will 
handle the problem initially "1 will give the matter careful attention 
when it comes up for consideration cn the Senate floor.” 

Since our committee has been officially denied access to the hospite: 
records, we have adopted a new approach to the problem of gaining informa- 
tion, A number of residents and consultants have been in*trviewed in the 
past few weeks by members of the County Medical Society Veterans Affairs 
Committee. We wish to report o summiry of a portion of theiz testimony. 

The concensus of opinion indicates that from 30 to 50 per cent of 
the cases on the Veterans Hospital wards in three services covered by t .: 
imvestigation, would be treated a: outpatient in any other hospital in 
the city, The bed capacity of the Veterans Administration ospital is 
about 480. Census is maintained of at least 420 to provide the maximum 
yearly budget. This means that there are 252 unnecessary beda in Okla- 
homa City supported by compulsory taxation while physicians and public- 
spirited individuals have worked very hard and contributed generously to 
provide added beds in other local hospitals. 

Qne resident was called into conference by a Veterans Hospital 
official after discharging 23 paticnts in one week last August, If was 
carefully explained to him that he muzt maintain his hospital service 
bed capacity to prevent the hospital tudget from being cut the following 
year. The average census must be kept at 420 beds, or 80% and the resi- 
dents have been requested to use « three-day pass system as necessary to 
keep up the census inasmuch as the beds will then be counted as full, A 
resident was informed that he must cut down on NBO treatment such as 
changes of dressings, casts, etc., and admit these patients to the hospital, 

Qne case of service connected »steoarthritis was cited with some 15 
admissions and inmumerable three dav paises. One of the 15 admissions 
was for 395 days. After staying 21 dayz, including any three-day passes, 
the veteran is awarded 100% disability for the remainder of his hospital 
satay. The average hespitAl stay is over 30 days. 
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The Honorable Olin R, Teague May 15, 1938 


Bvidence regarding outpatient care was related to the Committee, A 
case of active tuberculosis was admitted to the hospital. Rewilew of the 
outpatient record indicated that monthly outpatient x-rays were reported 
on seven occasions as showing active iesions, These reports evidently 
had not been observed by the outpatient physicians, 

A similar report indicated that a suspected gastric malignancy x-ray 
report remained unobserved in the outpatient record for one year before 
admission for diagnosis, with subsequent death from malignancy, 

We find that tuberculous patients with positive sputums cannot be re- 
quired to remain under care by the Vetcrans' law and some 40% of them go 
ANMOL or AMA, I found in my office a patient on a three-day pass with positive 
sputum, Our state law requires that these patients be confined while in- 
fectdous for the protection of the public, It is also found that a large 
proportion of admissions are not examined by the Veterans staff before ad- 
mission and it frequently takes ten days or more of hespitalization before 
it is decided that they should not have been adaitted. 

A case was discussed in the Oklahoma Academy of Ophthalmology in which 
the hogpital sent a bill in April 1957 for $140.00 for the removal of 
pterygium, for which the prevalent local charge is $50.00 

These are but a few of the events related to us in our hearing, but 
indicate the example set by the Veterans Administration Hospital as a train- 
ing institution for our future American physicians for the care of patients 
under government medicine. 

For these reasons and many other« we are presenting a resolution for 
your consideration. 


After considerable study and discussion of this report and adoption of 
the second enclosed resolution, the following motion was passed by the Society: 


“It was moved that the Oklahoma County Medical Society send three 

wembers to Washington to meet with our representation from Okla- 

homa and the national Veterans A({fairs Committee, relating to 

them the content of our resolutions and their implications.” 

We would again like the opportunity. to discuss this situation with the 
Veterans Affairs Committee of Congress tefere any further action is taken by our 
Society. We would certainly appreciate hearing from you regarding thia matter. 


Reepectfully submitted, 


OKLAHOMA COUNTY MEDICAL SOCIETY 


J. Raymond Stacy, M.D., Chairman 


JRS: 0d Veterans Affairs Comittee 
cc- Senator Robert S. Kerr ce - Congressman John Jarman 
Senator Mike Monroney Congressman Page Belcher 


Congressman Toby Morris 
Congressm@aa Carl Albert 
Congressman Ed Edmondson 
Congressman Tom Steed 
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-~-RESOLUTLOBN. 


We, the ezmbors of the Oklahoma County Medical Society, again present a 
resolution as tax payers and citizens, Tae society has deferred for the past 
year any action which might be adverse to tho best interests of disabiid service- 
connected veterens and of the Oklahoma Medical Center, However, we have odsaryed 
little improvement in the practices of the Veterans’ Bureau medical program, 

Our national budget includes, this year, the eum of 5.5 billion doliara for 
overall veterans’ benefits and less than ono half that eum for the atomic energy 
program, The cost of running the cntire governsent during the depression relief 
years was loss thon 5 billion, The current budget includas 1 billion dollars 
for veterans’ medical care and about half that sum for the Department of State, 

We find that some 25% of nearly 3 million pensioned veterans aro receiving 
noneservice connected pensions, We have learned that the Veterans’ Burea's bills 
private insuronce companies for sowe 16 million dollars annually for insurance 
covered care of patients who have sworn indigency, Tho courts have ruled that 
this cannot bo collected, 

We recall the Hoover etudy requested by Congress in 1949, which reports that 
30 million Americens are rocoiving medical aid at the cost of 4 billion dollars a 
year to the Federal taxpayer, That sum is growing each year, Nearly 25% of 
this azount was spent on non-servico connected illnesses and pensions which hed 
nothing to do with military service, 

We are in complete agracaent with the official policy of the American Medical 
Azsociation which is the opinion of the majority in the madical profession, This 
policy oncoureges tha very best care possible for service-connected disabilities, 
We are wholehcartedly committed to the improvemont of service-connected disability 
care, We also agree that non-service connected disabilities are not the concera 
of the Fedcral Government, They should be cared for by more economical local and 
etate facilitics. We do not believe that the Veterans Bureau is operating withia 
Congressional law, 

Wo should also urgo that Congress enact recommendations which they have 
requosted os sat forth by tho Bradley ond Hoover studics. We support the U,. S. 
ChorSor of Commerce which recommends termination of pension, housing, cducational 
end hospital benefits for veterans with non-service connected disabilities, 

Wo bolieva we have responsibilities os citizens to cocbat the threat of 
Coczunism, Socialism, Atcaic War and national financiel end moral bankruptcy, 

We do not belicve that paid representatives of political pressure groups in 
Washington represent public opinion or the majority opinion of veterans regarding 
modical care, 

Wo, therefore, resolve to continues to do ourbsst to improve the care of 
sorvice-ccnnected discbilitics and encourage freedem of choice of physicians and 
hospitals for this group. 

Ws also resolve to continue to educate our fellow citizens in every way 
possible rcgarding Fedsral ecdical core which is below stondard, oxceasively 
expcnsivo end vancccosary,. 


ONLAUOMA CCUNTY MEDICAL SOCIETY 
MARCH 1958 
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-~-BESOLUTLONE 


WHEREAS, the Members of the Oklahema County Medical Society as citizens 
and taxpayers have become more awore of the ever increasing tax burden, 


AND WHEREAS, the mexbers of the Oklahoma County Medical Society constontly 
sees money appropriated for the care of veterons with service connected tilness 
and the indigent veterons with non-service connected illnesses being used for 
the care of veterans who sre ablo to pay for medical and hospital cara, 


AND WHEREAS, through the policy of the Will Rogers Veterans Hospital of 
Oklahoma City, doctors are forced to do ghost surgery and have fees split. 
These practices are sevorely condemned by the Code of Ethics of the Amcrican 
Medical Associstion and the American College of Surgeons, 


AND WHEREAS, tho Will Rogers Veterans Hospitel is collecting fees for 
medical, surgical, and hospital services rendered’ to patients covered by 
Workmen's Compensation Liability ond private sick and occident insurance, 


AND WHEREAS, tho Oklahoma County nnd State Medical Societies in May 1956, 
and the American Medical Ascociation one year ago, through resolutions con- 
demned these practicos of the Will Ropers Hospital, 


AND WIKEREAS, Tho Dzans Cocmitree for the Veterans Administration Hospital 
has boen ineffective in curbing these abuses and violations of the Veterans 
Core Act, 


WE, the members of the Oklahoma County Medical Society, feeling our re- 
esponsibility as citizens ond taxpsycrs, do hereby resolve to withdraw fron 
all further participation in the care of poying cases at Will Rogers Hospital 
and all further care of the "ncn-service connected" illness patients able to 
pay for care. Wo further resolve we will be happy to continue our care of 
the veterans with service connected illness and tha truly indigent veteran. 


BZ IT RESOLVED, that the Will Rosora Veterans Hospital be given sixty 
days to correct their flagrant violcrtions of the Veteransa Care Act ond to the 
ethical principles of cedical practice to the satisfaction of the Oklahoma 
County Medical Society. 


BE IT SURTRER RESOLVED, that further participation in the present program 
by members of the Oklahcoa County Medical Socicty will be considered unethical 
end eppropricte action of the Oklahcia County Medical Society will be taken 
egeinst such cenbers which may lead to suspension, 


OKLAHCHA COUNTY MEDICAL SOCIETY 
March 1957 
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COMMITTEE QUESTION 21A 


21A. SECOND LETTER - THIRTEENTH QUESTION 


"Physical Plant Study" 


CHECK OFF ON CHART 
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COMMITTEE QUESTION 21A 


21A. SECOND LETTER - THIRTEENTH QUESTION 


PHYSICAL PLANT STUDY 

The tremendous hospital building program that took place 
immediately after World War II is coming to an end. It is an 
excellent place to ask the question, ''Where do we go from here?" 
New figures have been produced projecting the size of the patient 
load in the days ahead. Although construction, alteration, and 
modernization were worked out on a program basis and as a result 
of a formula, the formula needs readjustment. 

Some of the old hospitals now are over 25 years in age and 
are beginning to show more rapid signs of deterioration than had 
been anticipated. There have been many, many studies. Many 
from the hospital manager level which is important, although not 
always comprehensive. 

Almost any review of deferred maintenance and repair 
needs a new look after two years have gone by. The Veterans of 
Foreign Wars have just completed a very extensive compilation 
which points up the need. All of the various literature in the field 
that has been accumulated needs to be put together, evaluated and 
summarized. A comprehensive view from the very highest level 


is needed. 
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The project is to be established and directed at the level 
of the Office of the Administrator and that the task force would 
include representatives of the Controller's Office, Department of 
Medicine and Surgery, and Assistant Administrator for Construction. 
The Bureau of the Budget would designate a staff person to serve 
as a liaison representative on the project, 

This project would embrace a complete appraisal of the 
requirements for modernizing each of the hospitals of the Veterans 
Administration constructed prior to the end of World War II and 
would exclude all hospitals constructed under the postwar expansion 
program and those for which a replacement hospital has already 
been authorized, 

The study would also exclude from its scope such hospitals 
as the Administrator may determine should be closed or substantially 
reduced in capacity within the next five years because of obsolescence 
or similar factors, with the understanding that normal maintenance 
and upkeep of these hospitals will be continued to ensure safety of 
patients and personnel until a decision for replacement or abandon- 
ment is reached. 

Preliminary to inaugurating the appraisal of the individual 
hospitals, a decision would be made as to those regional office 
outpatient clinics which may be consolidated with a nearby hospital 


in order that necessary alterations or new construction may be 
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incorporated in the development program for that hospital. 

Consideration would also be given to any consolidation of 
regional office activities in addition to outpatient clinics for which 
provision should be made in the development program of any 
hospital. | 

The method of determining the necessary development 
program for each hospital contemplates an evaluation of the entire 
physical plant at each institution and a determination of the extent 
to which each building should be nodernized, enlarged, or replaced 
in order to bring the entire physical plant of the hospital up to 
acceptable standards of hospital operation. 

Maximum use would be made « the on-site surveys of 
hospitals which have already been completed. Upon completion 
of the appraisal of all hospitals contemplated by the study a 
construction priority schedule would be developed based upon 
accomplishing the entire development program over a reasonable 
period of time. 

An estimated cost of the development program for each 
hospital, based upon current lle costs, would be prepared 
which should serve as the basis for arriving at the approximate 


dollar level of each annual increment of this physical plant develop- 


ment program. 
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The accompanying chart indicates the recent trend in our 


expenditures for physical plant and its upkeep. 
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that when the additional factual information referred to 


they will volunterily 


agree to remove themselves from the VA hospital to take 
advantage of the medical care which is available to then 
elsewhere at no additional expense to themselves. 


Procedure. 


attention, 


above is brought to their 


3. 
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should make 


the following action will be taken. 
earlier letter released by the hospital. 


“If this patient is entitled eat no expense to 
himself to necessary medical and hospital treatment 
for the condition or injury mentioned above by 
reason of statutory, contractual, or other 

taking into consideration euch factors 


10-424 and there will be added the following statement: 
relationships as a condition of employment with 


we shall upon receipt of such advice request this 
patient to aveil himself of care eleewhere as soon 
es he can be discharged from this hospital without 
endangering his life or limb." 

This Notice of Hospitalization should be released 

@ supplemental letter should be addressed to the 
employer incorporating the substance of the paragraph 
referred to in @ above. Under these circumstances, 


by the most expeditious means of communication 


available, 


a. If Notice of Horpitalization has not been released 
to the patient's employer, VA Form Letter 10-98 
should be completed as prescribed in Interim Issue 
your organisation and we are advised to that effect, 
as distance and the time element involved. 
without the additional peragraph referred to above, 
the supplemental letter 


zation prescribed in Interim Issue 10-424 (Collection 
b. If Notice of Hospitalization has been released 


@ patient hospitelized under the provisions of VA Regulation 
injury or disease, 


6067(D)(1) through (4) is potentially entitled to treatment 


elsewhere at no expense to himself. 


@. Action to be taken on receipt of notice or knowledge 
(1) If im response to the release of Notice 


4399 
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may be entitled to 
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legal wrong. 


b. Beneficiaries. As used herein, means persons hospitalized by 
damages by reason of negligence or other 
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otherwise indicated, refers 
of the United States Government. 


er than agencies 


to agencies o 


4. Agencies. my herein, unless 


a. 
At the time of admission of a veteran, who on the basis of 


be filed in the patient's correspondence fdlders. 
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(1) Upon receipt by the billing clerk of a patient's 
‘0. 
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POLICY LETTERS FROM BUREAU OF BUDGET RE HOSPITAL BEDS 


EXeEcuTIve OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., November 29, 1949. 
Hon. Cart R. Gray, Jr., 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Gray: I am pleased to inform you that the President has 
approved the request recently submitted by the Veterans’ Administration under 
the provisions of Budget Circular A-27 for authorization to acquire by new 
permanent construction 200 neuropsychiatric beds at its hospital at Houston, Tex., 
and also to make certain conversions of existing buildings. 

It is desired to direct your attention to the specific reservations which have been 
placed upon the acquisition of these beds; namely, that all of the resulting increase 
in bed capacity will be for neuropsychiatric patients and that this authorized 
construction will be offset by adjustments in the bed capacity of other new 
hospitals. 

or your information and records, I am enclosing three photostat copies of the 
formal approval by the President dated November 8, 1949. 
Sincerely yours, 
FRANK Pace, Jr., Director. 


EXEcuTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BuDGET, 
Washington, D. C., November 7, 1949. 


MEMORANDUM FOR THE PRESIDENT 


Subject: Addition to Veterans’ Administration Hospital at Houston, Tex. 


The Veterans’ Administration has requested authorization to acquire in new 
permanent construction 200 additional beds for neuropsychiatric patients at the 
VA hospital at Houston, Tex. This hospital was constructed by the Navy during 
the war and subsequently transferred to the VA. It has a Navy rated capacity 
of 937 beds of which 744 are for general medical and surgical patients, 161 for 
neuropsychiatric patients, and 32 for tuberculosis patients. At the same time 
that it erects a new 200-bed building for neuropsychiatric patients, the agency 
proposed to increase the number of tuberculosis beds to 110 by conversion of 
space now occupied by general medical and surgical beds. The total cost of the 
new building and conversion is estimated to be $1,500,000, which can be made 
available from existing funds due to decreases in the cost of construction. 

It is stated by the agency that in order to adapt the hospital to VA needs and 
bring it into proper balance for its type of load, alterations estimated to cost 
$250,000 will be necessary. The new ward building can be added at the same 
time at an estimated cost of $1,250,000, thereby obtaining 200 badly needed 
neuropsychiatric beds for about $6,200 each. 

Since the most urgent need in the southeast Texas area is for neuropsychiatric 
beds and since the present policy is not to increase the total number of VA beds 
authorized for new construction, it is recommended that the VA be authorized 
to construct a new permanent 200-bed neuropsychiatric-ward building at its 
Houston hospital and to make certain conversions of existing buildings, provided 
that upon completion of such new construction and conversion there shall be not 
less than 360 neuropsychiatric beds, the balance to be for general medical and 
surgical and tuberculosis patients, and provided further that the addition of 200 
new beds at Houston shall be offset by adjustments in the bed capacity of other 
new VA hospitals and additions now under design or construction so that there 
shall be no net increase in the total number of new VA hospital beds previously 
authorized. The Administrator of Veterans’ Affairs has agreed to the above 
conditions. 

FRANK Pace, Jr. 

Approved: 

Harry 8. TRUMAN, 
The President of the United States. 
NOVEMBER 8, 1949. 
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ExEcuTIvE OrricE OF THE PRESIDENT, 
BuREAU OF THE BupDGET, 
Washington, D. C., May 26, 1952. 
Hon. Cari R. Gray, Jr., 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 
(Attention Mr. G. H. Birdsall, room 1034 Veterans’ Administration 

Building.) 

My Dear Mr. Gray: This will acknowledge the receipt of your letter of April 
30, 1952, to the Director of the Bureau of the Budget, transmitting copies of the 
report that the Veterans’ Administration proposes to present to the chairman 
of the House Committee on Veterans’ Affairs with respect to H. R. 6403 and 
H. R. 6466, identical bills, each entitled ‘‘To provide for the establishment of a 
Veterans’ Administration domiciliary facility at Fort Logan, Colo.” 

As you know, only 12 percent of the 17,000 members in Veterans’ Adminis- 
tration domiciliary homes are service connected. Thus any increase in the 
number of homes or domiciliary beds is entirely for non-service-connected cases 
and is contrary to the President’s ae that the needs of veterans not resulting 
directly from military service can best met through welfare programs serving 
the whole population. 

You are advised, therefore, that while there would be no objection to the 
submission of the a report to the committee, enactment of the proposed 
legislation would not be in accord with the program of the President. 

Sincerely yours, 
Roczr W. JoNngEs, 
Assistant Director for Legislative Reference. 


MEMORANDUM OF DISAPPROVAL 


I have withheld approval of 8. 2584, to provide for the establishment of a 
Veterans’ Administration facility at Fort Logan, Colo. 

I have taken this action because I believe that the establishment of additional 
Veterans’ Administration domiciliary facilities would not be warranted at this 
time. 

The wartime-constructed Army hospital at Fort Logan was acquired by the 
Veterans’ Administration in 1946 for temporary use pending the construction of 
a new hospital in Denver. In September 1951, the Denver hospital was com- 
pleted and the Fort Logan hospital was vacated by the Veterans’ Administration. 
At that time careful consideration was given to various proposals for the use of 
this facility including its use as a Veterans’ Administration domiciliary home. 
I felt then, and I still feel, that it would be undesirable to increase the size of the 
Veterans’ Administration domiciliary program at this time. 

The service-connected medical needs of veterans in the Colorado area are now 
being adequately met by the new Denver hospital opened in September 1951 
and by other facilities in that area. 

After the last war, the Veterans’ Administration obtained from the Army and 
Navy a considerable number of wartime-constructed hospitals for temporary 
use while its permanent hospital construction program was underway. s this 
construction program approaches completion, more and more of these temporary 
hospitals are no longer required by the Veterans’ Administration. Naturally 
there are efforts, as in this case, to continue Veterans’ Administration operation 
of these temporary facilities. Approval of these efforts by either administrative 
or legislative action would be unwise and costly. If facilities such as Fort Logan 
can be utilized economically for high priority Federal projects or programs, they 
should be so used. However, there is no reasonable justification for operating a 
facility just because it is owned by the Federal Government. Such action would 
not be consistent with the cutbacks in badly needed, high-priority programs 
which the Congress has insisted be accomplished. 

For these reasons, I have withheld my approval of 8. 2584. 


Harry 8S. TrRuMAN. 
THe Wuirte Hovssg, July 18, 1952. 
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Executive OFFICE OF THE PRESIDENT, 
BuREAU OF THE BUDGET, 
Washington, D. C., May 20, 19658. 
Hon. Cart R. Gray, Jr. 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Gray: This is in reply to your letter of April 30, 1953, regarding 
the use by the Veterans’ Administration of beds in other Federal hospitals 

For some time there has been in effect the policy whereby the Veterans’ Admin- 
istration has been progressively withdrawing from use of other Federal facilities 
in continental United States as its new hospital-construction program is bein 
completed. This policy anticipates the ultimate reliance by the Veterans 
Administration exclusively upon the resources of its own hospital system, which 
exceed the combined total hospital resources of all the rest of the Federal Govern- 
ment in this country, including the Department of Defense. 

Such a policy appears to be fundamentally sound and it is expected that it 
will continue to be reflected in future budgets on a basis which will be both orderly 
and prudent. The revised budget allowance for next fiscal year contemplates 
withdrawai from the Publie Health Service general hospitals and some additional 
tightening of funds available for contracting with other Federal hospitals. 

As to the question you raise regarding continued use of beds in the Philadelphia 
Navy Hospital, within the funds provided in the budget for contract care in other 
Federal hospitals, it is discretionary with you to determine the need for beds in 
the Philadelphia area in relation to other areas of the country. 

Sincerely yours, 
Jos. M. Dopax, Director. 


EXEcuTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., May 26, 1954. 
Hon. H. V. Hia.ey, 
Administrator of Veterans’ Affairs 
Veterans’ Administration, Washington, D. C. 


(Attention Mr. G. H. Brrosauu, 1034 Veterans’ Administration Building.) 


My Dear Mr. Hiauey: This will acknowledge your letter of March 31, 1954, 
transmitting copies of the report which the Veterans’ Administration proposes to 
present to the chairman of the House Committee on Veterans’ Affairs regarding 
H. R. 548, a bill to provide for the establishment of a Veterans’ Administration 
a center at Cushing Veterans’ Administration Hospital at Framingham, 
Mass. 

This proposal to provide additional domiciliary beds is quite similar to the pro- 
posal (S. 242, 83d Cong.) to establish a domiciliary home at Fort Logan (Denver), 
Colo. Your report to the Senate Committee on Finance on that proposal enu- 
merated several considerations which have an important bearing on the basic 
policy of providing any expansion of domiciliary facilities. Additionally, it has 
been pointed out in the President’s budget message that the needs of veterans 
which are not the result of their military service can best be met through the 
participation in the broad social-security programs provided for both veterans 
and nonveterans. 

It would undoubtedly be interesting to the committee to know that the present 
domiciliary home at Bath, N. Y., which serves the New England and Middle 
Atlantic area, has no waiting list. This would seem to indicate that there is no 
pressing need for additional domiciliary beds in that area. 

Subject to appropriate modification of your proposed unfavorable report to the 
committee to include the basic issues advanced in the last paragraph of your report 
on the Fort Logan proposal, there would be no objection to its submission. 

Sincerely yours, 
Rocer W. JONEs, 
Assistant Director for Legislative Reference. 


Extract FRoM THE PRESIDENT’s BupGET MEsSAGE, Fiscat YEAR 1955 


It is our firm obligation to help our veterans overcome the handicaps which they 
incurred in the service of the Nation so they can return to their normal civilian 
pursuits. We must first of all do what we can to ease the burdens of veterans 
disabled in service and the families of those who have died from service causes. 
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This is our primary responsibility, and generous benefits to them are the core of 
our veterans’ programs. 

Secondly, we must make available readjustment aids through well-conceived 
and properly administered programs for those veterans discharged after service 
during national emergencies. 

Finally, we must remember that the best way to help our millions of veterans is 
by making it possible for them to share fully in the economic and social gains of 
our country. This means assuring them adequate job opportunities. It also 
means assuring them, both during and after military service, of the same protection 
under the broad social-security programs that is provided for nonveterans. 
Progress in achieving these objectives will lessen the need for pensions and other 
special benefits for the vast majority of veterans who, fortunately, did not incur 
disabilities during their service. 


EXECUTIVE OFFICE OF THE PRESIDENT, — 
BUREAU OF THE BUDGET, 
Washington, D. C., February 13, 1956. 
Hon. Harvey V. Hiae.ey, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Hiatey: This is to advise you that subject to the availability 
of funds, the President has approved the following long range hospital replace- 
ment program for the Veterans’ Administration to be financed over the next 5 or 
6 years. Replacement of the hospital at Coral Gables, Fla., has been deferred 
for further study. 

Downey, Ill.—Construction of 815 hospital beds for mental patients and new 
service buildings to replace non-fire-resistant and hazardous temporary buildings 
and obsolete permanent structures resulting in a permanent hospital with a capa- 
city of 2,300 beds. 

Jackson, Miss.—Construction of a complete 500-bed general hospital and re- 
gional office at a new site near the University of Mississippi Medical School to 
replace the present temporary, cantonment type facilities, with the understanding 
that upon completion of the new facilities the present center buildings and grounds 
will be declared excess to the needs of the Veterans’ Administration. 

Long Beach, Calif.—Construction of 820 hospital beds to replace the beds which 
will remain in temporary, cantonment type construction after the replacement of 
560 beds programed in fiscal year 1956. Capacity will remain at 1,600. 

Memphis, Tenn.—Construction of a 1,000-bed general hospital to replace the 
present temporary, cantonment type hospital in which 1,215 beds are being oper- 
ated, with the understanding that the Crump Boulevard tuberculosis hospital will 
be phased out as rapidly as the decline in the tuberculosis load permits. If the 
construction is on a new site, the present buildings and grounds will be declared 
excess to the needs of the Veterans’ Administration when the new hospital is 
completed, and if construction is on the existing site, the size of the reservation 
will be reduced to approximately 65 acres by declaring the remainder excess to 
the needs of the Veterans’ Administration. 

Nashville, Tenn.—Construction of a complete 500-bed general hospital and 
regional office outpatient clinic at a new site to replace the present temporary, 
cantonment type hospital, with the understanding that upon completion of the 
new hospital the present facilities will be declared excess to the needs of the 
Veterans’ Administration. 

Oakland, Calif —Construction of a complete 500-bed general hospital at a new 
site to replace the present 712-bed hospital occupying a former hotel building, 
with the understanding that upon completion of the new hospital the present 
hospital buildings, which are located in the business center of the city and re- 
ported to be readily salable, will be declared excess to the needs of the Veterans’ 
Administration. 

Temple, Tex.—Construction of a 500-bed general hospital on the present site 
to replace the 800 hospital beds in temporary, cantonment type facilities, with 
the understanding that upon completion of the new hospital the size of the reserva- 
tion will be reduced to approximately 70 acres (exclusive of the recreation area), 
with the remainder being declared excess to the needs of the Veterans’ Administra- 
tion. The 350-bed domiciliary will be modernized. 

Wood, Wis.—Construction of a 1,250-bed general hospital and regional office 
outpatient clinic on the present site to replace the existing 1,275-bed hospital, 
with the understanding that the tuberculosis hospital at Waukesha, Wis., will be 
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phased out as rapidly as the decline in the tuberculosis load permits. Upon com- 
pletion of the new hospital the present hospital will be converted to provide 1,285 
domiciliary beds which will replace the 1,661 domiciliary beds now in obsolete 
buildings, with the understanding that upon completion of the conversion the 
buildings and grounds north of the railroad track, except for the warehouse and 
cemetery, will be declared excess to the needs of the Veterans’ Administration, 
This 7 has been given with the understanding that the size of each hos- 
pital will reviewed again prior to construction and reduced if indicated, that 
those hospitals being replaced on the same site shall make maximum utilization 
of existing auxiliary and service buildings where practicable, and that considera- 
tion shall be given to including facilities for the entire regional offices in the proj- 
ects at Wood, Wis., and Nashville, Tenn. 
Sincerely yours, 
Rowwanp Huaues, Director. 


EX®cuTIVE OFFICE OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., June 20, 1956. 
Hon. Harvey V. HiG.ey, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Hicuey: This will reply to your letter of June 12, 1956, in 
which you request my concurrence in your proposal to change the Veterans’ 
Administration hospital at Fort Bayard, N. Mex., from a tuberculosis institution 
to a general medical] and surgical hospital, on the grounds that this hospital is no 
longer substantially needed for the care of tuberculosis patients but that continued 
operation of the hospital can be justified by increasingly converting the beds for 
care of patients with general medical and surgical conditions. 

Your request goes to the very heart of a basic policy issue, namely, whether the 
Veterans’ Administration should increase the number of beds for the care of 
veterans with non-service-connected general medical and surgical conditions or 
whether, as the need for the Federal icnamnans providing hospital facilities for 
the care of veterans with tuberculosis continues to decline, the Veterans’ Adminis- 
tration should close out these facilities which are no longer needed for their origi- 
nally intended purpose. 

As you know, the total load of tuberculosis patients in all veterans hospitals 
has declined from a peak of 16,000 in January 1954 to 13,800 in April of this year 
and is projected to decline at least another 1,000 a year from now. As in the 
case of Fort Bayard hospital, the Veterans’ Administration has been replacing 
tuberculosis patients with general medical and surgical patients as tuberculosis 
beds are being vacated. Your preliminary patient load estimates for fiscal year 
1958 presuppose a further substantial buildup of the general medical and surgical 
patient load through this practice. 

It seems to me that we should face up now to the issue of whether the present 
21 tuberculosis hospitals of the Veterans’ Administration are to be progressively 
closed out as the need for tuberculosis beds declines or whether we are going to 
use these resources to expand the present level of hospitalization being provided 
to veterans with non-service-connected general medical and surgical conditions. 
This question has even greater implications for the future because of the very 
recent indications that advances in the treatment of mental illnesses will reduce 
the demand for mental hospital beds. It seems altogether possible that within 
the next 10 years beds may become vacant in your mental hospitals. If we 
create the precedent now of converting tuberculosis beds to general hospital 
patient care we are, in effect, committing ourselves to a policy of maintaining 
indefinitely the present number of Veterans’ Administration hospitals. 

In view of the implications and the policy involved in your letter of June 12, 
I cannot concur in your proposal and feel impelled to take the position that the 
number of beds available for the care of general medical and surgical patients in 
the Veterans’ Administration hospital system should not be expanded. In the 
instant case of the Fort Bayard hospital, it would seem especially desirable not to 
perpetuate its operation in view of the well-established position of the Veterans’ 
Administration that its hospitals should be conveniently and accessibly located 
in relation to available medical resources. The tuberculosis patient load in this 
hospital appears to have already reached the level where it would seem possible 
to transfer the remaining patients to available beds in other hospitals in the 
Southwest. 

Sincerely yours, 


PercivAL BRUNDAGE, Director. 
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VETERANS’ ADMINISTRATION, 
Washington, D. C., June 12, 1956. 
Hon. Percivat BRUNDAGE, 
Director, Bureau of the Budget, 
Washington, D. C. 


My Dear Mr. Brunpace: In keeping with my desire to reach a mutual agree- 
ment concerning bed levels as outlined in my letter dated March 2, 1956, and in 
order to comply with Bureau of the Budget Circular No. A-27 revised June 25, 
1948, subject: ‘““Review and coordination of the hospital, convalescent, and 
Se cata? Tete of Federal departments,” your concurrence is requested in 
the Chief Medical Director’s proposal to redesignate the Veterans’ Administration 
hospital, Fort Bayard, N. Mex., as a general medical and surgical hospital, 
effective July 1, 1956. 

The following summary of the everue daily patient load shows that the patient 
load so far this fiscal year has been predominantly general medical and surgical: 





Fiscal Fiscal year | 10 months of 
Item 195, 1955 fiscal year 
1956 
Tete) petipmtns .~.4a-) os segue sadder cecctiguvbaceanuiees 205 193 184 
TH Pee. B...sti B.. Li sdb dk 2. Aik nbciinghdaneeseeoeac’s 146 112 88 
GM and 8 and other patients. -___...........-...-..........-- 59 81 96 





Even though there has been a decrease in demand for TB beds, there has been 
sufficient demand for GM and S beds to justify continued full operation of this 
hospital. Changing the designation to GM and § will not result in the expendi- 
ture of funds for conversion purposes. 

An early reply will be appreciated. 

Sincerely yours, 
H. V. Hieuey, Administrator. 


JuNE 20, 1956. 
Hon. Harvey VY. HIGuey, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Higtey: In your letter of June 12, 1956, you propose the 
acquisition of 114 additional beds by expansion of the constructed capacity of 
the Veterans’ Administration hospital, Lake City, Fla. You request my concur- 
rence in this proposal and presumably its submission to the President under the 
provisions of Budget Circular A-27. 

Your proposal is based on the rapid growth of the veteran population in Florida, 
and particularly the increase in patients with chronic, long-term illnesses. The 
effect of your proposal would appear to be twofold: (1) it would breach long- 
standing policy of the administration by increasing the number of beds available 
for non-service-connected patients, and (2) it would launch a new and far-reaching 
program of hospital care for what are termed “‘intermediate’”’ patients. These 
effects are of fundamental importance, and I am unable to agree that they 
represent sound public policy. 

For many years the level of the Veterans’ Administration’s hospital program 
has been governed by the number of hospitals it is authorized to operate and 
the specific constructed bed capacity of these hospitals at any given time. As 
the capacity of any hospital changes due to alterations or improvements, the 
capacity of that hospital naturally decreases and therefore the total number of 
beds which the Veterans’ Administration may operate correspondingly declines. 
It has not been the policy to — the bed capacity of any hospital and I 
cannot concur in the proposal in the instant case. 

Sincerely yours, 
PercivaL F. BrounpaGe, Director. 
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VETERANS’ ADMINISTRATION, 
Washington, June 12, 1956. 
Hon. PercivaL BRUNDAGE, 
Director, Bureau of the Budget, Washington, D. C. 


Dear Mr. BrunpaGe: In my letter of March 2, 1956, the effects of the current 
pevarss of replacement and modernization of existing hospitals was presented. 

he possible effects of further cutbacks and the growing pressure to increase our 
hospital facilities were outlined with the hope that some mutual agreement con- 
cerning bed levels might be reached. As part of the planned replacement of 
hospitals, there had been agreement. on a reduction of approximately 2,566 beds. 
Of this number, there will be lost approximately 1,400 beds in the 3 hospitals 
serving the Southeastern States; and contemplated modernization of Oteen would 
increase our bed loss by approximately 1,000. 

These adjustments seemed reasonable in view of the reduced demands for tuber- 
culosis beds and in view of the reasonable stability in the size of the veteran 
population throughout this area. The one exception exists in the State of Florida 
where our hospitals are experiencing the most critical increase in requests for 
hospitalization of any area in our Nation. This can be directly related to an 
increase of almost 50 percent in the veteran population of Florida during the 
past 5 years, as well as the fact that a sizable proportion of that increase has 
been in the older age group. ‘Retirement’? communities throughout the State 
are growing and bringing to the State increasing numbers of disabled veterans in 
need of medical and hospital care. 

At the time of activation of the new building at the Veterans’ Administration 
hospital at Lake City, Fla., the use of building No. 38 for the care of patients 
was discontinued. It had been our intent to convert this for use as nurses’ quar- 
ters and for some supplemental administrative areas. Since then, the number of 
quarters required for housing nurses has been sharply reduced and it is my belief 
that there are other areas of the hospital which can be made available that would 
be adequate for this purpose. Preliminary surveys indicate that building No. 38 
can be modernized to provide approximately 114 beds suitable for the care of 
patients with chronic, long-term illnesses. These represent a growing problem, 
especially in the State of Florida. 

With your concurrence and in accordance with Bureau of the Budget Circular 
A-27, dated June 25, 1948, I propose that a bed-producing project be developed 
for inclusion in the fiscal year 1958 budgev as part of the modernization of this 
station. If approved in principle, the design service will develop detailed costs 
of construction for your consideration. 

Sincerely yours, 
H. V. Hie.ey, Administrator. 


Executive OFrFricE OF THE PRESIDENT, 
BuREAU OF THE BUDGET, 
Washington, D. C., August 17, 1956. 
Hon. Harvey V. HiGuey, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Hiaiey: Reference is made to your letter of July 23, 1956, 
requesting approval of the President under Budget. Circular No. A-27 for the 
Veterans’ Administration to include in a future budget submission a request for 
funds to construct a new 1,000-bed neuropsychiatric hospital at Gainesville, Fla. 
In support of this proposal, you point to the need for neuropsychiatric beds to 
meet the demands of veterans residing in that State arising from the rapid growth 
of the veteran population in Florida, the lack of a Veterans’ Administration neuro- 
psychiatric hospital in the State, and the distances to Veterans’ Administration 
hospitals in adjoining States which are providing care for Florida veterans. 

The effect of your proposal would appear to be twofold: (1) It would constitute 
the first restoration of a hospital eliminated in the President’s 16,000-bed cutback 
of the Veterans’ Administration hospital-construction program, and (2) it would 
breach the longstanding policy of the Administration by increasing the number 
of beds available for non-service-connected patients. Approval of your proposal 
would set a precedent which would make it difficult to adhere in the future to 
either of these fundamental policies when faced with demands for additional 
hospital facilities from other localities. 

It has never been contemplated that the Veterans’ Administration should have 
a mental hospital in every State. The 40 Veterans’ Administration neuro- 
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sychiatric hospitals are located in 31 States, leaving 17 States without such 
acilities. Veterans in other sections of the country are also, in some cases, 
further from a Veterans’ Administration neuropsychiatric hospital than the 
veterans in southern Florida. I believe, therefore, that the decision on your 
proposal must be based on the fundamental policies involved rather than on the 
precedent setting basis of attempting to equalize the provision of VA neuropsychi- 
atric beds in Florida as compared to a national average. 

For these reasons, I believe that it is essential to eal without exception, to 
the position that the number of beds available in the Veterans’ Administration 
hospital system should not be expanded, and I cannot recommend to the President 
et he approve your request to construct a 1,000-bed hospital at Gainesville, 

a. 

Sincerely yours, 
PercivaL BrunpDaGE, Director. 





Executive OFFICE OF THE PRESIDENT, 
BUREAU OF THE BuDGET, 
Washington, D. C., November 2, 1956. 
Hon. Harvey V. Hie.ey, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


My Dear Mr. Hictey: In the Veterans’ Administration’s construction pro- 
gram for the fiscal year 1957, there is a project for the modernization of the VA 
center at Mountain Home, Tenn. One of the buildings for which alterations 
are proposed is building No. 2, which presently houses 360 domiciliary members. 
Analysis of the project indicates that the Veterans’ Administration plans to alter 
the buildings so as to provide 160 chronic hospital beds on the ground level and 
first 2 floors, leaving 114 domiciliary members on the fourth floor. Staff of the 
VA Controller’s Office have confirmed this analysis. The effect of the VA project 
is, therefore, to increase the number of general hospital beds from the 600 
presently provided to 728. 

Since it is not the policy of the Adminjstration to provide additional hospital 
beds for non-service-connected veterans, I am not able to recommend that the 
President approve this part of the project. The Bureau of the Budget has no 
objection, however, to the alterations proposed in the other buildings, and if 
you prefer to enorme with the alterations to the other buildings we shall be glad 
to recommend the remainder of the project. In the meantime, we shall await 
your advice in the event you have some alternate plan for building No. 2. 

Sincerely yours, 
PrercitvaL BrunpbaGE, Director. 


June 24, 1958. 
Mr. Rospert MERRIAM, 
Deputy Director, Bureau of the Budget, 
Modingion D. C. 

Dear Bos: This will confirm our conversation and understanding with respect 
to the policy on the conversion of TB beds in the VA hospital system. We 
have agreed that where, in my administrative judgment, there is a need to convert 
TB beds or hospitals to other uses, the VA shall have the right to make such 
conversion. It was further agreed that, where a cut in TB beds could be made 
because there was no TB or other type an lists or other need for conversion, 
such cut in TB beds would be made by the VA. 

Pursuant to our understanding and agreement on this matter, I now propose 
to implement the policy of the conversion of TB beds for other uses during the 
fiscal year 1959 in some few instances where there is a need for such conversion 
in order to carry out the mission of the VA hospital program. 

Sincerely yours, 
Sumner G. WHITTIER, 
Administrator. 








4424 VETERANS’ ADMINISTRATION HOSPITALS 


ExXEcuTIVE OFFICE OF THE PRESIDENT, 
BuREAU OF THE BuDGET, 
Washington, D. C., July 7, 1968. 
Hon. Sumner G. WuHittTIER, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 

Dear Mr. WuirttierR: Thank you for your letter of June 24 confirming our 
understanding with respect to the policy on conversion of tuberculosis beds in 
Veterans’ Administration hospitals. The Bureau agrees that the VA shall have 
the right to make conversions of TB beds when there is need to convert them to 
other uses. Except in such instances, TB beds will be closed when they are no 
longer needed. In carrying on this policy, it should, of course, be understood 
that it is subordinate to any overriding policies which may be established by 
way of limitation on operating beds or daily patient load, and any financial 
limitations which may be imposed by reason of appropriation action. 

It is essential that our staffs work together in the forthcoming period of prepa- 
ration for the 1960 budget and complete our respective analyses and recommenda- 
tions as to future policies as contemplated by the President when he transmitted 
the hospital study to the House Veterans’ Affairs Committee on June 13. 

incerely yours, 
Rospert E. Merriam, 
Deputy Director. 


The CHArRMAN. Just so we will have our ground rules straight, I 
want to ask you one question first. 

Mr. Wuirtier. Surely, sir. 

The CuarrMaNn. Is this action on laundries your desire, or is it at 
the direction of the Bureau of the Budget? 

Mr. Wuirtirer. The action on laundries is the result of a Bureau 
directive, 57-7, which, I guess, is quoted in the record which I just 
submitted. In a broad sense, I believe in that principle. If you ask 
specifically about laundries, I believe that is a question which has to 
be examined in the context of the individual situation. 

Fundamentally, what I think it adds up to is that all we are doing is 
making a test. I would prefer to have the more general answer to 
that question from the Medical Department. 

The CHarrMan. May we have that bulletin placed in the record? 

Mr. WuirtieEr. Yes, sir. 

(The document referred to follows:) 


Executive OFFicE OF THE PRESIDENT, 
BUREAU OF THE BuDGET, 


Washington, D. C., February 5, 1957. 


BULLETIN NO. 57-7 


To the Heads of Executive Departments and Establishments 


Subject: Commercial-industrial activities of the Government providing products 
or services for governmental use. 

1. Purpose.-—Bureau of the Budget Bulletin No. 55-4 of January 15, 1955, 
established policy and initiated a review of commercial-industrial-type activities 
conducted by the Government that provide services or products for its own use, 
which can be procured from private enterprise through ordinary business channels 
(referred to as commercial activities). his bulletin gives further instructions 
with respect to (a) the evaluation of commercial activities classified as services, 
(b) the termination of commercial activities, and (c) the starting of new commercial 
activities. 

GENERAL POLICY AND ITS INTERPRETATION 


2. Policy.—It is the general policy of the administration that the Federal 
Government will not start or carry on any commercial activity to provide a 
service or product for its own use if such product or service can be procured from 
private enterprise through ordinary business channels. Exceptions to this policy 
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shall be made by the head of an ney only where it is clearly demonstrated in 
each case that it is not in the public interest to procure such product or service 
from _— enterprise. 

3. Meaning of certain terms.—The following interpretations apply to the 
preceding paragraph: 

(a) In determining whether an activity is “commercial” in nature and ‘‘can 
be procured * * * through ordinary business channels,’’ reference may be made 
to the Standard Industrial Classification Manual, to the availability of the service 
or product on a competitive basis, and to ordinary business practice with respect 
to procurement thereof. The inclusion of an activity in the manual will be gen- 
erally considered indicative that it may be procured through ordinary business 
channels. There will be excluded as noncommercial, however, those functions 
which are a part of the normal management responsibilities of a Government 
agency or a private business of comparable size (such as accounting, personnel 
work, and the like). Information as to both source and ability of private enter- 

rise to provide a product or service may be secured from the Business and 
efense Services Administration of the Department of Commerce. 

(b) “Activities * * * for its own use” includes the activities of producing a 
service or product primarily for the use of the Government (whether the same 
agency or other agencies), even though some portion of the product or service is 
sold or given to the public. It includes activities which are to provide a service 
or product for the use of a Government agency in its official duties, even though 
the agency is engaged in carrying out a service to the public (e. g., the manu- 
facture of mail bags or the generation of power at a Government institution). 
However, it excludes the activities of producing a service or product primarily 
to be sold or given to the public (e. g., the generation of power for sale to the 
public) and those primarily for the employees (e. g., the provision of quarters for 
rent to employees at remote locations). 

The fact that this bulletin does not deal with products or services provided 
directly to the public in no way relieves the agencies of keeping such activities 
under constant review and reevaluation as to the need for the Government to 
carry on such activities. 

(c) “Start’’ means to begin any activity of a commercial nature in a location 
where it was not previously carried on by an agency within the preceding 12 
months. 

4. Costs and prices.—The relative costs of Government operation compared to 
purchase from private sources will be a factor in determining whether to start or 
carry on a commercial activity in those cases where the agency head concludes 
that the product or service cannot be purchased on a competitive basis and cannot 
be obtained at reasonable prices from private industry. 

Prices may be considered reasonable when the price to the Government is not 
greater than the lowest price obtained by other purchasers, taking into considera- 
tion volume of purchases and quality of the products or services. 

In those cases where the product or service cannot be purchased on a competi- 
tive basis, nor at a reasonable price on a noncompetitive basis, it may be necessary 
to make a comparison of prices with costs of Government operation. In doing 
so, the costs of Government operation should be fairly computed and complete, 
covering both direct and indirect costs, including elements not usually chargeable 
to current appropriations, such as depreciation, interest on the Government’s 
investment, the cost of self-insurance (even though it is unfunded); there shall 
also be added an allowance for Federal, State, and local taxes to the extent 
necessary to put the costs on a comparable basis. Care must also be exercised to 
see that the costs of procuring material from private sources are fairly computed 
and complete. They should be truly representative of the lowest price the 
Government would pay for the quantity and quality needed, taking into account 
all applicable indirect costs of the Government for such procurement. 


EVALUATION OF SERVICES 


5. Scope of evaluation.—Each agency shall make an evaluation of all its com- 
mercial activities which are classified as services in volume II of the Standard 
Industrial Classification Manual, division I, group Nos. 70-89, inclusive. Reports 
shall be made thereon with the following exceptions: 

(a) There may be excluded activities which are outside the continental United 
States and the Territories of Alaska and Hawaii. 

(6) Any activity at any one location which involves an equipment investment 
of less than $5,000 and a product or service with an approximate annual value 
of less than $25,000 shall be excluded. 








4426 VETERANS’ ADMINISTRATION HOSPITALS 


(c) Government-owned, contractor-operated facilities may be excluded. 

Evaluation reports should include all service activities previously reported in 
agencies’ inventories and other such activities as were subsequently established 
or were not previously reported. 

6. Purpose of evaluation.—In making the evaluation the agency will (a) deter- 
mine whether or not each of these service activities should oe continued in the 
light of the policies set forth in sections 2 to 4 above, (b) determine whether 
statutory changes are necessary to permit discontinuance, and (c) take appropriate 
steps to discontinue activities on the basis of the evaluation. In any case where 
it is determined to continue an activity, it should be curtailed in scope and volume 
to the extent practicable. 

7. Reports on evaluation.—Three copies of the evaluation reports, exhibit 57-7A 
(copy attached), shall be submitted to the Bureau of the Budget on or before 
April 15, 1957. Up to 60 copies of this report form may be secured from the 
Bureau of the Budget Publications Unit, saa 146, extension 616; if more copies 
are needed, the agencies should have them reproduced. 

8. Applicability to the Department of Defense.—A special time schedule is being 
established for the evaluation of service activities in the Department of Defense. 


TERMINATING COMMERCIAL ACTIVITIES 


9. Prompt and orderly action.—Except where statutory change is necessary to 
permit discontinuance of an activity, the agencies shall discontinue or curtail 
each commercial activity as soon as the agency head determines that it is reason- 
ably possible to do.so. Each agency shall exercise diligence in carrying out such 
actions in an orderly way and shall proceed on a reasonable time schedule. 
Adequate notice shall be given to the community and employees in advance of 
discontinuance or curtailment, and each agency shall assist employees as neces- 
sary in finding other employment. Where statutory change would be necessary 
to permit discontinuance, the agency head shall seek such changes promptly, 
submitting drafts of legislation or appropriation language, as may be required, 
to the Bureau of the Budget in the usual manner. 


CONTROL OVER STARTING NEW COMMERCIAL ACTIVITIES 


10. Steps to be taken before establishing new activities—No new commercial 
activity shall be started until, as a minimum, the head of the agency has: 

(a) Ascertained that the product or service is necessary to the conduct of a 
governmental function. 

(6) Provided a reasonable opportunity for private enterprise to indicate its 
ability to furnish the product or service. 

(c) Determined, on the basis of the response from private enterprise, that the 
product or service cannot be supplied on a competitive basis or at reasonable 
price through ordinary business channels. 

(d) Determined that it is not in the public interest to procure the product or 
service from private enterprise, either because it is not available on a competitive 
basis or at a reasonable price (as found under step (c) above), or because of over- 
riding considerations of law, national security, or national policy. 

(e) Made an adequate record that the foregoing steps have been taken. 

Steps (6) and (c) may be omitted in those cases where overriding considerations 
of law, national security, or national policy require that the activity be conducted 
as a Government operation, but in such cases the head of the agency shall make an 
appropriate record of his findings and conclusions to that effect. 

11. Reports on new starts —Each agency will make a report to the Bureau of the 
Budget by April 1, 1957, setting forth the following information with respect to 
each new activity approved for starting during the period from its previous 
inventory report to December 31, 1956, unless it involves an equipment investment 
of less than $5,000 and a product or service with an approximate value of less than 
$25,000. 

(a) Type of activity. Use the classification code number and title set forth in 
the Standard Industrial Classification Manual, and add such descriptive words as 
are needed to indicate exactly the activity being reported. 

(b) Location. 

(c) Purpose. 

(d) Volume of capital assets on hand and on order as of December 31, 1956. 

(e) Average current (December 31, 1956) number of employees and average 
number contemplated when activity is in full operation. 

(f) Reasons requiring the establishment or expansion of the activity. 
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(g) Date of determination. 
Agencies should keep appropriate records centrally in order that they may 
prepare similar reports in the future as may be required. 
y direction of the President: 
PercivaL F. BrunpaGe, Director. 


ATTACHMENT A 
INSTRUCTIONS FOR EVALUATION REPORT ON SERVICE ACTIVITIES 


Section A.—This section is to be filled out on all service activities. Answer 
only those questions which are applicable. 

1. Use the industrial title from the Standard Industrial Classification Manual 
which describes the activity at the highest organization level that can be analyzed 
as a separate commercial activity, even though it may have a number of commer- 
cial activities as components. 

2. Use the code number corresponding to the title from the Standard Industrial 
Classification Manual. 

3. Refer to the proper page and line of the agency’s inventory report previously 
submitted. If the activity was subsequently established, or had not previously 
been reported in the inventory, it should be indicated. 

4. This should be the number of similar installations. Exclude those reported 
elsewhere as a part of another major activity. 

5. If there are relatively few such festnliohients give their location. If there 
is a larger number of such installations, use some descriptive term, such as ‘‘at all 
dam construction sites’’ or ‘‘one in each seaboard State.” 

6. Show as subordinate activities the types listed in the Standard Industrial 
Classification Manual which form a part of the major activity listed in No. 1. 

7. This should be an estimate of the total expenditures attributable to the 
activity for the fiscal year 1956. " 

8. This should be an estimate of the total expenditures attributable to the 
activity for the fiscal year 1957. 

9. Show the number of employees assigned to the activity who were included 
on the standard form 113 report to the Civil Service Commission and the number 
of military personnel assigned to the activity. 

10. If the number of employees shown in No, 9 is not representative of the 
normal or seasonal size of the operation, explain the seasonal character and give 
figures which reflect the maximum employment during the peak season. 

11. On a percentage basis, account for the disposition made during fiscal year 
1956 of the service. 

12. The value of land and buildings should be the same (initial cost) as reported 
to the General Services Administration in connection with its survey of real 
property holdings. For assets, if any, which are not included in the GSA survey, 
use the same concept of initial cost, or the best estimate thereof, in setting the 
asset figure. This concept should also govern the value placed on equipment which 
was not covered by the GSA survey. 

13. Check the block which indicates the authority and circumstances under 
which the activity is conducted. If it is required by law check ‘‘Required.” 
If it is specifically authorized but not required by law, check ‘‘Specifically author- 
ized.’’ If it is not specifically authorized or required but has been the subject 
of specific congressional approval in appropriation acts or some other legislation, 
check ‘‘Congressional approval’ and explain the circumstances. If there is no 
specific approval, but the agency considers that its basic legislation authorizes 
the activity, check ‘‘General authorization.’’ Use the ‘‘Other’ block only if none 
of the previously mentioned categories is applicable, and explain the circumstances. 
Wherever there is legislation under which the activity is authorized, give the 
United States Code citation. 

14. Indicate by a check what the agency head determines is to be done about 
the continuation of the activity. Check the block ‘Eliminate’ if the Govern- 
ment operation is to be closed and: the facilities disposed of. Check ‘“Curtail’’ 
if the volume of activity is being reduced but the activity will continue as a Gov- 
ernment operation. ‘‘Continue’’ will be used to denote the decision by the agency 
head that it is not in the public interest to procure the product or service from 
private enterprise. Check ‘‘Other’’ if the activity is being converted to a con- 
tractor-operated basis or some combination of ways of procuring the product. 
If the “Other” block is checked, give a brief explanation of what is to be done. 

Section B.—This section should be completed for all activities on which No. 14 
is not checked “Continue.” 








4428 VETERANS’ ADMINISTRATION HOSPITALS 


15. State exactly what is to be done. 

16. Show the date on which the activity has been or will be eliminated, cur- 
tailed, or otherwise modified. 

17. If the agency head’s determination is not yet in effect, indicate the extent 
to which negotiations or other actions have progressed on the date of the report. 

18. If the agency head’s determination cannot be carried out because of existing 
aaa summarize any legislative proposals being submitted to the Bureau of the. 

udget. 

19. If the assets which were used in the conduct of the activity are to be sold 
or otherwise disposed of, so indicate. If they are not to be disposed of, give 
reasons. 

20. If any of the assets have been disposed of, show the amount recovered from 
their sale. If they have not been but will be later, indicate an estimated amount 
to be recovered, adding “estimate.”’ 

21. Use the same basis for determining the value of the assets being retained as 
was used in estimating the value of the capital assets in No. 12. 

22. There will normally be an entry on line 2 and in addition there may be one 
on line 1 or 3, depending on the action being taken. The first line should show 
savings. The second should show amounts formerly spent for Government 
operations which hereafter will be spent for procurement of the product by direct 
purchase or contractual arrangements. The third line should show any increase 
in out-of-pocket costs of procuring the product, whether or not additional appro- 
priations will be Seaaee The last line will be used for any other circumstances 
which will prevail. These need not be exact figures developed by a cost study but 
may be estimated amounts. 

23. The changes in the numbers of persons engaged in the activity will be re- 
lated to the answer on No. 9. The number eliminated does not necessarily mean 
that employment of the particular individuals will be terminated but it does mean 
that the personnel requirements of the agency will be reduced to that extent so far 
as the activity is concerned. 

Section C.—This section is to be completed whenever the agency head decides 
that the activity is to be continued as a direct Government operation. 

24. This justification must be complete, showing the reason why the agency 
head has decided that there is a clear demonstration that it is not in the public 
interest to procure such service from private enterprise. 

25. If unavailability of the service commercially is a reason given in No. 24, 
this item will be used to indicate the circumstances under which the service is 
provided by private enterprise under normal business conditions. It should also 
indicate whether the geographical location of the activity is such that private 
enterprise is not in a position to fill the agency’s needs. This should be answered 
only after specific analysis of the problem and must include a description of the 
steps which the agency has taken to be sure that private industry either can or 
cannot furnish the agency’s needs. 

26. If relative costs have been computed in accordance with the conditions set 
forth in section 4 of the bulletin, the answer in No. 24 should explain the method 
of determining that the product or service cannot be purchased at a reasonable 
price on a competitive basis, and this item (No. 26) will be used to make a com- 
parison of prices with costs of Government operation. This statement should 
show both the results of the comparative cost analysis and the elements which 
have been used in determining the Government cost, both as a direct operation 
and if the service is secured from private industry. 


The CHarrmMan. You mean by that you would like Dr. Middleton 
to give his thoughts? 

Mr. Wuittier. Yes, sir. 

Dr. Mipp.Leton. Mr. Chairman, the question of the hospital 
operation of the laundry is a moot one. In general, it is the belief of 
the medical profession that laundries are a part of hospital operation. 
This matter, under the pressure of bulletin 57-7, was the subject of 
discussion for some months and finally, in compromise, there was a 
decision that six laundries representing varying problems would be 
put on a trial basis of letting out a contract to commercial firms. 

This was a pilot plan which was to go for a period of a year, and 
then to be reevaluated. That is the condition in which we find 
ourselves at the present time. 
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The CuarrMan. Doctor, do you remember a letter you wrote to 
Mrs. Kelly, a Member of Congress, back in June of 1957? 

Dr. Mrppieton. You would have to give me the context of it, sir. 

The CaarrmMan. May I read it to you. 

Dr. Mippieton. Please. 

The CuHarrMan. It is a letter dated June 12, 1957, to Hon. Edna 
F. Kelly, House of Representatives, Washington, D. C. 

Dear Mrs. Ketty: Reference is made to your telephone request of June 6, 
regarding laundry service at our Brooklyn, N. Y., hospital during the fiscal year 
1958. 

The appropriation requested for the fiseal year beginning July 1, 1957, includes 
funds based on estimated costs experienced in Veterans’ Administration operated 
laundries. The bids received 01 contract laundry service are greater than costs of 
Veterans’ Administration operated laundry service. 

The increased cost of contract laundry service cannot be absorbed without 
detriment to other phases of hos»ital operations. Accordingly, the Veterars’ 
Administration cannot at this time accept contract laundry service which will 
reauire cash expenditures substantially in excess of present costs. 

Your i> terest in this matter is greatly appreciated. 

Sincerely yours, 
Witiiam S. Mippieton, M. D., 
Chief Medical Director. 


The Veterans’ Administration in a publication of their own for 
fiscal year 1955 had the following to say: 

(a) The overall average cost per pound is $0.037 and includes average costs of 
$9.036 ner pound for laundry processed by VA, $0.091 per pound for laundry 
processed by commercial contract laundries and $0.078 per pound for laundry 
processed by other United States Government agencies. 

Dr. Mippurron. Yes, sir, I recall very vividly. 

The Cuarrpman. Then you are saying generally that is true, but 
specifically it is not true? 

Dr. Mipp.eton. In general that is true, and that is the position of 
physicians in general, both in and out of the Government. However, 
the question ‘which has been posed to us is the matter of small- 
business competition. In that light there was the decision to make 
this pilot study in six areas that T have cited. 

The Cuarrman. Doctor, as I understand it, the New York City 
23d Veterans Hospital, the New York C ity Bronx Hospital, Mount 
Alto, Columbia, S. C., Nashville, Tenn., and Jackson, Miss., are those 
involved. 

Dr, Mippieron. That is correct, sir. 

The CuairMan. Doctor, are you going to contract for laundry 
service at any station where it costs more? 

Dr. MrppLeron. May I refer this to Dr. Zink, who has followed 
this question through. 

Dr. Linus Zink (Assistant Chief Medical Director—Operations, 
Department of Medicine and Surgery). The question of costs, Mr. 
Teague, of course, is one of the things we intend to find out during 
this test which Dr. Middleton spoke of. The cost accounting system 
we presently use has not been serviceable to tell us exact comparable 
costs between our operation and that which would be involved in 
contracts. 

The Cuatrnman. I am sorry, I missed part of that. You say you 
do not have figures to provide the costs? 

Dr. Zink. That is correct, sir, when you take into consideration 
all of the factors which would ne cessarily be involved in determining 
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total costs to the Government. The costs Dr. Middleton’s letter to 
Mrs. Kelly referred to were our normal operating costs, which do not 
include and have not in the past included depreciation of equipment, 
insurance, taxes, and items such as that which the commercial people 
must consider. 

Mr. Whittier has had developed and there will be put into effect 
for this test a new accounting system for laundries which will definitely 
get us that information so that at the end of this year’s test we will be 
able to draw a true and accurate comparison of total costs of the 
Government-operated laundries with contract laundry prices. 

The CHarrMaNn. The figures we have indicate, for example, that 
at Nashville, Tenn., it would cost $132,706 more on contract than to 
operate your own laundry. At Washington, D. C., it would cost 
$58,472 more than it would cost to operate your own laundry. It 
would cost about $12,000 more in Columbia, 8. C. I do not have a 
figure for Jackson, Miss. 

Srarr Director. Mr. Chairman, I would like to address this 
question to Dr. Zink. 

Dr. Zink, of course you are familiar with the form letter which 
went to each of these stations directing them to secure bids. That 
form letter contained this sentence after directing them to obtain the 


bids: 

Your primary fund allocation will then be adjusted to provide the additional 
funds if such are required. 

The chairman just read figures furnished by the stations as to the 
amounts of money they have advised you will be additionally necessary 
if they are to operate next year with commercial services. My 
question to you is this, Dr. Zink: You have a certain amount of money 
appropriated by the Congress for inpatient care. Each of these 
stations is advising you that it will require an additional advancement 
of funds to procure these services from a private contractor. Is it not 
a fact, then, that parts of this money which have been appropriated 
for inpatient care by the Congress will now be expended for these 
additional costs resulting from the commercial services rather than 
going, as it normally would have, to the care of the patient? 

Dr. Zink. To answer your question, sir, the money certainly will 
come out of the 8400 program. We have been advised by the Bureau 
of the Budget that they have included in their estimates and there 
will be included in their allocation to us a sum of approximately 
$500,000 to cover these increased costs. 

StaFF Director. That is in fiscal year 1959? 

Dr. Zink. Yes, sir. 

Starr Direcror. So if that does come about, the Bureau of the 
Budget will give you additional money to cover these additional costs 
which otherwise would come out of patient care? 

Dr. Zinx. This is my understanding. 

Mr. Rozert W. Wise (Director, Budget Service, Department of 
Medicine and Surgery). We were advised that the $500,000 is 
included in the bill now pending before the conference committee. 

Mr. Wuirtier. Mr. Chairman, if I may summarize the situation 
here involved, I think what occurs is that you have two principles 
equally important which come into contention. The first orinitiple is 
a very basic and very general one in a democracy, and that is whether 
or not small business and private industry are going to do something 
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that it can properly and adequately do as opposed to having the 
Government do it. 

As you know, there have been literally thousands of examples, 
some in Massachusetts and I am sure a number in Texas. This is 
one of the specifics. That is a very great principle with which all 
the Members of Congress have to deal almost daily in one way or 
another. 

There is another principle involved here, and that is how are the 
patients in the hospitals to get the best possible care? Can they get 
it commercially? Can they get it if they have their own laundries? 
There must be a balance between these two principles. 

As to cost, as the doctor says, cost is moot. This is a debate which 
is endless. [I do not know that we can find an answer here today. 
Certainly it will cost more in the budget, whether in the overall 
picture with the Government it costs more or not. TVA argues this 
endlessly in a thousand forms. You find this very question there. 
I am sure that I do not know the exact answer, nor am I wise enough. 

My feeling is if we do nothing that will injure patients and we 
provide to the patients the very best care they deserve in laundr 
service and everything else, wad can at the same time permit small 
business and private industry to handle the contract, then probably 
we are doing the wise thing. Because no one of us could answer the 
question completely and adequately, we decided to run these tests to 
see if we could not ascertain the right solution. 

Another question came in and another principle-——— 

The CHAIRMAN. You are saying that the patient will get just as 
good care or better care by this change? 

Mr. Wuirtrer. We are saying if they are not, we cannot be in 
favor of that change and will so recommend to the Bureau of the 
Budget. The patients’ care must be primary. 

The CuarrMan. Are you aware that different groups have said they 
will not get as good care, including the American Hospital Association 
and the Metropolitan Institutional Laundry Managers Association? 

Mr. Wuirtiger. I am aware that there are some groups who have 
said that. 

The CHatrRMAN. Furthermore, Mr. Administrator, from what we 
can gather, it surely will cost more. When the Bureau of the Budget 
recommends that you do something which costs more, I am just as 
suspicious of them as I am of a Texas rattlesnake. In every other 
phase of the veterans hospital program they clip and cut. Suddenly 
we find a spot where they recommend increased costs. 

Mr. Wuirtier. That would indicate an increase in the broad sense. 

The CuarrmMan. They are either in the laundry business or some- 
thing is wrong, one or the other. 

Mr. Wuirtier. I think their motives are finer than that, sir. 

The CuHarrman. I hope you are right. 

Mr. Wurrtier. I think this was not recommended originally by the 
Bureau of the Budget. I think the Hoover Commission and a number 
of other studies on the National Government and Federal Government 
have indicated the principle of permitting private industry to do what 
it can rather than have public facilities take over. That has been 
stated over and over. 
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The CuarrMan. Let us take, for example, the American Hospital 
Association. They have encouraged their institutions to create their 
own laundries. Here are about 10 of their reasons. 


1. The hospital has better control of the linens throughout the total linen proc- 
ess, from the storeroom, to the laundry, to the using unit. 

2. The hospital laundry has better control of washing formulas used to clean the 
linens. 

3. Generally, a small inventory of linen is needed. It is much easier to take 
care of emergencies if the linen can be laundered in the hospital. 

4. Space must be provided for a central linen room, sewing room and room for 
marking and repairing linen, regardless of the method ‘of laundering. In addition 
to this, extra space is usually required to store soiled linens prior to pickup by a 
commercial concern. 

5. There is frequently the possi! ility of the commercial laundry closing down 
due to strikes, poor management and a variety of reasons which would deprive the 
hospital of its laundry service. 

6. There is little guaranty that the prices will remain stable once the hospital 
has committed itself to a commercial laundry operation. 

7. The actual cost of a hospital-operated laundry varies from 4% to 7 cents a 

ound. Most commercial concerns are charging approcimately 9 cents a pound 
or hospital linen. 

8. In 1958, 70 percent of the hospitals of over 100-hed capacity and over 50 

recent of the hospitals of 50- to 100-bed capa’ity operated their own laundry. 

hese figures have increased somewhat since 1955. 

9. It usually requires 1 laundry employee for every 12 or 13 hospital beds. ° 

10. Water consumption will increase approximately 2,500 cubic feet per bed per 
year, if your hospital starts operating its own laundry. 


(Letters from American Hospital Association dated March 7, 1958, 

and May 6, 1958, follow:) 
AMERICAN Hospitrat ASSOCIATION, 
March 7, 1958. 
Mr. R. Von Kroun, 
Administrator, Josephine General Hospital, 
Grants Pass, Oreg. 

DEAR Mr. Von Kroun: This is answer to your letter of January 28 

I understand the American Hospital Association Library has forwarded to you 
on a loan basis, a number of articles dealing with the relative cost of hospital 
laundries as compared to having the hospital linen done by a commercial laundry. 

In addition to the information contained in the article, the following information 
may be helpful in presenting the case for hospital-operated laundries: (1) The 
hospital has better control of the linens throughout the total linen process, from 
the storeroom, to the laundry, to the using unit. (2) The hospital laundry has 
better control of washing formulas used to clean the linens. (38) Gener: ally, a 
small inventory of linen is needed. It is much easier to take care of emergencies 
if the linen can be laundered in the hospital. (4) Space must be provided for a 
central linen room, sewing room, and room for marking and repairing linen, 
regardless of the method of laundering. In addition to this, extra space is usually 
required to store soiled linens prior to pickup by a commercial concern. (5) There 
is frequently the possibility of the commercial laundry closing down due to 
strikes, poor management, and a variety of reasons which would deprive the 
hospital of its laundry service. (6) There is little guaranty that the prices will 
remain stable once the hospital has committed itself to a commercial laundry 
operation. (7) The actual cost of a hospital-operated laundry varies from 4% to 
7 cents a pound. Most commercial concerns are charging approximately 9 cents 
a pound for hospital linen. (8) In 1955, 70 percent of the hospitals of over 100- 
bed capacity and over 50 percent of the hospitals of 50- to 100-bed capacity 
operated their own laundry. These figures have increased somewhat sinee 1955. 
(9) It usually requires | laundry employee for every 12 or 13 hospital beds. 
(10) Water consumption will increase approximately 2,500 cubic feet per bed, per 
year, if your hospital starts operating its own laundry. 

I know you are familiar with the Hospital Laundry Manual of Operation 
published by the American Hospital Association. This manual is considered to 
be especially helpful to hospitals operating their own laundries, and serves as @ 
handbook for the laundry manager. 
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The type of equipment which your hospital would need is difficult to specify 
at this time. It is suggested that you contact a laundry machine supplier and 
invite him to go over your requirements and the area which you have available, 
taking his suggestions into account when and if you plan your own laundry. 

I hope this information is helpful to you and please feel free to write us again 
at any time. 

Sincerely yours 
G. A. WrIDEMIER, 
Staff Representative, Council on Administrative Practice, 





AMERICAN HospiTraL ASSOCIATION, 
May 6, 1958. 
Mr. J. H. Swarrorp, 
Chief, Specifications and Research Division, Design Service, Veterans’ Admin- 
istration, Washinyton, D. C. 


Dear Mr. Swarrorp: This is in answer to your letter to the American Hos- 
pital Association asking for information on the comparative cost of hospital- 
operated laundries as against contract with commercial laundries. 

It is generally agreed that it is more economical for hospitals to operate their 
own laundry. Several articles have been published on this subject, and we will 
ask the Asa 8. Bacon Library to forward copies of the following to you on a loan 
basis. 

Hospital Laundry Costs Versus Commercial Laundry Prices. Frank G. 
Bruesch. Hospitals 27: 123-4 Je 53. 

It Pays To Operate Your Own Laundry. Heywood M. Wiley. Hospital 
Management 82: 118 O 56. 

Why We Reopened Our Laundry. Wallace E. Salovich. Hospital 
Management 82:118 N 56. 

Despite Precedent, This Smaller Hospital Laundry Pays. H. F. Hancox. 
Hospitals 31: 78-9 Mr 1 57. 

In addition to the information contained in the articles listed above, the follow- 
Ing information may be helpful in considering the case for hospital-operated 
laundries: ,1) The hospital has better control of the linens throughout the total 
linen process, from the storeroom, to the laundry, to the using unit. (2) The 
hospital laundry has better control of washing formulas used to clean the linens. 
(3) Generally, a smaller inventory of linen is needed. It is much easier to take 
care of emergencies if the linen can be laundered in the hospital. (4) Space must 
be provided for a central linen room, sewing room, and room for marking and 
repairing linen, regardless of the method of laundering. In addition to this, extra 
space is usually required to store soiled linens prior to pickup by a commercial 
concern. (5) There is frequently the possibility of the commercial laundry clos- 
ing down due to strikes, poor management, and a variety of reasons which would 
deprive the hospital of its laundry service. (6) There is little guaranty that the 
prices will remain stable once the hospital has committed itself to a commercial 
laundry operation. (7) The actual cost of a hospital-operated laundry varies 
from 444 to 7 cents a pound. Most commercial concerns are charging approx- 
imately 9 cents a pound for hospital linen. (8) In 1955, 70 percent of the hos- 
pitals of over 100-bed capacity and over 50 percent of the hospitals of 50, to 100-bed 
capacity operated their own laundries. These figures have increased somewhat 
since 1955. (9) It usually requires 1 laundry employee for every 12 or 13 hospital 
beds. (10) Water consumption will increase approximately 2,500 cubic feet per 
bed per year, if your hospital starts operating its own laundry. 

If we can be of further service, please feel free to write us again. 

Sincerely, 
G. A. WEIDEMIER, 
Staff Representative, Council on Administrative Practice. 


Mr. Wuirtier. Mr. Chairman, I think that is based on the same 
principle on which the VA would base its decisions, and that is how 
do you render the best possible care to the patient. I think our 
medical department would insist that that be maintained. Private 
hospitals, however, are not concerned with the other principle, which 
is public versus private. Whether the private hospital does its own 
laundry or whether it is done commercially, it is still being done 
privately. 
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There is one other principle involved here which I would like to 
mention, and that is our deep concern for our employees. The 
Veterans’ Administration has an obligation to the people who work 
for it, and they are a matter of our continuing concern. 

Had it not been for these two important principles by which we try 
to live, we would have obeyed completely the Bureau directive. 
The reason we have gone so slowly and the reason we have done it 
on a very small test basis is because we do have concern not only 
for the Bureau directive based upon principle, but for the other princi- 
ples which in this instance are in contention with it. 

The Cuarrman. Let me read you what the Metropolitan Institu- 
tional Laundry Managers Association told this committee. I will 
tell you if I could be convinced that the veterans would get better 
service and that it is just as cheap, I would be for giving the laundry 
business to private concerns. But from what I can find out so far 
I do not feel that way. 

As I understand, the Metropolitan Institutional Laundry Managers 
Association is made up of managers of large laundries of privately and 
publicly owned hospitals throughout the country. 


Under instructions of this association, I, as secretary, wish to inform you that 
this association is registering strong objection to any such move. It is an estab- 
lished fact, proven time and again, that a well-managed institutional laundry can 
do a more economical job of textile maintenance, affording much better patient 
care, than can any commercial laundry. The savings in costs could amount to 
millions of dollars in 1 year. 

At a time when work simplification, methods improvements, and suggestion 
awards programs to reduce costs are being emphasized throughout Government 
installations, it is economically unsound and wasteful to award contracts without 
considering comparative costs. It is economically unsound and wasteful to 
scrap machinery that has many more years of use. It is economically unsound 
and wasteful of materials to send the work out, for it would mean increased linen 
inventories, greater losses, and needless sorting, counting, and checking. 


We think we have pretty strong statements on the other side of the 
question. 
(The letter referred to follows:) 


Jewish War VETERANS 
OF THE UNITED STATES OF AMERICA, 
Washington, D. C., June 18, 1958. 
Hon. Ouin E. Teacun, 
Chairman, Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Dear Mr. Cuarrman: I appreciate your letter of June 13, acknowledging the 
correspondence about the shutting down of the laundry facilities at the Bronx 
Veterans’ Administration hospital. I also understand the inhibitions which exist 
about interfering with what may be strictly administrative functions. 

I am enclosing a copy of a letter just received on this laundry subject from an 
Association of Institutional Laundry Managers. Judging from the affiliations of 
the committee chairman, it would appear that there are many hospitals, depart- 
ment stores, and hotels which are not controlled by governmental authorities 
and which are managed by boards of directors who are business executives. 
Apparently, those directors have decided, on a purely economic basis, that operat- 
ing a laundry within their organizations has distinct advantages over sending their 
laundry work to a commercial laundry. 

Perhaps the Budget Bureau will, someday, take a lesson from practical business- 
men. 

With kindest regards, 

Cordially, 
BERNARD WEITZER, 
National Legislative Director. 








VETERANS’ ADMINISTRATION HOSPITALS 4435 


MeErTrRopouitaN INSTITUTIONAL LAUNDRY MANAGERS ASSOCIATION, 
Bronz, N. Y., June 11, 1958. 
Jewish Wark VETERANS OF THE UNITED States OF AMERICA, 
Washington, D. C. 


GENTLEMEN: It has been brought to our attention that the Budget Bureau has 
ordered managers of seven VA hospitals to negotiate for contracts to have their 
laundry work sent out to commercial plants. The comparative cost of doing 
this work will not even be considered in awarding these contracts. The 7 hospi- 
tals affected so far are Bronx, N. Y., New York, N. Y., and 5 others throughout 
the country; eventually, all VA hospital laundries will be closed. 

Under instructions of this association, I, as secretary, wish to inform you that 
this association is registering strong objection to any such move. It is an estab- 
lished fact, proven time and again, that a well-managed institutional laundry can 
do a more economical job of textile maintenance, affording much better patient 
eare, than can any commercial laundry. The savings in costs could amount to 
millions of dollars in 1 year. 

At a time when work simplification, methods improvements, and suggestion 
awards programs to reduce costs are being emphasized throughout Government 
installations, it is economically unsound and wasteful to award contracts without 
considering comparative costs. It is economically unsound and wasteful to 
scrap machinery that has many more years of use. It is economically unsound 
and wasteful of materials to send the work out, for it would mean increased 
linen inventories, greater losses, and needless sorting, counting, and checking. 
Actually, millions of man-hours would be fruitlessly wasted. It is economically 
and morally unsound to create unemployment by closing these laundries. In 
these days of serious unemployment, it just doesn’t make sense to create more 
unemployment for people who have faithfully served the Government for many 
years. It isn’t fair to the veteran and his family, who comprise a great per- 
centage of the personnel staffing these plants, and it isn’t fair to the patients in 
these hospitals, who deserve the finest service possible. 

Being aware that veterans’ affairs are your primary concérn, and knowing of 
the excellent work you have done on behalf of the veteran, we trust you will give 
this serious matter of maintaining VA hospital laundries the attention it merits. 

Yours truly, 
Irvine Stern, Secretary. 


Mr. Wuirtrier. I am on neither side of the question, and I think 
the VA is on neither side of the question. The VA’s general position 
is not absolute, but is moot. The VA recognizes the principles, and 
the reason that we did not absolutely and completely adopt and 
change laundries is that we knew there were arguments on both sides. 
We decided that, in this scientific age, the best answer was a test, 
and that is what we are making. We will try to make our own test 
in varying sizes of laundries and then, on that basis, determine how 
we shall proceed in the future. 

We, too, have questions on both sides. We recognize the validity 
of both principles. Having seen the contest, we have decided that 
= or examination is the best procedure, and that is what we are 

oing. 

The CuHarrMAN. Do you happen to know Mr. Cullen, up in Salem, 
Mass., president of the National Association of Institutional Laundry 
Managers? 

Mr. Wuirtierr. I do not, sir. I probably know him. I do not 
place him at this moment. 

The CuarrMan. On July 8 he wrote me a letter which says: 

As chairman of the Committee on Veterans’ Affairs, I am sure that you are 
vitally interested in all matters pertaining to the welfare of the veteran, and 
especially those who are patients in our VA hospital facilities. 

It has been brought to my attention that the Director of the Budget, as a 
result of incessant lobbying of the Washington office of the American Institute 


of Laundering, has sent out directives to at least seven VA hospital managers 
to arrange to contract their linen service to commercial laundry establishments, 
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this to be done regardless of cost, inferior quality and service, and the loss of 
jobs to laundry personnel. 

As we did in the past, the National Association of Institutional Laundry Man- 
agers must make formal and vigorous protest against such an unethical, un- 
economical, and, most important, the health hazard not only to our veterans in 
these hospitals, but the hazard to entire communities through the high incidence 
of cross-infection and contamination. 

It has been proven time and again that commercial laundry service offers no 
comparison to in-plant service, both from an economical and quality standpoint. 
These alone should be sufficient reason to warrant serious consideration before 
such an action is taken, yet there are many more reasons why such an action 
should never be taken. 

In a series of surveys undertaken by NATLM in the past 10 years regarding 
in-plant versus commercial laundry service, the following factual conclusions were 
reached in evaluating the advantages and the disadvantages of using commercial 
laundry service for a hospital. 


1. Disadvantages 


(a) Pickup and delivery schedules —In all surveys conducted, pickup and delivery 
schedules were found to be erratic, insufficient, and undependable in all cases. 
This resulted in short supplies, soiled linen left piled up over weekends, causing 
odors and the setting of blood and other stains. Short supplies of clean linen on 
Mondays and Tuesdays, the heavy days, making it necessary to use emergency 
supplies or issuing new linens from stock. 

, (b) Quality of work.—The quality of work left much to be desired, to quote a 
ew: 

(1) Careless handling in ironing and folding. 

(2) Rewash: Items returned to be rewashed for following reasons: 

A. Blood clots ironed into drape sheets. 

B. Heavy blood stains resulting from failure to prerinse or to compensate 
formulas for same. 

C. Juice and @ther stains. 

D. Food particles in pile of terry towels. 


He goes on and on about five pages, which I would like to place in 
the.record at this point. 
(The letter referred to follows:) 


NATIONAL ASSOCIATION OF INSTITUTIONAL LAUNDRY MANAGERS, 
Salem, Mass., July 8, 1958. 
Hon. Ourn E. Teacue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Mr. Teacue: As chairman of the Committee on Veteran’s Affairs, I 
am sure that you are vitally interested in all matters pertaining to the welfare of 
the veteran and especially those who are patients in our VA hospital facilities. 

It has been brought to my attention that the Director of the Budget as a result 
of incessant lobbying of the Washington Office of the American Institute of Laun- 
dering, has sent out directives to at least seven VA hospital managers to arrange 
to contract their linen service to commercial laundry establishments, this to be 
done irregardless of cost, inferior quality and service and the loss of jobs to 
laundry personnel. 

As we did in the past, the National Association of Institutional Laundry 
Managers, must make formal and a vigorous protest against such an unethical, 
uneconomical and most important, the health hazard not only to our veterans 
in these hospitals, but the hazard to entire communities through the high incidence 
of cross-infection and contamination. 

It has been proven time and again that commercial laundry service offers no 
comparison to in-plant service both from an economical and quality standpoint. 
These alone should be sufficient reason to warrant serious consideration before 
such an action is taken, yet there are many more reasons why such an action 
should never be taken. 

In a series of surveys undertaken by NAILM in the past 10 years regarding in- 
plant versus commercial laundry service, the following factual conclusions were 
reached in evaluating the advantages and the disadvantages of using commercial 
laundry service for a hospital. 
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1. Disadvantages 


(a) Pickup and delivery schedules—In all surveys conducted, pickup and 
delivery schedules were found to be erratic, insufficient, and undependable in all 
cases. This resulted in short supplies, soiled linen left piled up over weekends 
causing odors and the setting of blood and other stains. Short supplies of clean 
linen on Mondays and Tuesdays, the heavy days, making it necessary to use 
emergency supplies or issuing new linens from stock. 

; (b) Quality of work.—The quality of work left much to be desired, to quote a 
ew: 

(1) Careless handling in ironing and folding. 

(2) Rewash; items returned to be rewashed for following reasons; 

A. Blood clots ironed into drape sheets. 

B. Heavy blood stains resulting from failure to prerinse or to compensate 
formulas for same. 

C. Juice and other stains. 

D. Food particles in pile of terry towels. 

E. Vomitus in bed linen. 

F. Fecal matter on sheets and draw sheets. 

G. Cigarette butts and ashes left on towels. 

H. Prep hair left in the pile of terry towels. 

I. Urine circles on sheets and draw sheets. 

The surveys found that not only rewash items to be a problem, but very often 
sometimes as high as 50 percent of the rewash items had to be sent back for the 
very same reasons. 


2. Damaged linens 


The surveys revealed that most hospitals were required to mend all damaged 
linen. No arrangement made whereby any of the damage to linens, whether done 
by the hos-ital or the laundry, is repaired by the laundry. No arrangements 
with the laundry whereby damages or lost items were either replaced or paid for. 
Very difficult to place blame in such cases. 


3. Contaminated linens 


Every institution surveyed had some system of handling this classification of 
linens, either by identifying same by using specially marked bags, to autoclaving 
linens before sending them to laundry. In no case was there any evidence of any 
special handling or treating of such linens by the contracting laundries. 


4. Sorting and packaging 
No attempt at sorting or special packaging of linens by classification such as, 


sheets, drawsheets, spreads, etc. Work just packaged as it came through resulting 
in extra handling by hospital personnel. 


&. Conclusions of surveys 


(a) Summary of disadvantages of using commercial laundry service: 

(1) Lack of control over pickup and deliveries. 

(2) Lack of control over laundering cycle and formulas. 

(3) Greater in-service linen inventories required. 

(4) Lack of control over quality of work accomplished, including standards of 
cleanliness, stain removal, and tensile strength losses. 

(5) Lack of control and compensation for damaged and lost items. 

(6) Lack of control over sorting and packaging. 

(6) Summary of advantages listed: 

(1) Freedom from investment in building and equipment, especially where 
space is a problem. 

(2) Freedom from administrative duties and responsibilities over additional 
personnel: 

A. Insurance. 

B. Recruiting, hiring. 
C. Record keeping. 
D. Fringe benefits. 

KE. Supervision. 

As can be readily seen, the results of these surveys offer indisputable proof 
that the disadvantages of a hospital using commercial laundry service, far out- 
weigh the advantages and this is especiilly true where an institution is already 
omeneee with modern nundey, machinery to maintain its own linen service. 

We neglected to enter into the aspect of costs in this report for the simple reason 
reason that it should be obvious that any institution equipped with modern, 
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labor-saving equipment such as is the case in all of our VA installations can 
certainly operate more economically and more efficiently than can any com- 
mercial laundry establishment that must show a profit to stay in business. For 
example, VA Hospital, Madison, Wis., reports the following production and 
cost records (500 beds): 


ne UNNI. COMED. CU. Solos el fle ets 1, 686, 522 
I NG OT, coli dike ody baie petebbbn seondeccwbnn 11.2 
IT LL AR SELL Sine ke caw ceri d ps Wiewilwe & oidet oe wa elas $0. 039 
I a nae so ki unlatinrinlt mi eterenamapere ain At $0. 0285 
Raeees Der DeOuueurs Mmanenour. 2 ee eet 107 
Pounds per productive man-hour- --_-___._.......-.--------------- 77.8 


This report is van of all hospitals who maintain in-plant service and is a 
matter of record. It is inconceivable that any commercial laundry could hope 
to compete with these figures. 

One of the most important matters in this entire situation and one which 
should make everyone concerned stop and think is the matter of contamination 
and cross-infection. Hospital administrators, the medical and surgical profes- 
sion, bacteriologists, the nursing profession, and in fact all departments within 
our institutional field are deeply concerned over the high incidence of cross- 
aoe or staphylococcus aureus throughout this country and in fact the entire 
world. 

It has been established from research conducted in our own hospitals and as 
well as Canada and abroad, that linens used throughout the institution may 
act as a carrier of this highly contagious germ. Our own laundry managers 
through the efforts of their own hospitals, their local associations and the edu- 
cational bureau of NAILM are working hard on this problem and are coming 
up with various procedures through the use of chemical agents, to render linens 
that are bacteria free from washing to washing. 

Considering the seriousness of this situation within the institutional field, it 
is inconceivable that an agency of the United States Government would even 
consider taking this work from efficiently, economically operated plants within 
the VA institutions and contract the work to outside agencies where it would 
be naive to believe that outside contractors would take even minimum precau- 
tions in handling this classification of work. It is certainly within the realm of 
possibility that entire communities would be subject to contamination. 

We, therefore, ask that you and your committee give serious thought to these 
matters, which will directly affect the veteran and his family, the veteran and 
many of his family, who represent a great percentage of the personnel in these 
installations, and to the communities which will be affected by the closing of the 
operations. This action will in no way afford any economy in linen service 
within the institution, will decrease the efficiency and quality of service expected, 
and will, in fact, increase the burden of the already overburdened taxpayer. 

The officers and the entire membership of this organization join with me in 
expressing our hope that you will do everything within your power to forestall 
this action. 

Very truly yours, 
Epwin T. CuLiEn 
President, NAILM. 


Mrs. Rocers. That is a terrible indictment of the work done by 
the laundries. 

The Cuarrman. I wish you would read the rest of this. 

Mr. Teacue of California. Just a question, Mr. Chairman. I 
realize this comparison may not be comparable, but there might be 
some analogy. I am curious as to what most of the hotels in this 
country do. After all, they are privately owned, and they are operated 
for profit. I should think they would adopt a policy either of doing 
their own laundry or of sending it out, based upon decision as to what 
is the most economical method. Does anyone have an answer to 
that? 

The Cuarrman. Mr. Teague, that was discussed before you came 
in. All the evidence we have indicates it will cost more. I think the 
Bureau of the Budget has indicated 
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Mr. Tracue of California. Perhaps you did not understand my 
question, Mr. Chairman. I am seeking information, if anyone has 
it, of what hotels do, understanding, of course, that this is not entirely 
comparable, but there may be some analogy. Does a large hotel, like 
the Mayflower, do its own laundry or send it out? 

SrarrF Drrecror. Mr. Teague, the letter which Mr. Teague of 
Texas has just read from is from an association of institutional man- 
agers, which includes large institutions of all types, made up of hotels, 
Hs 9 and all sorts of large public institutions that have a great 
deal of laundry. 

The only other thing we have on costs is the position of the Ameri- 
can Hospital Association, which deals only with hospitals, not with 
hotel problems. They say: 

The actual cost of a hospital laundry varies from 4!4 to 7 cents a pound. 
Most commercial concerns are charging approximately 9 cents a pound. 

Mr. Teague of California. But they may not consider all the 
factors involved from the tax standpoint, you see. A hotel has to 
figure that. I would be interested in finding out what the Statler 
chain hotels do. Is it cheaper for the Statler hotels to do their own 
laundry or to send it out? 

Mr. Sisk. Mr. Chairman. 

I think you pretty well gave the answer to the question I had in 
mind, Mr. Administrator. 

Contrary to what the Administrator said, I do not necessarily agree 
with one remark you made with reference to it. That has to do with 
the general practice of the large, private hospitals across the country. 
Do they maintain their own laundry service? 

The CHarrMAN. That is what this is supposed to represent. 

Mr. Sisk. I appreciate that the Administrator said that did not 
necessarily enter into the question. It does, to me, particularly enter 
into the question. 

Mr. Wuirtrer. On one principle. 

Mr. Sisk. On one principle, and that is that I can understand no 
reason why they would do it, unless it is less expensive and unless it 
gives better service and they are able to give better care. I would 
say, if large private eatin do that, they do it for a purpose, be- 
cause, if the other way of sending it out to a commercial laundry 
would be better, then certainly they would use that method. 

Mr. Wuirtier. Mr. Sisk and I are in no disagreement, if I may, in 
answer to that question. What I said was that there are two principles 
involved. One is the quality of service. There, what the private 
hospitals did is the same principle in which the VA would be deeply 
interested, and, on that basis, which is the one you are stating, we are 
absolutely comparable. 

I said that the question of whether it is done at public expense or 

rivate expense is involved with the VA versus commercial laundries. 

hen a private hotel or a private hospital went outside and had it 
done by a laundry that was not under its own immediate ownership 
or whether it was done inside, both are privately run. So, the question 
of public enterprise versus private enterprise was not involved. That 
is the only distinction I mean to make. 

Mr. Sisk. We are in agreement. : I did not mean to say we were in 
controversy. 
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The Cuarrman. I wish to read the last part of this letter to the 
committee. 
After a comparison of the number of hospitals, they say: 


One of the most important matters in this entire situation, and one which should 
make everyone concerned stop and think, is the matter of contamination and 
cross-infection. Hospital administrators, the medical and surgical profession, 
bacteriologists, the nursing profession, and, in fact, all departments within our 
institutional field are deeply concerned over the high incidence of cross-infection 
or Staphylococcus aureus throughout this country and, in fact, the entire world. 

It has been established, from research conducted in our own hospitals and as 
well as Canada and abroad, that linens used throughout the institution may act 
as a carrier of this highly contagious germ. Our own laundry managers, through 
the efforts of their own hospitals, their local associations, and the educational 
bureau of NAILM, are working hard on this problem and are coming up with 
various procedures through the use of chemical agents, to render linens that are 
bacteria free from washing to washing. 

Considering the seriousness of this situation within the institutional field, it is 
inconceivable that an agency of the United States Government would even 
consider taking this work from efficiently, economically operated plants within 
the VA institutions and contract the work to outside agencies where it would 
be naive to believe that outside contractors would take even minimum pre~ 
cautions in handling this classification of work. It is certainly within the realm 
of possibility that entire communities would be subject to contamination. 

We, therefore, ask that you and your committee give serious thought to these 
matters, which will directly affect the veteran and his family, the veteran and 
many of his family, who represent a great percentage of the personnel in these 
installations, and to the communities which will be affected by the closing of 
the operations. This action will in no way afford any economy in linen service 
within the institution, will decrease the efficiency and quality of service expected, 
and will, in fact, increase the burden of the already overburdened taxpayer. 

Dr. Middleton, we have here a statement made by the Deputy 
Director of the District of Columbia Public Health Department, in 
which he said: 

Categorically and permanently, we cannot countenance a hospital sending 
soiled linen to a commercial laundry the same as a housewife would do, because 
of the many studies that have been made. 

So, you can see from every direction we have gotten testimony 
against this proposal. 

Mrs. Roaers. Mr. Chairman, he does not mention the lost laundry. 

The Cuarrman. Without objection, I would like to place these 
letters in the record. 

I would also like to place in the record the hundreds of telegrams 
we have received from private laundries, asking that we turn it over 
to them. I do not believe, Mr. Meadows and Mr. Patterson, we have 
received any communication from a private laundry going into detail. 
We have received hundreds of wires. 

Staff Director. I believe there are some expressions of opinion, 
simply the expression of the opinion that local laundries are capable 
of handling the job. 

The CuarrMan. We shall place all those in the record. 

(The documents referred to follow:) 
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[The Capital Times, Madison, Wis., June 30, 1958) 


Administrators see peril to public 


Lossy Forces Ciosine or Vet Unit LAUNDRIES 
By Elliott Maraniss 


While the Nation’s medical scientists are fighting a desperate battle against a 
germ that is sweeping our hospitals, a national lobby is succeeding in closing down 
the aseptic, closely supervised laundries of some Government. hospitals and turn- 
ing- the business over to private contractors. 

One result has been higher costs to the taxpayer. Another—with much more 
perilous possibilities—has been to increase the chances of cross-contamination in 
a community. 

At. least seven Veterans’ Administration hospitals have been ordered by the 
Director of the Budget to close their laundries and to send their work out to 
private firms. 

Washington newsmen have reported that the action was taken under the prod- 
ding of the American Institute of Laundering, and was billed as an antirecession 
measure. 

The move has aroused the impassioned opposition of the National Association 
of Institutional Laundry Managers, which this week warned the public about the 
higher costs to the taxpayers and the possible health hazards. 

Dr. M. C. Thomas, administrator of the VA hospital in Madison, said today 
that his institution was not among those whose laundries have been closed. 

He asserted that the Madison VA hospital turns out more laundry at the lowest 
cost per employee than any laundry in the Government’s hospital system. 

“T don’t see how anybody can do it better or cheaper,” he added. 

The Madison VA hospital specializes in the treatment of tuberculosis cases. 
As a result, it must minimize the amount of handling of its linen and its laundry. 
Its highly mechanized laundry is among the newest and most efficient ‘in the 
Nation. 

Although it escaped the current wave of closings, the Madison VA hospital has 
no assurance that its laundry will not be closed in the future. 

In shutting down the first seven, the Director of the Budget announced that 
more VA hospital laundries would have been closed had sufficient funds been 
available to absorb the added cost of having the work done by contract. 

The institutional laundry managers declared that this statement proved that 
doing the work by contract would cost more to the Government and the tax- 

ayers. 
" Furthermore, a bill has been introduced in Congress, H. R. 7795, by Repre- 
sentative Marguerite 8. Church (Republican, Illinois), which would compel the 
Government to close down more VA hospital laundries. 

In commenting on the possible health hazard, the bulleting of the institutional 
laundry managers warned: 

‘“‘We again remind those responsible for this order that clean linen service is 
vital to recovery of people who are ill, and that cross-contamination of a com- 
munity is possible.” 

The absolute necessity of aseptic laundering facilities in hospitals was stressed 
just last week in Madison in an emergency conference at the University Hospitals 
to devise means of fighting a microbe known as Staphyloccocus aureus. 

The “staph” is turning up in hospitals in epidemic proportions, particularly in 
nurseries and maternity wards, as the cause of painful boils and abscesses, infec- 
tions of the digestive, urinary, and repository tracts, and in fatal pneumonias 
among infants. 

More than 300 doctors, administrators, bacteriologists, and nurses attended 
the emergency conference here called by Dr. Nathan Smith, chairman of the 
department of pediatrics. 

Dr. Kenneth R. Wilcox, Jr., of the United States Public Health Service, told 
the conference that a tightening up of aseptic measures was one of the most 
important things a hospital could-do to keep the “staph” under control. Mini- 
mizing the amount of handling of linen and laundry was one of the principal 
recommendations made by Dr. Wilcox, 








4442 VETERANS’ ADMINISTRATION HOSPITALS 


METROPOLITAN INSTITUTIONAL LAUNDRY MANAGERS ASSOCIATION, 
: ; Bronz, N. Y., June 80, 1968. 
For immediate release. 


The Bureau of the Budget insists that over $20 million be spent needlessly and 
wastefully for laundering linens of Veterans’ Administration hospitals, while the 
budgets to run these same hospitals are cut for economy reasons. 

The Bureau of the Budget has been insisting, to the point of compulsion 
(Bureau of Budget Bulletin 57-7) that the Veterans’ Administration close over 
100 of their hospital laundries and send their soiled and contaminated linens out 
to commercial laundry plants. 

For hospital employees, the byword is eternal vigilance. With the advent of a 
wave of serious infection, as reported in scores of magazines and newspapers 
throughout the country (i. e., Reader’s Digest, January 1958, and Saturday Even- 
ing Post, May 17, 1958), it is not healt ful to transport soiled, contaminated 
linens from place to place. The hazards of cross-infection and spread of contagion 
throughout the community are always present. Processing this type of linen 
should take place within the hospital itself, in areas specifically designed for this 
type of service, by specially trained personnel. 

facts speak against the closing of the VA hospital laundries. It is an 
established fact, proven time and again, that the VA hospital laundries, inte- 
grated into the hospital, are operated economically, the cost being between 
3 and 4 cents per pound. Sending the work to any outside contractor will at least 
double the cost. The small difference of even 2 cents a pound will show over 
$100,000 per year increase in operating costs of 1 hospital alone, without the 
benefit of all the special services performed by laundry personnel as part of the 
hospital team. 
he firms large enough to bid this type of work in the New York area have all 
been found guilty of criminally violating the antitrust laws. The hospital would 
be at the mercy of these people if the hospital laundries are closed and a contract 
is given. 
losing the VA hospital laundries would not be in the public interest, and 
would be detrimental to the veteran patients, except in the rarest cases. This 
year’s budget for running the hospitals has been out for economy measures. At 
the same time, the Bureau of the Budget insists that laundry work be contracted 
without consideration of higher cost. This extra cost (over $100,000 per year per 
eee in New York area) could mushroom into over $20 million on a national 
asis. 

The commercial laundries have a powerful lobby in Washington and are pushing 
their plan hard for Government contracts. They claim “Government competing 
with private enterprise.’’ This is not so. The hospital laundry is not in compe- 
tition with anyone. It is an integral part of a modern hospital, guarding the 
health of the patient just as i. other department. The official journal of the 
American Hospital Association, Hospitals, lists the following sections in its index: 
accreditation, administrative aids, engineering and maintenance, food service, 
housekeeping, laundry, nursing service, pharmacy, and purchasing. The laundry 
is part of the hospital team. 

inety percent of the nongovernment hospitals operate their own laundries as 
standard operating procedure. There is one in your locality. We request that 
you ask there why they operate their own laundry, and inquire as to their ex- 
perience in sending their work out to a commercial plant. (This could be a liberal 
education.) 

Being aware of the interest you have shown in the veteran and the taxpayer, 
we trust you will give this serious matter of maintaining VA hospital laundries 
the attention it merits. 

Yours truly, 
Irvine Srern, Secretary, MILMA. 


[American Institute of Laundering Newsletter For the Presidents and Secretaries, State and local associa- 
tions, Joliet, [ll., May 23, 1958) 
No. 158 


VA ADMINISTRATOR ON SIDE OF PRIVATELY OwNED LAUNDRIES 


Harold Howe, our Washingto representative, has written State and local 
association officers regarding his recent meeting with Mr. Sumner Whittier, 
newly appointed Administrator of the Veterans’ Administration. The point of 
Harold’s letter is that Mr. Whittier feels strongly that the Veterans’ Administra- 
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tion should get out of the laundry business wherever possible and turn that 
business over to privately operated laundry plants. 

Because he feels this cannot be accomplished by an overall edict, but should 
be worked out as individual cases, Mr. Whittier has set up a Special Task 
Committee to handle the details. The VA has over 100 hospitals that operate 
their own laundries. Certain of these may be in remote areas where commercial 
laundry service is not available. However, if there are two or more laundries in 
any area that are willing and able to handle VA work so adequate service and 
competitive bidding can be assured, mutually satisfactory arrangements should 
be able to be worked out. 

If there are any laundries in your area that could handle VA work and would 
be interested in a l-year or a 3-year contract, their names should be sent to 
Harold Howe, AIL pg es office, room 307, Mills Building, 17th and 
Pennsylvania Avenue NW., Washington 6, D. C. 

As far as prices are concerned, it is not necessary that the industry’s prices be 
lower than the Government plants alleged costs, although the VA would expect 
to get the lowest prices the laundry is currently quoting for volume business. 

Information to be sent to Harold Howe should include the names of interested. 
plants, locations for which no adequate commercial laundry capacity exists, and the 
willingness of any plant to develop the required capacity. 

Will VA hospital laundries be closed to give these concerns business, so that 
they can give us the business? 


IT PAYS TO OPERATE AN INSTITUTIONAL LAUNDRY 


The May 9, 1958, Minneapolis Star, on page 6A has an item titled “Laundry 
Dispute Cuts Linen Supply.’ 

We learned from a reliable source that quite a number of hospitals are also 
without clean linen service on account of Minneapolis Local No. 183, Laundry 
Workers Union, members rejecting management’s final offer for a new contract. 
According to the article, one diaper laundry is also involved. 

This can serve as a warning to those in communities who are under the opinion 
that “it can’t happen here.” 

Large and small hotels alike are seriously affected, as well as hospitals. 

Over 1,400 employees are affected by the union’s refusing to accept manage- 
ment’s offer. 

Our informant states that many hospitals and other institutions, as a result 
of the above, are looking into their laundry situation with the idea of modernizing 
and expanding laundry facilities. 

Being without clean linens in an institution can be compared to the effects of 
a hurricane; you never know what it is like until it happens. 


[Excerpt from New York Times, June 18, 1958] 


Monopo.ty Founp 1n Linen Suppty—2 Assoctations, 8 ConcERNS, AND 6 
Persons Gui_ty in ANTITRUST CASE 


Two linen-supply associations whose members do $23 million business annually 
in the New York-New Jersey area, 8 suppliers and 6 individuals were found 
guilty yesterday of criminally violating the Sherman antitrust laws. 

Federal Judge Edmund L. Palmieri arrived at his verdict after a 2-month 
trial without a jury. He found the defendants guilty on two counts of monopoly 
and restraint of trade. 

He will sentence them next Monday. The individuals can each receive up to 
1 year in prison and a $50,000 fine for each count, and each association and cor- 
poration can be fined up to $50,000 on each count. 

The activities upon which the verdict was based took place between May 
1943 and January 1957, the date the indictment was returned. 


CONSTITUTES MONOPOLY 


In his 56-page opinion, Judge Palmieri said that “the power and the ability 
of the defendants and members of the defendant associations to raise prices 
constitute monopoly power within the meaning of the Sherman Act.” 

He said they had violated the act through agreements to compel or induce 
linen suppliers in the New York and New Jersey areas to join one or both of 
their associations. He asserted that this was an agreement to monopolize trade 
and commerce. 
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Judge Palmieri also found them guilty of excluding competitors from the 
linen-supply industry through the illegal use of their power. 

The defendants were: Linen Supply Institute of Greater New York; Central 
Coat, Apron & Linen Service, Inc.; the Consolidated Laundry Co., Inc.; Modern 
Silver Linen Supply Co., Inc., and Standard Coat, Apron & Linen Service, Inc., 
all of New York. 


BUREAU OF BUDGET DIRECTOR ATTACKS FREE SPENDING 


In a recent speech in Houston, Tex., Maurice Stans, Director of the Bureau of 
the Budget effectively dramatized the danger of free-spending programs. 

He stated that large-scale public-works programs are not the answer to the reces- 
sion, declaring that the programs Congress is considering threaten the country 
“with $80 billion budgets for the next few years, which could weil mean extended 
deficit spending.” 

In possibly the frankest statement coming from a top administration official, 
Stans pointed out “‘a new billion-dollar program for some purpose may sound like 
a good thing. But we may choose differently if we remember that it isn’t going 
to be paid for out of one more billion dollar check from General Motors. Its going 
to be paid through millions of payroll deductions and taxes on cigarettes and auto- 
mobiles and washing machines and railroad tickets and lots of other nickels and 
dimes collected on billions of transactions. 

«7? ig ‘We’—you and I—and 173 million other Americans who pay for what 
Congress appropriates. Sometimes I think that this is a fact that is lost on our 
lobbyists and lawmakers. ‘One simple fact can’t be ignored,” he stated. “If 
we spend, we must pay. It can be truthfully said that unbalanced budgets are 
like pants without suspenders. You can’t keep them up forever.” 


-- 





[New York Post, Monday, July 7, 1958] 


VA Puians To Farm Out Launpry—Costs Witt Zoom 


The Veterans’ Administration is accepting commercial laundry bids today as 
the first step in what could be a $20 million Government giveaway at the tax- 
payer’s expense. 

The Post learned that 6 of the more than 100 VA hospitals maintaining their 
own laundry plants are accepting bids from commercial firms. Plans call for 
all VA hospitals to follow suit later. 

According to the Metropolitan Institutional Laundry Managers Association, 
this would mean an additional expenditure of more than $20 million a year. 
Operating costs would go up $100,000 a year in just 1 hospital in the New York 
area, the association predicted. 

The 6 laundries currently threatened with a shutdown are in the 350—bed 
hospital in Washington, D. C., the 500-bed hospitals in Nashville and Jackson, 
Miss., the 600- ed hospital in Colum’ ia, 8. C., and 2 huge New York hospitals— 
Kings ridge and Manhattan—with more than 1,000 beds apiece. 

Laundry authorities agree commercial laundries will cost more money and 
Dr. William 8. Middleton, Chief Medi:al Director of the VA, said if more money 
was needed it ‘‘must be found in tax money in the form of further appropriations.” 

A VA spokesman in Washington admitted that, judging by bids rezeived by 
the Jackson and Columbia hospitals for 1-year commercial contracts, private 
industry prices would be higher than hospital laundry costs. 

Hospital experts here claim the larger the hospital, the more inexpensively 
it can operate its own laundry, indicating there would be an even greater disparity 
between self-laundry and commercial prizes in the New York hospitals. 

Laundry Expert Robert J. Do son, superintendent of laundries for the city 
department of hospitals, and a mem*er of the commission of laundry manage- 
ment of the American Hospital Association, said city hospitals either did their 
own laundry or sent it to a central city-run plant. The reason? It’s cheaper. 

Dobson said he thought ‘“‘commercial laundries couldn’t charge less than 8 to 
10 cents a pound.”” MILMA claims a survey in VA hospitals in this area last 
year showed it cost the hospitals just under 4 cents per pound for laundry, while 
the lowest commercial bids were almost twice that price. 

Two other cost factors are involved. Some hospital laundry personnel would 
have to be retained for packing, sorting, marking, and handling purposes. And 
added linen supplies would be necessary since outside laundries could not deliver 
the same-day service as inside laundries do. 
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The plan to shut down VA hospital laundries was developed as the result of 
the Hoover Commission recommendations that Government get out of competi- 
tion with private industry and, according to Middleton, is part of the Eisenhower 
administration’s policy of aiding small business. 

No small laundry could handle the work to be done for hospitals the size of 
those in the New York area, The American Institute of Laundering, a commer- 
cial laundry association, admitted “it would have to be a large firm. 


LirtLte Rock, Ark., July 8, 1958. 
Hon. Brooxs Hays, 


Member of Congress, Washington, D. C.: 


In the Little Rock area there are a number of laundries that have sufficient 
room in their plants to process the laundry for the veterans’ hospital which is 
located in Little Rock, thereby assuring the veterans’ hospital of competitive 
bidding. We feel that we can process this work in our plants at a lower cost 
to the veterans’ hospital than they are now spending by processing their own 
work if all things were taken into consideration such as depreciation of equipment, 
utilities, and space that is now being used by the laundry. We understand that 
the Veterans’ Affairs Committee is now studying this problem and any importance 
that you could put on this subject would certainly be appreciated. 

Respectfully yours, 
Lov Hotz, 
President, Pulaski County Laundry Association, 
Care of Howard’s Laundry, 


ALEXANDRIA, La., July 9, 1958, 
Congressman Epwin WILLIs, 
House Office Building, Washington, D. C.: 


This is text of telegram sent to Congressman C. M. Teague today: “Urge 
your serious consideration to eliminate veterans hospitals laundries wherever 
professional laundries can render this service. Alexandria can offer this laundry 
sérvice on a competitive basis and I request your committee’s immediate con- 
sideration of the closing of the laundry at the Alexandria Veterans Hospit: 1,” 


BLAcKMAN’s LaunpRY & CLEANERS, 
J. A. “BrotrHEer” BLACKMAN. 


ALEXANDRIA, La., July 9, 1958. 

Text of telegram sent to Congressman Charles M. Teague: 

‘Please give serious consideration to information furnished through American 
Institute of Laundering regarding Alexandria’s ability to furnish competitive 
laundry service to the Alexandria Veterans Hospital. We feel that our plant can 
offer this service without hesitation since we were fortunate to have. handled the 
laundry from the hospital’s beginning until the construction of their present 
laundry.”’ 

Mitton FREMAUX, 
President, Alexandria Steam Laundry, Inc. 


SurReveport, La., July 8, 1958. 
Representative Outin E. TEacue, 
Member of Congress, 
Washington, D. C.: 

In reference to processing of laundry in the VA hospitals there are several 
laundries with ample facilities in Shreveport and surrounding territory to process 
the laundry in our area. We urge you to assist us by having this work put out 
for competitive bidding by private enterprise. 


SHREVEPORT BossIER INSTITUTE 
oF LAUNDRIES AND CLEANERS. 


9aR7e2_ HR __ 24 


| 
| 
| 
| 








4446 VETERANS’ ADMINISTRATION HOSPITALS 


LittLe Rock, Ark., July 8, 1968. 
Hon. Congressman TEAGUvUE, 
Member of Congress, 
Washington, D. C.: 


In the Little Rock area there are a number of laundries that have sufficient room 
in their plants to process the laundry for the veterans’ hospital which is located 
in Little Rock, thereby assuring the veterans’ hospital of competitive bidding. 
We feel that we can process this work in our plants at a lower cost to the veterans’ 
hospital than they are now spending by processing their own work if all things 
were taken into consideration such as depreciation of equipment, utilities, and 
space that is now being used by the laundry. We hope that in your discussions 
of this matter that the Little Rock area is kept in mind. Thanking you very 
kindly for any consideration given and with very kindest regards, I am 

Respectfully yours, 
Lov Houtz, 
President, Pulaski County Laundry Association. 





Fresno, Cauir., July 8, 1958. 
Congressman TEAGUE, 
Member, Veterans’ Affairs Committee, 
Washington, D. C.: 

Being a member of the laundry industry in California, I have made a personal 
survey which shows the majority of our laundries are willing and able to handle 
the veterans’ hospitals work. 1 would appreciate your consideration in support 
of the commercial laundries in this matter. 

G. Louis Dopae. 





Houston, Tex., July 8, 1968. 
Congressman OLIN TEAGUE, 
House of Representatives, Veterans’ Affairs Committee, 
Washington, D. C.: 


Commercial laundries can certainly do veterans’ hospital laundry more eco- 
nomically than Government laundries. Why spend taxes to compete ‘laundries 
when the volume can be handled by private business? 


SHEPHERD LAUNDRIES Co., 
FRANK SHEPHERD. 


KERRVILLE, Tex., July 9, 1958. 
Congressman OLIN TEAGUE, 
House Veterans’ Affairs Committee, 
Washington, D. C.: 


I operated a post exchange concession at Fort Clark, Tex., for over 10 years 
doing laundry and dry cleaning. 

I handled all laundry and cleaning for the Hondo Airbase, Hondo, Tex., on a 
contract basis from the time they opened about 1952 until I sold my business, 
The Snow White Laundry & Cleaners, Uvalde, Tex., in August 1957. 

On February 15, 1958, I purchased the Swan Laundry & Cleaners and the 
Quality Laundry in Kerrville, Tex. 

From the figures quoted to me, released by the Veterans’ Administration through 
the American Institute of Laundering, I would be in a position to handle the 
laundry for the veterans’ hospital here in Kerrville on a bid basis. 

I have long been of the opinion that the Government should not be in the 
laundry business, that it can be handled more efficiently and economically by 
private industry. 

Sincerely yours, 
Homer L. Hess. 
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Bia Sprine, Tex., July 9, 1958. 
Hon, Ouin TEaAGuUE, 
House of Representatives, 
Veterans’ Affairs Committee, 
Washington, D. C 
Very anxious to do laundry for Veterans’ Hospital this city. Also have suffi- 
cient facilities for doing same. 
IpEAL Launpry & Dry CLEANERS, 
C. B. Sourn, Manager. 


New York, N, Y., July 8, 1958. 
Hon. Ourn E. Teacuen, 
Chairman, Committee on Veterans’ Affairs, 
Old House Office Building, Washington, D. C.: 
Reference your telegram, VA Central Office has not as yet directed this hospital 
to use commercial laundry facilities. There has been no correspondence on this 
subject to date. Contract negotiations have not been initiated. 


ActInG MANAGER, 
VETERANS’ ADMINISTRATION HospPITAL. 


Dauuas, Tex., July 8, 1958. 
Representative Bruce ALGER. 
House, Office Building, Washington, D. C.: 


Twelve Dallas area laundries are interested in an opportunity to bid on laundry 
at Veterans’ Administration hospital in Dallas and McKinney. Privately-owned 
laundry has excess capacity several times greater than volume now being done in 
Veterans’ Administration laundry now operating at these two hospitals. Closing 
of these Veterans’ Administration laundries could result in considerable savings 
to the Veterans’ Administration with no loss in service and quality of work. 
The Veterans’ Affairs Committee is now conducting hearing, and your influence 
toward closing these laundries and putting this business into private enterprise 
would be greatly appreciated. 

Progress LaunpRY & CLEANING Co., 
Davin P. WALLACE 





Dauuas, Tex., July 8, 1968. 
Congressman OLIN TEAGUE, 
Veterans’ Affairs Committee, Washington, D. C.: 


Twelve laundries in the Dallas-McKinney area are interested in an opportunity 
to bid on work now being processed in the veterans hospital laundries in these 
two cities. Available capacity in the interested plants is several times greater 
than the volume now being processed in these two hospitals. Veterans’ Admin- 
istration could be assured of competitive bidding and at a price that could offer 
considerable savings to the Veterans’ Administration when all costs are consid- 
ered. We urge you to give our privately owned plants an opportunity to show 
the Veterans’ Administration does not need to operate their own laundries, either 
from the standpoint at service or cost. As spokesman for the interested laun- 
dries, I thank you and your committee for your interest and consideration. 


Progress LAuNpDRY & CLEANING Co., 
Davip P. WALLACE, 


Wasuinoton, D. C., July 7, 1958. 
Hon, Oxtin TEAGUE, 
Chairman, House Veterans’ Affairs Committee, 
House Office Building, Washington D. C.: 


As I am interested in Mount Alto laundry contract and at present successful 
laundryman for two hospitals in area, I am sure VA hospital requirements can 
be handled easily and at less total cost to United States Government. I am also 
a veteran, employ veterans and veterans’ mothers. Be sure to hear the tax- 
paying, professional laundrymen’s story. 

James M. KEsHISHIAN, 
President-General Manager, Senate Laundry. 
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WasuinerTon, D. C., July 7, 1958. 
On TEAGUE, 
Chairman, Veterans’ Affairs Committee, 
House of Representatives, Washington, D. C.: 

We understand the Veterans’ Affairs Committee will investigate commercial 
laundry service versus Veterans’ Administration-operated laundries for hospital 
work. Strongly urge that committee take into consideration the following: (1) 
Comparative net costs, including all hidden costs; (2) taxes paid by commercial 
plants; (3) the thousands of employees maintained by commercial plants, in- 
cluding veterans, wives of veterans, and Gold Star Mothers, thereby reducing 
the number of unemployed; (4) the recommendation of Hoover Commission 
opposing the continuance of United States Government in business in competition 
with private industry. 

LEONARD R. VINER, 
President, Laundry Dry-Cleaning Association of District of Columbia. 





BLACKMAN’s LAUNDRY AND CLEANERS, 
Alexandria, La., July 29, 1958. 
Mr. Ourn E. Teacouer, 
Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Mr. TeaGueE: I am writing you in answer to the last paragraph of your 
letter to Mr. E. E. Willis, Member of Congress. You state in the paragraph that 
it is your opinion that the Veterans’ Administration should not abandon their 
laundry facilities simply to give this business to commercial laundries. [ wish 
to state at this point that I agree with you 100 percent, providing that the Vet- 
erans’ Administration can do this work cheaper than commercial laundries, 

Before the veterans’ hospital in Pineville installed their laundry I was doing 
the work for the entire hospital. I did their laundry giving them quality work 
and excellent service and at the same time I believe saved the Government 
money each year. 

My plant is operating 6 days a week presently, and I would welcome an inspec- 
tion fy the Government as to quality of work and service. My plant is a large 
one and capahle of turning out the volume of work needed by the veterans hospital. 

We laundrymen have large investments in property and machinery. We feel 
that where the Government can give us business that will help us and save the 
Government money we think that it is only fair that we be considered. 

The writer wishes to thank you for your interest in the matter and will appreci- 
ate any consideration you can give us in the future. 

Please feel free to investigate my plant at any time or call on me for any infor- 
mation you may need. 

Yours very sincerely, 
J. A. BLAcKMAN, 


Mr. Dorn. Mr. Whittier, have you anyone here this morning who 
can brief me on the Columbia situation? 

Doctor, what is the present status of the laundry situation at 
Columbia? 

Dr. Zink. In regard to our awarding the contract, sir? 

Mr, Dorn. Yes. 

Dr. Zinx. We have not yet awarded a contract. We have asked 
all the hospitals to submit their proposed contracts to us, and the 
final decision and award of contract has not yet been made in the 
case of Columbia. 

Mr. Dorn. I was just wondering. It looks to me as if the Colum- 
bia situation is rather a unique way to go about a major change in 
operation, the closing of the laundry and awarding it to a commercial 
firm. In fact, the first time I heard about it was in June, from 
employees of the laundry and through certain veterans’ organizations. 
Is it not a rather unusual procedure to notify a hospital manager 
that as of June 30 he will have to go from a hospital operation to a 
commercial operation on such short notice? 
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1 think this directive went to him on May 26, 30 days prior to 
the time he had to make this change. Naturally, that alarmed all 
the employees in the laundry, and alarmed Members of Congress 
when they finally heard about it through the employees of the laundry. 
It just looks to me like a rather peculiar way to do business. It 
indicates a lack of planning. 

Dr. Zink. Sir, the approach to the manager at Columbia was 
misinterpreted by him to the extent that he felt he would have to 
make that change at that time. Actually, we asked him to investigate 
the possibilities of securing a contract for fiscal 1959. He erroneously 
deduced from that that it would have to start immediately at the 
beginning of fiseal 1959, which we did not intend, and we have clarified 
that with him. It is under study, and it is not a rapid order immedi- 
ately to change over. 

The CuarrMan. Might we have at this point in the record the 
directives which went to the six hospitals concerning their laundry 
operations? 

(The document referred to follows:) 

May 26, 1958. 
To: Manager, VA hospital, Columbia, 8. C. 
Subject: Contract laundry service. 

1. The primary fund allocation recently forwarded to you was predicated on 
the continued operation of the station laundry. It has now been decided that 
commercial laundry service will be used for your hospital during fiscal year 1959. 
This may result in increased fund requirements. 

2. It is requested that competitive bids be solicited for complete pickup and 
delivery laundry service during fiscal year 1959. A copy of a format which may 
be used as a guide in soliciting bids for this service is enclosed. Additions or 
changes determined necessary by administrative or local conditions should be 
made in the format prior to issuance of proposals to prospective bidders. 

3. After the bids are opened, make no award. Send one copy of each bid re- 
ceived and abstract of bids to this office for review. Your primary fund alloca- 
tion will then be adjusted to provide the additional funds, if such are required. 

4. To aid you in establishing the quantities to be processed, the following 
procedures should be followed: 

(a) Presswork (number of pieces): Indicate the number of each item used 
during 1957. 

(b) Flatwork and dried and folded (number of pounds): Weigh not less than 
20 and as many as 30 representative pieces of each item listed, and determine 
the average weight of each piece. Multiply the total number of each item 
listed that was used during 1957 by its average weight. Enter the total 
weight of each item in proper place in bid invitation. 

5. Take no action toward disposing of laundry equipment until further advised 
by this office. 

Wituiam 8. Mippietron, M. D., 
Chief Medical Officer. 

Mrs. Rocers. Veterans and their families will lose their jobs, also, 
if it is taken away from the hospital. 

Mr. Dorn. I understand that the hospital will make every effort 
to relocate the people who are unemployed, but my contention is that 
it is rather an unusual procedure to notify these people that late. 

Mrs. Rogers. I agree with the gentleman. 

Mr. Dorn. Also, my distinguished colleague who represents the 
Columbia area on the Appropriations Committee learned about it 
only 2 or 3 weeks before it was supposed to take place. The same is 
true in my case, representing the Third District, which comes down 
almost to Columbia. It appears to me that, if this was to be done, 
the proper procedure would have been to have started at least as early 
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as January and let us all be notified so we could discuss this matter 
and be prepared for the bombshell. 

Mr. Warrrrer. Mr. Chairman, if Mr. Dorn’s hypothesis were 
correct, I would agree with him completely. What occurs, sir, is 
that one of the great questions that was raised here was whether or 
not the laundry facilities would be available. I want to make it 
perfectly clear that the VA comes here this morning neither to attack 
and indict the laundry industry nor to defend it. All we are interested 
in is good care for the veterans and, also, insofar as possible, to give 
to small business and to industry what industry can well and ade- 
quately do. We are willing to investigate that. 

One of the questions that had to be answered was whether or not 
facilities were available. If we have a hospital, as we have, in some 
isolated areas with no commercial facilities in the community that 
could possibly service us, it made no point to proceed. One of the 
questions that has bothered us in the long discussion of this question 
has been whether or not facilities were available. 

All we decided to do was conduct a test. In order to establish that 
test we, first, had to inquire as to whether or not commercial laundries 
were available. 

If I may suggest to you, the first morning I was here the chairman 
asked a very proper question and said he had not been notified about 
beds in Florida, which certainly was a tremendously important item. 
I was quite disturbed about that and went back to the VA to discover 
why not. One reason was, of course, that I had intended to tell him 
on Tuesday. It happened Monday afternoon, and then, in the excite- 
ment of postponing the Tuesday meeting, you did not get informed 
“330 this vantage point. I discovered there has not been that direct 
jiaison. 

As I explained to Mr. Meadows, with whom I spent yesterday after- 
noon, we are trying to work out a much better femee, because, cer- 
tainly, if we are doing to provide what we all want to provide, good 
laws and good procedure, this committee should be informed of what 
we are going. There are some limitations to that, as you realize, such 
as a matter of privilege, but, by and large, men of good will can work 
together, and the more information is exchanged the better off we will 
be. We shall certainly attempt to do it. There was no desire in this 
instance not to inform you. It was a misunderstanding on the part of 
the manager. 

Mr. Dorn. Mr. Whittier, let me read you the first paragraph of a 
directive to the manager of the VA hospital, Columbia, S. C., from 
our good and distinguished friend, Dr. Middleton. Bear in mind that 
this is the 26th of May. 

The primary fund allocation recently forwarded to you was predicated on the 
continued operation of the station laundry. It has now been decided that com- 
mercial laundry service will be used for your hospital during fiscal year 1959. This 
may result in increased fund requirements. 

Fiscal year 1959 begins July 1, and this directive was written 
May 26. 

What I cannot understand is why a directive went out to a hospital 
ordering them to close their laundry before they even knew what the 
bid was to be. 

Mr. Wuirtier. Mr. Dorn, I certainly agree, on the basis of the sen- 
tence you read, that that directive would be subject to misinterpreta- 
tion. 
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The CuarrMan. Misinterpretation? It seems to me you could 
not spell it out in clearer language than that. 

Mr. Wuirtrer. I can assure you that was not the intent, sir. 

Dr. Zinx. It says during 1959. It does not say the beginning of 
1959. That is the question. Possibly, it was not made asclear as it 
might be. What we meant was sometime during 1959. 

Mr. Dorn. Everybody’s understanding down there was that it 
would close July 1, regardless. They did not know who was the low 
bidder or what the bids actually were. It appeared that a determina- 
tion had been made just to close the laundry, regardless. I do not 
think that is good business. 

Mr. Wuittier. Mr. Dorn, it probably is not the first time in the 
history of the United States Government that a directive has been 
ambiguous, and it probably won’t be the last, but, believe me, inside 
the VA we have fought for clarity and simplicity. 

Mr. Dorn. So, the present situation at Columbia, Dr. Zink, is that 
it is just up in the air? The people in the laundries do not know when 
they are to be discharged or anything. 

Dr. Zink. When final decision is made to award the contract, sir, 
ample time will be given for rhe disposition of people. As Mr. 
Whittier said, we intend to do everything possible to place and take 
care of these people to whom we feel a simple obligation. 

Mr. Dorn. What about the machinery and facilities of the laun- 
dries? Are you going to try to sell that, or keep it against the time 
when this thing falls through, and then reopen it later? 

Dr. Zink. Our plan is to preserve that in its present position await- 
int the outcome of this 1-year test which Mr. Whittier indicated. 

We would not dispose of that equipment at this time, pending the full 
test of the program and a final determination. 

Mr. Dorn. In other words, this is just an experiment, and Columbia 
has been selected as one of the guinea pigs, along with Nashville, 
Tenn., and Jackson, Miss. 

Mr. Evererr. Have you put your operation in Jackson, Miss., and 
Nashville into effect already? “Are you contracting the laundry in 
Nashville and Jackson, Miss., now, or just preparing to? 

Dr. Zinx. None of these contracts have been let. We are studying 
them now. We are planning to do that, but they have not been let. 

Mr. Everett. Have the bids been pretty competitive? 

Dr. Zink. I think so. In general, I could say yes. 

The CuarrmMan. What was the last question? 

Mr. Everett. Have the bids been very competitive? Have they 
been in line, or have some been high and others low? Let me ask this 
further question. How have the local, independent laundries received 
oe invitations to bid? Have they all cooperated by submitting 

ids? 

Dr. Zinx. Yes. We have had, I believe, very good participation 
in the invitations to bid. 

The CuarrmMan. Why do you not tell him what the manager in 
Nashville told you? 

Dr. Zrnx. As to costs, sir? 

The CHatrMAN. Costs, opinions, and everything else. 

Dr. Zinx. The costs at Nashville are the highest of any of those we 
have, as you probably know from your material there. The estimated 
additional fund requirements would be approximately $130,000 at 
Nashville. 
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The Cuarrman. Which is almost twice the cost of your own laundry 
for this next year; is that right? 

Dr. Zinx. Yes, sir; that is approximately correct. 

The Cuarrman. I have never seen a question in my 12 years in 
Congress where there was as much evidence against what you people 
are going to do. Look over the back page of that letter from your 
manager. 

Mr. Sisk. Do I understand, Mr. Chairman, that the lowest bid 
you have on this hospital is approximately double the cost at the 
present time for doing it by an in-plant operation? 

The Cuarrman. More than double. 

Dr. Zinx. That is correct. 

Mr. Sisk. You still proposed to go through with this contract? 

Dr. Zinx. This is one of the contracts we are studying very care- 
fully. This is why, sir, we had all of these contracts submitted in 
here; so the determination whether or not this was a competitive bid 
or a reasonable bid would be made here and not by the station. 

Mr. Sisk. The point I am trying to get at, if I might, is this: Are 
you under an order or a directive which says that you do this, irrespec- 
tive of cost? Is that right, Mr. Administrator? 

Mr. Wuirtier. Mr. Sisk, there is a general directive which has 
already been placed in the record. It was assumed that there would 
be additional costs, and the Bureau has said that it would absorb that 
cost. What we have done, because we were deeply concerned about 
all of this, is to set up a special committee of which Dr. Zink is a 
member, to live with every step, to answer the many questions which 
are here involved. One of them is, certainly, cost. So, central office 
and a central office committee are very carefully living with the 
selected examples. 

We decided that the best basis to decide whether to go ahead or 
whether to stop was to test several different places for whic h, for 
various reasons, we have chosen different standards. You selected, 
I believe, six places. Now, we are simply seeking the answers to 
questions. The answer on the size of this bid or size of the hospital 
is one of the standards used. 

The Caarrman. Mr. Sisk, if I might read just section 2 of that 
directive of February 5, It says: 

General policy and its interpretations: Exceptions to this policy shall be made 
by the head of an agency only where it is clearly demonstrated in each case that it 
is not in the public interest to procure such product or service from private 
enterprise. * * * The relative costs of Government operation compared to 
purchase from private sources will be a factor in determining whether to start 
or carry on a commercial activity * * *. 

Their directive did not say they may do this. Their directive to the 
hospitals said, ‘‘You are going to do it.”’ 

Mr. Wuirtier. One way to demonstrate very clearly that it is or 
is not in the public interest, is to run an examination and a test so 
we can then go to the Bureau and say, ‘‘Look, this has been very 
successful,” or ‘“This is not working out in the interest of the veterans.” 

The CHarrMan. Mr. Administrator, do you people have any 
evidence from anyone in this field of laundry for hospitals which 
would indicate this is the right thing to do? What evidence have you 
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here in Washington which indicates Mount Alto will get better hospital 
laundry service by sending the laundry out than by doing it right in 
their own laundry? 

Mr. Wuirriger. Mr. Chairman, you ask me to prejudge an exami- 
nation. I think there is testimony on both sides, and it can be ques- 
tioned and it can be debated. 

The Cuarrman. If there is any testimony on the other side, I wish 
you to put it in the record, because we cannot find it. The only thing 
we have on the other side is private enterprise versus Government. I 
am for getting the Government out of business in every way possible 
where it is in the best interests of our people, but, in this case, I have 
not found one shred of evidence on the other side. 

Mr. Traaue of California. A few mmutes ago I expressed an inter- 
est in what hotels in the city were doing. I recognized then that it 
is not an entirely comparable situation because of the health factors 
and the infection aspect which you discussed. The staff did some 
checking, and they have reported here a situation which seems to bear 
out the point you are making, Mr. Chairman. 

I find that the Statler has its own laundry. The Shoreham has its 
own laundry. The Mayflower has had some sort of working agree- 
ment with the Statler, but is going to start its own laundry. The 
Willard does use a commercial laundry. This check was made on four 
local hotels, with that result. That would seem to indicate that in- 
stitutions of the hotel type, locally anyway, have found it to be more 
economical to do their own laundry than to send it out. 

The Cuarrman. Mr. Teague, this committee will try to find out the 
truth. 

Mr. Teacve of California. Knowing you, Mr. Chairman, I know 
that. 

The CuartrMan. We have absolutely nothing to indicate that what 
the VA is doing is right. In fact, it seems to me absolutely foolish. 
If you have any evidence, Mr. Administrator, I hope you will put it 
in the record, because we cannot find it. The only thing we get 
from the private laundries is this matter of private enterprise, which 
I am Saale for. 

Mr. Wuirtier. Mr. Chairman, if I get involved in discussion, I 
shall be arguing both sides. I certainly do not want to be put in the 
position of defending the laundries or attacking them. What I did, 
in the face of a moot question and in the face of a directive, was to 
ask for our own test so I could then go to the Bureau and say, ‘“This 
is what has been shown by our own examination,” and then make a 
recommendation. No more than that, and no less. 

The CHatrMan. Did you read what your manager in Nashville 
wrote you? 

Mr. Wuirtier. I did not. I do not have that. 

The Cuarrman. If you did, I do not know how on earth you could 
ever come to the conclusion that it was in the best interests of the 
public to close that station laundry. I think you ought to put in the 
record here, along with your directive to them, what your managers 
said when they wrote back. 

(The material referred to is as follows:) 
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VETERANS ADMINISTRATION HospIitTat, 
Columbia, S. C., July 3, 1958. 
In reply refer to 5123/00. 


Hon. Ourn E. Teacue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Mr. TEAGUE: In response to your telegram of this date, the enclosed 
information is furnished as requested. 
f According to our instructions, letter attached, the bids were opened and all 
material has been forwarded to central office. As of this date, no awards have 
been made. 

If we can be of any further assistance to you, please do not hesitate to call on us. 

Very truly yours, 
Tuomas B. May, Manager. 


VETERANS ADMINISTRATION HospIita., 
Columbia, S. C., June 26, 1958. 
5123/134 
To Chief Medical Director (10), Department of Medicine and Surgery, Veterans’ 
Administration Central Office, Washington, D. C. 
Subject: Contract laundry service (your letter, May 26, 1958). 

1. Bids of laundry service were solicited by modifying the format to meet 
local requirements and using quantities established in accordance with paragraph 
4 of your letter. 

2. Attached is a copy of each bid received and a copy of the abstract, as 
requested. 

3. Of the total amount of the low aggregate bid, and based upon quantities 
laundered for the VA regional office and VA canteen, the estimated total cost 
for the VA regional office would be $632.59 and the VA canteen would be $439.61. 
The total of these figures of $1,072.20, when subtracted from the aggregate bid, 
would leave a cost to the hospital of $91,064.08. 

4. It should be noted that, if a contract for laundry service is awarded, addi- 
tional funds will be required. 

Tuomas B. May, Manager. 





VETERANS’ 





Dixie 
Laundry 
& Dry 
Cleaning, 
Ine., 1101 
Assembly 
St., Co- 
lumbia, 
8. C. 
Time of ac- 
ceptance... 60 
Discount.....|--. Sebesdiwtal 
Item No.: 
OG cscatb } $0. 05) 
Winsett - 25) 
i aleae | .O1 
ee 02) 
ee oneal .18 
Eeecte eee . 04) 
$-...----- . 22) 
B.. osawbel - 10) 
eae .10) 
Seat aeel . 35 
Beh secus . 24 
Cagtieankins -01 
A .12 
S2.225.= . 25 
Ouccecnns-} 25 
iene 35 
q- . 20) 
ee . 10} 
ic aatinttae . 06 
Sons - 20) 
U...----- . 20 
VéwBbades .18 
Wd 55H .14 
Bheves .10 
8 Sebel... cae 22, 351. 70 





. 046 
50, 204. 72 
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Abstract of bids or informal quotations 








Firm names 
Ed. Robin- 
White son Laun- 
Wa dry & Dry 
Laundry, | Cleaning, 
910 Harden; 1910 Ger- 
8t., Co- vais St., 
lumbia, Columbia, 
8. C, 8. C. 
aokaconemet 60 
| Cie paccaddscocce 
Presswork 
$0. 05 $0. 06 
.01 .O1 
. 02 . 02 
.18 . 20 
. 03 . 05 
22 . 25 
13 09 
1 15 
. 25 . 30 
.27 . 30 
.O1 .O1 
.14 15 
. 25 . 30 
. 25 . 30 
24 . 30 
. 25 . 20 
.12 | 15 
. 05 . 06 
. 20 . 20 
- 20 i) 
.18 . 30 
.16 . 20 
.13 . 09 
25, 607. 33 30, 507. 75 
Flat work 
$0. 0475 
. 0475 
. 0475 
. 0475 
. 0475 : 
. 0475 J 
. 0475 : 
. 0475 . 
. 0475 ; 
. 0475 . 0525 
. 0475 . 0525 
0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
. 0475 . 0525 
51, 841. 83 57, 289. 87 











4 total cost... 
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Firm names 
Dixie Ed. Robin- 
Laundry White son Laun- 
& Dry Way dry & Dry 
Cleaning, | Laundry, | Cleaning, 
Inc., 1101 | 910 Harden} 1910 Ger- 
Assembly, | St., Co- vais St., 
St., Co- lumbia, | Columbia, 
lumbia 8. C. 8. C. 
8. C. 
Dried and folded only 
Item No.: $0,042 | $0.0475 $0. 05 
a..--- . 042 . 0475 05 
b..----- . 042 . 0475 .05 
Cc... . 042 . 0475 . 05 
d.... 042 . 0475 05 
. "042 "0475 "05 
f....-.--- .042 0475 .05 
& -.------ .042 . 0475 | -05 
h.....--. 042 0475 | 05 
1. -.0---- . 042 0475 . 05 
. ao------ . 042 . 0475 .05 
wae ennee . 042 . 0475 .05 
1....----- . 042 - 0475 .05 
m.....--- . 042 0475 05 
n..------ . 042 . 0475 05 
0....---.- . 042 0475 05 
D.------- . 042 0475 . 05 
G---..2-- . 042 . 0475 05 
r.-.-- . 042 0475 . 05 
8... . 042 . 0475 . 05 
t-.- . 042 . 0475 . 05 
U-.------ . 042 . 0475 . 05 
V-------- . 042 . 0475 05 
W..------ . 042 . 0475 05 
X..------ . 042 0475 05 
Voncer-e- . 042 0475 05 
Z..- . 042 . 0475 . 05 
aa.-..--- . 042 . 0475 05 
vo ene---- . 042 + 0475 % 
eis 3 . 042 | 0475 
3 =i . 042 0475 .05 
pete 17,879.86 |20,221.27 | 21, 285. 55 


Miscellaneous piece work 











Dyeing of laundry items 

$0. 40 $0. 30 $0. 35 

340. 00 255. 00 297. 50 
22,351.70 | 25,607.33 30, 507. 75 
50, 204. 72 51, 841. 83 57, 298. 87 
17, 879. 86 | 20,221.27 21, 285. 55 
1, 360.00 1, 585. 00 1, 320. 00 
340. 00 255. 00 297. 50 
92, 136.28 | 99,510.44 | 110, 709. 67 

?) (*) () 





11 percent, 10 days. 
+ Bid not dated. 
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This is to certify that the above bids. were seeured by formal advertisement 
under the invitation number shown below. 

Invitation No.: 59-15. Date bids opened: 1:30 p. m., e. s. t., June 23, 1958. 

Signature: Cuas. N. Hess. Title: Assistant Chief, Supply Division. 


t 
Form 33 (Revived June 


Preestbed by Geceal Somicce” “= INVITATION, BID, AND AWARD ite aE 


Berwin 1.20800 GUPPLY CONTRACT) 


188U60 BY ADORESS 


H, P, BREEDLOVE, SUPPLY OFFICER 2650 Wisconsin Avenue, N, W, 
VETERANS ADMINISTRATION HOSPITAL Washington 7, D. C. 





























INVITATION FOR BIDS 

Sealed bids in QUADRUPLICATE __, subject to (1) the Terms and Conditions of the Invitation for Bids, (2) the eccom- 
panying Schedule, (3) General Provisions (Standard Form $2, 1949 __ edition), which are incorporated hereia 
by reference, end (4) such other contract provisions and specifications es are attached or incorporated by reference in 
the Schedule, will be received at the above office until 2:00 o'clock _P m.,_.._ ED, Time, 
June26, 1958 ___rderey amd ot thet time publicly opened, for furnishing the supplies of services described in 
the accompanying Schedule, for delivery f.0. 


General information and instructions to bidders are contained i 












2650 WISCONSIN AVENUE, N, W,, WASHINGTON 7] D, C, 
JULY 1, 1958 OR AS SOON THEREAFTER AS POSSEBLE ’ 


ane Be Fi:ctoe bone Oe 
» C) has sot, 
the b bide ay 


fide noacing lice * see Code of Federal SAT 


» incorporated in the State of, 






Veterans Administration Hospital 
2650 Wisconsin Avenue, N, W, 
Washington 7, D, C, 
PAYMENT SLs OE MADE BY 
Veterans Administration Hospital 
2650 Wisconsin Ave,N.W.,Washington, D.C, 
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TERMS AND CONDITIONS OF THE INVITATION FOR BIDS 


1, PREPARATION OF BIDS.—(a) Bidders are expected to 
examine the drawings, specifications, Schedule, and all in- 
structions. Failure to do so will be at the bidder’s risk. 


(b) Each bidder shall furnish the information required 
by the bid form. The bidder shall print or type his name 
on the Schedule and each Continuation Sheet thereof on 
which he makes an entry. Erasures or other changes must 
be initialed by the person signing the bid. Bids signed by 
an agent must be accompanied by evidence of his authority. 


(c) Unit price for each unit bid on shall be shown and 
such price shall include packing unless otherwise specified. 
A total shall be entered in the Amount column of the Sched- 
nle for each item bid on. In case of error in extension of 
price, the unit price will govern 


(d) Alternate bids will not be considered unless author- 
ized by the Invitation. 


(e) When not otherwise specified, bidder must definitely 
state time of proposed delivery. 


(/) Time, if stated as a number of days, will include 
Sundays and holidays. 


2. SUBMISSION OF BIDS.—(a) Bids and modifications 
thereof shal! be enclosed in sealed envelopes addressed to 
the issuing office, with the name and address of the bidder, 
the date and hour of opening, and the invitation number 
on the face of the envelope. Telegraphic bids will not be 
considered unless authorized by the Invitation; however, 
bids may be modified by telegraphic notice provided such 
notice is received prior to the time set for the opening of 
the bids. y 


(6) Samples of items, when required, must be submitted 
within the time specified, and unless otherwise specified by 
the Government, at no expense to the Government. If not 
destroyed by testing, samples will be returned at bidder's 
request and expense, unless otherwise specified by the 
Invitation. 


(ec) In the event no bid is to be submitted, do not return 
the Invitation unless otherwise specified. However, a letter 
or post card should be sent to the issuing office advising 
whether future Invitations for the type of supplies or 
services covered by this Invitation are desired. 


3. WITHDRAWAL OF BIDS.—Bids may be withdrawn by 
written or telegraphic notice (see 4 below). 


4. LATE 810S.—Bids and modifications or withdrawals 
thereof received after the time set for opening will not 
be considered, unless they are received before the award is 
made, and it is determined by the Government that failure 
toarrive on time was due solely to delay in the mails for 
which the bidder was not responsible. 


&. GOVERNMENT-FURNISHED PROPERTY.—No material, 
labor, or facilities will be furnished by the Government 
anless otherwise provided for in the Invitation. 


6. LABOR INFORMATION.—Attention is invited to the 
possibility that wage determinations may have been made 
ander the Walsh-Healey Public Contracts-Act providing 
minimum wages for employees engaged in the manufacture 
for safe to the Government of the supplies covered by this 
Invitation for Bids. Information in this connection, as 
well ag general information as to the requirements of the 


Reversfot Standard Forms 30 and 38 
June 1955 Edition 


Act concerning overtime payment, child labor, safety and 
health provisions, etc., may be obtained from the Wage and 
Hour and Public Contracts Divisions, Department of 
Labor, Washington 25, D. C. Requests for information 
should state the Invitation number, the issuing agency and 
the supplies covered. 


7. DISCOUNTS.—(a) Prompt-payment discounts will be 
included in the evaluation of bids, provided the period of 
the offered discount is sufficient to permit payment within 
such period in the regular course of business under the 
delivery, inspection, and payment provisions of the Invi- 
tation and Bid. 

(b) In connection with any discount offered, time will 
be computed from date of delivery of the supplies to carrier 
when delivery and acceptance are at point of origin, or 
from date of delivery at destination or port of embarkation 
when delivery and acceptance are at either of those points, 
or from date correct invoice or voucher (properly certified 
by. the Contractor) is received in the office specified by the 
Government if the latter date is later than the date of 
delivery. Payment is deemed to be made, for the purpose 
of earning the discount, on the date of mailing of the 
Government check. 


8. AWARD OF CONTRACT.—(a) The contract will be 
awarded to that responsible bidder whose bid, conforming 
to the Invitation for Bids, will be most advantageous to the 
Government, price and other factors considered. 


(6) The Government reserves the right to reject any or 
all bids and to waive informalities and minor irregularities 
in bids received. 


(c) The Government may accept any item or group of 
items of any bid, unless the bidder qualifies his bid by spe- 
cific limitations. UNLESS OTHERWISE PROVIDED IN 
THE SCHEDULE, BIDS MAY BE SUBMITTED FOR 
ANY QUANTITIES LESS THAN THOSE SPECIFIED; 
AND THE GOVERNMENT RESERVES THE RIGHT 
TO MAKE AN AWARD ON ANY ITEM FOR A QUAN- 
TITY LESS THAN THE QUANTITY BID UPON AT 
THE UNIT PRICES OFFERED UNLESS THE BIDDER 
SPECIFIES OTHERWISE IN HIS BID. 


(d) A written award mailed (or otherwise furnished) 
to the successful bidder within the time for acceptance 
specified in the bid results in a binding contract without 
further action by either party. 


9. SELLER'S INVOICES.—Invoices shall be prepared and 
submitted in quadruplicate unless otherwise specified. In- 
voices shall contain the following information: Contract 
and order number (if any), item numbers, description of 
supplies or services, sizes, quantities, unit prices, and ex- 
tended totals. Bill of lading number and weight of ship- 
ment will be shown for shipments made on Government 
bills of lading. The following certificate, signed by the 
Contractor or his authorized representative, will be shown 
on the original of the invoice: 

“I certify that the above bill is correct and just and that 
payment therefor has not been received.” 

When the invoice is signed in the name-of a company or 
corporation, the name of the person signing and the 
capacity in which he signs’ must appear. For example: 
“John Doe Company, by John Smith, Secretary,” 
“Treasurer,” or as the case may be. 


RU S GOVERNMENT PRUNTING OFFICE 1% —O- 389348 
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[P. 3} 


*Paragraph 1, Page 1 of “BIDDER REPRESENTS” is changed as follows: 

“Bidder represents that [] he is, [J is not, a small-business concern. (For 
this purpose, a small-business concern generally is one which (1) is not dominant 
in its field of operation and, with its affiliates, employs fewer than 500 employees, 
or (2) is certified as a small-business concern by the Small Business Administra- 
tion. See Code of Federal Regulations, Title 13, Chapter I], Part 103, as 
amended, which contains the detailed definition and related procedures).”’ 


REQUIREMENTS 


Furnish all services and supplies in connection with laundry services to be 
furnished Veterans’ Administration hospital, Columbia, 8. C., the Veterans’ 
Administration regional office, 1801 Assembly Street, Columbia, 8. C., and the 
Veterans’ Administration canteen service located at the Veterans’ Administration 
hospital, Columbia, 8. C., in accordance with the following terms and conditions, 
during the period beginning July 1, 1958, or as soon thereafter as possible, and 
ending June 30, 1959. 

SPECIAL CONDITIONS 


1, Qualifications.—Bids will be considered only from bidders who are regularly 
established in the business called for and who are financially responsible and 
have the necessary equipment and trained personnel to furnish the service called 
for under this invitation. 

2. Subcontracting.—In the event it becomes necessary for the contractor to 
subcontract any part of the laundry work, prior approval in writing for such sub- 
contracting must be procured from the contracting officer who will inspect the 
facilities of the subcontractor prior to issuing approval. 

3. Inspection.—(a) Prospective bidders are invited to visit the Veterans’ 
Administration hospital, Veterans’ Administration canteen service, and the 
Veterans’ Administration regional office to inspect the type of articles and 
materials on which service is required. 

(6) Inasmuch as the proper treatment of patients requires uninterrupted 
laundry service and strict observance of the best sanitary methods, the Veterans’ 
Administration reserves the right to inspect thoroughly and investigate the estab- 
lishment, equipment, and facilities of any bidder and to reject any bid where 
such inspection discloses facts warranting such rejection. The bidder hereby 
agrees to permit such inspections of his establishment, equipment, and facilities 
prior to acceptance of his bid, and if accepted, during the life of the contract, as 
the manager deems necessary to insure full observance of this requirement. 

4. Contaminated linens.—Portions of the linens’ to be laundered are con- 
taminated by contact with contagious diseases. It will be necessary for the 
bidder to ascertain if there are any local regulations or laws prohibiting the 
transportation of such linens over public highways to its place of business. 

5. Pickup and delivery.—All laundry will be picked up by the contractor in 
bulk and will be returned in the same lots as received. here will be individual 
bundles of patients’ wearing apparel and employee uniforms. The contractor 
will receipt on form 2615 for all articles received. A representative of the Veter- 
ans’ Administration will receipt for all articles delivered by contractor. The 
contractor shall furnish a list of all articles returned with the charges; also, the 
weight of lots for which charges are by the pound. The Government reserves the 
right to inspect the services rendered and to return all articles determined to 
have been unsatisfactorily serviced for further servicing at no additional cost to 
the Government. 

6. Collections.—(a) Collections of soiled laundry to be made in the afternoon 
before 4 p. m. daily except Saturdays, Sundays, and legal Federal holidays. 
Laundry consists of hospital linens, operating room linens and apparel, dietetic 
(kitchen) linens and the white coats, trousers, and maids smocks of dietetic em- 

loyees. 
: (6) Collection of patients’ soiled wearing apparel and all other uniforms will be 
made twice each week on days mutually agreed upon between contractor and Vet- 
erans’ Administration. 

(c) Collections will be made at Veterans’ Administration hospital laundry, 
building No. 6, for the hospital laundry, at the Veterans’ Administration canteen 
service for the canteen laundry and Veterans’ Administration regional office 
1801 Assembly Street, Columbia, 8. C., for the regional office laundry. 

7. Deliveries —(a) Laundry to be returned prior to 4 p. m. on the following 
working day after collection. 
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(b) Patients personal wearing apparel and all other uniforms to be returned 
prior to 4 p. m. the second working day after collection. 

(c) All clean laundry will be returned in clean sanitary baskets or containers. 

(d) Deliveries to be made at Veterans’ Administration hospital laundry, 
building No. 6, for the hospital laundry, at the Veterans’ Administration canteen 
service for the canteen laundry, and Veterans’ Administration regional office, 
1801 Assembly Street, Columbia, 8. C. for the regional office laundry. 

8. Workmanship.—(a) All workmanship, including delivery, shall be first 
class in accordance with the best practices of the laundry and dry-cleaning in- 
dustries. All articles of wearing apparel unless otherwise specified herein shall be 
pressed or ironed and delivered in the same condition as that known in the laundry 
industry as finished work. All articles are to be finished and washed as specified 
in this invitation in accordance with accepted standards of the American Institute 
of Laundering, except wool blankets which may be dry cleaned. 

(6) The contractor will separate and set aside all articles that are torn, or 
damaged from fair wear and tear. Such articles will be collected during the 
normal folding operation of finished goods, and will be assembled into lots and 
will be identified with a tag or some other means, to indicate that repairs are 
required before use. The contractor will replace all necessary buttons and 
fasteners on all articles, except removable-type buttons and fasteners. 

(c) In order that the Veterans’ Administration can maintain accountability of 
all articles released to the contractor, the contractor agrees to permit and to 
assist the Veterans’ Administration to inventory all articles covered by this con- 
tract in the contractor’s possession if such an inventory is deemed necessary. 
Generally such an inventory is made on the same date the contractor submits 
voucher for payment. 

9. Shortages or damages.—(a) Any shortages or damages will be noted on the 
receipt given to the contractor. The contractor must assume the responsibility 
for any damage or loss of articles in transit to or from and at his place of business, 
and will guarantee the return of such articles to the hospital in as good condition 
as received. 

(b) The contractor will reimburse the Government or individual concern fair 
value for any loss or damage due to fire, theft, or otherwise of articles while in his 
charge up to the maximum amount of the guaranty called for in this bid invitation. 

(c) In the event of loss or damage to articles while in the contractor’s posses- 
sion, a fair value of the articles lost or damaged will be determined by the hospital, 
and the contractor agrees to reimburse the Government, Government employee, 
or hospital patient, promptly in such amount as the hospital determines within 
the limitations of the above. 

10. Insurance.—The successful bidder will be required to furnish a surety bond, 
certified check, United States Government bond, or other adequate security in 
the amount of $20,000 to protect the Government and/or its beneficiaries against 
loss resulting from fire, theft or otherwise, of the items covered by this proposal 
while in the possession of the contractor. If the guaranty is in the form of an 
insurance policy such policy must bear an appropriate loss-payable clause in 
favor of the Veterans’ Administration as its interests may appear and will be 
deposited with the Chief, Supply Division, at the Veterans’ Administration 
hospital, Columbia, S. C., during the term of the contract. In case of any reduc- 
tion in the amount of the guaranty due to the loss or destruction of items it will 
be required that the amount of the original guaranty be restored. 

11, Estimated quantities.—As it is impossible to determine the exact quantities 
that will be required during the contract period, the estimated quantities shown 
herein are furnished for information only, and may be increased or decreased in 
accordance with actual requirements, it being understood and agreed that the 
Veterans’ Administration will not be relieved of its obligation to order from the 
contractor all such supplies and/or services covered by this agreement that may, 
in the judgment of ordering officers, be neeessary, and shall not in any case relieve 
the contractor of his obligation to fill such orders unless in submitting his bid 
he definitely limits the total quantity he agrees to furnish. 

12. Award.—It is contemplated that items Nos. 1 to 6, inclusive, will be awarded 
in the aggregate, but the right is reserved to cancel any item or items after the 
bids are opened, before making award. The entire group will be awarded to the 
bidder quoting the lowest price for the complete group, or, in the event no bid is 
received for all the items in the group, award will be made to the bidder quoting 
the lowest aggregate price for the greatest number of items in the group, the 
remaining items in the group to be awarded to the lowest bidder on each item. 
It will be necessary for each bidder to state the unit price of each item on which 
quoting and the total price quoted for all items in the group. 
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13. Cancellation.—(a) This proposal, if accepted, shall become a contract and 
shall remain in force during the period above stated ualess terminated at the 
request of either party after 30 days’ notice in writing. 

(b) Tn the event of the Veterans’ Administration closing this hospital subse- 
quent to the execution of this contract or during the contractual period, the con- 
tract may be canceled immediately upon written notice to the contractor, and the 
Veterans’ Administration relieved from its obligation to make further purchases 
thereunder. 

14. Articles found in soiled linen.—Any articles found in with soiled linen will be 
returned by the contractor to the VA hospital, VA regional office, or VA Canteen 
Service, depending upon whether the linen in which the articles were found were 
from the VA hospital, VA regio:.al, or the VA Canteen Service. 


SUPPLEMENTAL GENERAL PROVISIONS 


15. Paragraph 11 of general provisions (standard form 32) is amended to add 
the following: 

“The right is reserved to the contracting officer to declare the contractor in 
default if, in the opinion of the contracting officer, there has been at any time a 
failure to perform faithfully any of the contract stipulations, or in the case of will- 
ful attempt to impose upon the Government articles and/or services inferior to 
those required by the contract, and any action taken by the contracting officer 
in pursuance of this stipulation shall not affect or impair any right or claim of the 
United States to damages for breach of any of the covenants of the contract by 
the contractor. It is understood and agreed that, when a contractor has been 
declared in default by the contracting officer, thereafter during the remainder of 
the contract period the Veterans’ Administration may purchase the articles 
and/or services covered by the contract of the def aulting contractor without 
furnishing said defaulting contractor orders thereafter, and that any excess in 
cost over the original contract price shall be charged to said defaulting contractor 
and his sureties, if any.” 

16. Paragraph 12, disputes, of general provisions (standard form 32), is amended 
by adding the following: 

“Notre.—Disputes clause (of this contract) is amended to comply with 
Public Law 356, May 11, 1954 (68 Stat. 81).” 

17. Paragraph 18, nondiscrimination in employment, of general provisions 
(standard form 32), is deleted and the following inserted in lieu thereof: 

“ Nondiscrimination in employment.—In connection with the performance of 
work under this contract, the contractor agrees not to discriminate against any 
employee or applicant for employment because of race, religion, color, or national 
origin. The aforesaid provision shall include, but not be limited to, the following: 
Employment, upgrading, demotion, or transfer, recruitment or recruitment 
advertising; layoff or termination; rates of pay or other forms of compensation; 
and selection for training, including apprenticeship. The contractor agrees to 
post hereafter in conspicuous places, available for employees and applicants for 
employment, notices to be provided by the contracting officer setting forth the 
provisions of the nondiscrimination clause. 

“The contractor further agrees to insert the foregoing provision in all sub- 
contracts hereunder, except subcontracts for standard commercial supplies or 
raw materials.”’ 

18. Payment.—The VA hospital, VA Canteen Service, and VA regional office 
will be invoiced separately for laundry services performed for each. Invoices 
will be submitted to the following offices for payment: 

VA hospital: Chief, Fiscal Division, VA Hospital, Columbia, 8. C. 

VA Canteen Service: VA Canteen Service, VA Hospital, Columbia, S. C. 

VA regional office: Finance Officer, VA Regional Office, 1801 Assembly Street, 
Columbia, 8. C. 
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SCHEDULE OF PRICES 


PRESS WORK 


The following articles will be finished on pressing machines, starched where 
necessary, and returned in acceptable finished condition: 


Each 

RE 5 os oS oso ss ao ete cub stn VERS hae eee ee 416 
Bathrobes (patie nt) sag css thas cs ch ccna Worblas Bo' aceasta te ea 624 
I ba ss aS cn a a ak v's dh ssa ws Sf etalon el oo RA iain al on aga 2, 496 
A=. gi St li tn cl ws i Saas NS i ct hcg PM is Re cpm ovo Sea 4, 004 
ND ois is bape hee i hc in ia ase wae lean ol das lle ae hen nae 50 
Caps... .-..----.---~-------------------------------+----------- 1, 435 
Coats (physicians’), white, long-----..-..-.--------------------- 2, 184 
Cs SERIE COMEIOUIE) | i... 4 ooo ie a eG dade woe lecn see bana 1, 872 
cen, WEN, Goo 5 cae kes saeeecteee 2 et Ae SS SONS ot pe 23, 036 
Dresses. ae £6 Le aise ces OS ape ia as hatigs wahta eh se ears eet 52 
Dresses, uniform _- ssh oy nd ter We was es 5S ca nprieiaht aie 25, 532 
IE... uluw. avasadse caeabane bean sse ate Teen 1, 560 
SIL Sy TRMNRIN Sa on cisco ws'cw dh Wn vss Wc cts caw apc ts ie ne 19, 604 
eNO OP NOUNOOORESS ok =. be nk See eee Uae lee 52 
SINNID 5 oo ec wn tc Sees disk a diaiigaliham oo wkend eae 52 
Overalls or coveralls - sy is sn ks ha tends Gel 50 
PONE oo ee eee Se ico aw igatd ts easel as einen eae 52 
NN: HIE oo oc i hawdn ea SS mace crenata Ue Sheen ete ae ea eee 8, 320 
DEO: MNNENO 2. wo oon 6 3 wis be lee oe and ole a oe 2 Le 624 
Ne saad wes ihe ainlive aah UR wre ig Sarees wih ee en 20 
SNES, a, cow sr lass ree Bada wo aliens wis ana es apd os ch ob ga in 52 
Smocks (physicians’ ) eke Re REET, SEE sss pangs ene ata 8, 424 
Trousers, white and Gabe. 55, c aig SE oy no cs ea sos al aca 56, 264 
SYOUREER; DRINIEG THORIORE) a5 onic nn Seno oea nce cuebeeuseneusey 1, 872 

Becta NO. T, Covel C08. oo oo. ob he kh ee ee 

FLATWORK 


The following articles will be laundered as flatwork and folded. Charges will 
be based on weight after laundering: 


Pounds 

BNE I nnn cae noni gunn ce nak eueaupener sees oe aee - 904 
RET BOG, TOMOG occ a nos wenn neoens ane ene eee oh eee , 986 
NE: ol sccecuccnynndeutedacaden stack edn ade enak ee 250) 168 
SNR tN os kn Sg ci swas seocungendene Son eeseeeeemanaean 38 
Ce, EES, Ok Sao ede cniapunersevasaae se cane esa 821 
CIO ad Sus nase we candcacudecusumns saute daet nee 83 
ER IN 5s ook no i in hn b BG Ree eg eee ee 2, 184 
Cope eee So oe oll oe ce ee eee 195 
Coys Mites. .. S.  S5c et ¢ iadeenecee et aeto eee oe 62, 400 
Covers, small _ _ __.- [ (oki Soek aan Heo hear we eee alae 13, 049 
Pe NN Sn laouacdace ene eens SS, ate ees oo 2, 763 
Lepeeeee. —. 2k 2. . iweecedas Aaeeetwees wae i es eee 156 
IR ly oie e dh coc dtivo. utara een eae cone a iuin x = ean 1, 885 
nun 5s Sook eels oe eae 4 ass ,uad 520 
PRIS og Secon dan dd nose ueewddees udu etnle ot ol eee 101, 920 
Beare, Gresser... . x stinsaignents ai oe bite Gaede awerees 343 
Sheets, bed __-_-- no 65:0 a oe elas CS Sind Mi Be a I a cs caressa sae i 441, 619 
a i a a Ge ge Sem a a el atom arr 2, 808 
pec, rupuer.............cs icptliediuteety ssa ad zeta once 1,248 
a Rone f Pare eee 62 
Tablecloths_ ___- Z Saks ae éphtekun exe busy 37, 201 
Re DROS os 5 dese 4g Wu dei Cid weina wiciacehe 2am 1, 170 
aes Orme)... .. 5 kc ec acecn cn tee See ee Seahe 2, 285 
Towels, dish_-_-_--_- incsdnwm at oavcace DSOWLSULE dee tall eee caus 35, 736 
po i, eee Fe i es ce es Cooma sues ek 101, 043 
SN I nu: cs aha nial as ree aided qos, Wbthia ti me 1, 430 
I ne ee siceeeaaees 130 
Undershirts_ ____ 3 ete ; ss caja eae 260 
Total weight______-.- 1 hed widass alate a Ries alata tie aaa Swain sears 1, 091, 407 


IONE BOP DORE. 4. n 6 oo osn cane dence caduaiwes bans ne dant een 
DON 28Oy Bs NOUN ss cc cw cen cone sie sab ditdecleaiabibtauie 


28678—58——35 
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DRIED AND FOLDED ONLY 


The following articles will be dried and folded only. Charges will be based on 
weight after laundering: 


Pounds 

IN 598 cor su USA ST Gro owes Se 73, 018 
RN SE el BS Sa aa Sie as as ba kg Serpe 36, 244 
et leo te os ee Sees Penn eee he 5, 320 
INR erin Seo ret es oes So cece cos popes Use 50 
RIN Siren ee toler bos bow oe oe he dame cf se en Fees Mh 94, 474 
NR Saeco bosses esc hsscustic cs [aun wss pean a 7, 462 
2. gw Sa Pn Spe Bley oa oe rE Sek tee or nee 689 
Se I OMNIS = 0 = se ows es esos ocu sce secescscy 260 
enn RING MEINE ergs orm es se LE 260 
(settee io oko leckaawcansscccos pewtn Se cae re 3, 575 
Cee. a vote Sas tc coe mie cotcascdsacs Sones eee 39 
NN Ee eee Paes ee ee oe ene es on 6, 786 
nn MNES S502 S 3S = Ae te Sosy cca eecl ee tS 104 
Drapes, surgical-_-_--_._---- pr eOUS wea sipe Seas Are yee ety see 176 
DES oS Sooo sso oSsesisse seeivet 26s se ew 8, 478 
Gowns, ward employees’____-___-_-_-- SetGes 2 soar ees 975 
Dn 7o ec e nh ets ses tosh ecco sscccc seco deeatis 3, 890 
penn C5 3 ea oo el wi Be gies a oe ee, ee 936 
een? © SER Soin ees Ss es 3S ben tesms elses 12, 896 
NIN 8 Se es Saks ek seton setts wis ee ee 100 
Painters’ drop cloths_- -- --- 3 ESS Sit state ate tc ase 216 
oes, ONVAS= 2.2.2 2=----- Ge ever sneener se se oeeheee ce 4, 283 
ee Ss 3 St So Pee Ne bos os else tke cceks 214 
rs Con ace Ce ant sad Sass etch Sone ck soauee 650 
Meee ace seca fcaSS Peeeseekss wee ie hn ta eins hate 327 
Sweaters é Petencetcs faces eeses SUS See eS aw bee so lene ween 24 
Towels, bath__ pb eee ieee : . soae ee 80, 163 
Trousers, pajama. eS as een na Sa eNOS wi as mag cow 68, 443 
Unionsuits or B.V.D.’s___--_----_-- Pcaecu tt. Jiivwkcks owe 75 
Wane. <2 5.~-a.- Fi eae ; pA sie ici aotagaret 15, 584 

Total weight__ sia _ 5 Se Sep eo anlage cx alin ep eg cae 425, 711 

NIECE oun, Ue ea Scan Wa Sih eee lar ses aces oe 

Item No. 3, total cost boi, ESR ir Wei ahd Salt. Sebi, PP Stee oi ont 


MISCELLANEOUS PIECEWORK 


The following articles will be finished in the prescribed manner, starched if 
necessary, and returned in a finished acceptable condition: 


Pairs 

Cree ereen Ge me WN SOG. tlt ee ele ee 100 
NR sR aah a a na a 100 
Curtains, cretonne_ eas ae ee Oe os acwena nod 100 
Curtains, tie-back Sere 5 ee DEM nan Bete ten eee oe weld ae a 600 

Each 
Blankets, wool, single - - -- Pie a a 2, 700 
Slipcovers, chair_- ai Se i pote ae Ba SS As i Rh hl SNC oe eae 200 
er a ewan ecncenwace aw tloeaeene 

DYEING OF LAUNDRY ITEMS 

Pounds 
Dyeing of laundry items by use of vat-dyeing process__-_-.-_------ 850 
Dias nian ncaa tesa wou i Peed iach einen ek aee see 
aa clin sak arn Ss Saal dh o Wigan meee a hunbieuae bet 
I cba nanuosdmaewad Seb weabuuGe 
een ee EOOOG WOFK.. oc. 0 oo 6 eo cence en dbl ede els 
ees GOs, metus TMCCOWOFK.. .... . ..~ <2 + 2 snc nwntcodaseess 
Total cost, dyeing. ...........- bcpbeiwd eens cb aese dane ae 
a a sds wis alc dis a ve wy ai ww ACL pues 
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VETERANS’ ADMINISTRATION HospPITAL, 
Columbia, S. C., June 10, 1958. 
5123/00 
Hon. Ouin E, TeaGue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Mr. Teaaue: In response to your letter of June 2, 1958, relative to 
closing of the laundry at this hospitai, the following information is furnished: 

We were instructed by central office letter dated May 26, 1958, that we would 
use commercial laundry service during the fiscal year beginning July 1, 1958. 
This letter also contained instructions as to how we were to proceed. At the 
present time we are preparing necessary data to include in the invitation to bid, 
to be sent to commercial laundries interested in supplying us with this service. 

During the present fiscal year ending June 30, 1958, the total actual and esti- 
mated cost of the laundry operation will be $80,091. Until the bids are returned 
from the commercial contractors, I have no way of knowing how much the 
laundry service would cost using commercial laundry facilities. 

In accordance with good hospital practices, our present linen inventory is 
approximately five complete changes. We have no plans, and I am sure it will 
not be necessary, to further expand the linen inventory when contract laundry 
services are utilized. I do not anticipate any special problem with linens used 
in surgery. 

At the present time we have 20 employees in the laundry. When the letter of 
May 26 was received from central office, we immediately began planning as to 
how we would absorb these laundry employees into other activities throughout 
the hospital. In addition, both our area office in AtJanta and the central office 
in Washington have indicated great interest in the placement of any employees 
who might be surplused as result of this action. At the present time, we feel 
that we will be able to absorb these employees either here or by transfer to Fort 
Jackson which is located within one-half mile of this hospital. 

We appreciate your interest in this matter and trust the above information will 
be of assistance to you. 

Sincerely yours, 
Tuomas B. May, Manager. 


JUNE 13, 1958. 
Hon. WILLIAM JENNINGS Bryan Dorn, 
House of Representatives, 
Washington, D. C. 

Dear Mr. Dorn: I have received your letter of June 3, 1958, expressing con- 
cern over the closing of laundry operations at the Veterans’ Administration 
hospital at Columbia, 8. C. 

I am aware of the effect this action may have on our laundry employees and I 
assure you we will make every effort to reassign any displaced employees to other 
positions. We will also make every effort to find employment at other VA 
hospitals or Government activities for employees who cannot be reassigned 
locally. 

Our solicitation of bids for commercial laundry service at Columbia is in con- 
formance with policy in Bureau of the Budget Bulletin No. 57-7, copy enclosed, 
which requires us to procure services such as these from commercial sources when 
obtainable from private enterprise through ordinary business channels. Should 
an acceptable bid be received at Columbia, we plan to award a contract for 
laundry service. 

Sincerely, 
SuMNER G. WuirtiER, Administrator. 











4464 VETERANS’ ADMINISTRATION HOSPITALS 


VETERANS’ ADMINISTRATION HospItTAL, 
Nashville, Tenn., July 3, 1958. 
5156/00 
Hon. Ourn E. Treacue, 
House of Representatives, Washington, D. C. 


Dear Mr. Teacue: In compliance with your telegram of this date, copies of 
file material pertaining to the proposed contract laundry service are enclosed 
herewith as follows: 

1. May 26, 1958, letter from Deputy Chief Medical Director initiating pro- 
posed action. 

2. May 29, 1958, office memorandum analyzing potential situation. 

3. May 29, 1958, TWX requesting instructions regarding personnel action. 

4. Office memorandum (May 29, 1958) summarizing central office instruc- 
tions regarding TWX (3 above.) 

5. June 10, 1958, TWX regarding local press release. 

6. Central office reply dated June 11, 1958, regarding press release. 

7. Hospital summarization of bids and replies received to invitation to bid. 

8. June 23, 1958, letter transmitting bids and information to central office, 
including specific recommendation that hospital continue to orerate its own laun- 
dry and that plans for the new hospital include adequate facilities for a hospital- 
operated laundry. 

Your partienlar attention is called to the local summarization and evaluation 
of the proposal as covered in items 2 and 8 above. 

The enclosures constitute all rertinent information available in our files. We 
shall be glad to supply any additional information upon request. 

Yours very truly, 
W. C. WruiutaMs, M. D., Manager. 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., May 26, 1958. 
To: Manager, VA Hospital, White Bridge Road, Nashville, Tenn. 
Subject: Contract laundry service. 

1. The primary fund allocation recently forwarded to you was predicated on 
the continued operation of the station laundry. It has now been decided that 
commercial laundry service will be used for your hospital during fiscal year 1959. 
This may result in increased fund requirements. 

2. It is requested that competitive bids be solicited for complete pickup and 
delivery laundry service during fiscal year 1959. A copy of a format which may 
be used as a guide in soliciting bids for this service is enclosed. Additions or 
changes determined necessary by administrative or local conditions should be 
made in the format prior to issuance of proposals to prospective bidders. 

3. As soon as bids have been opened and abstracted, advise this office by TWX, 
the total dollar amount of the lowest acceptable bid covering commercial laundry 
service for fiscal year 1959. Your primary fund allocation will then be adjusted to 
provide the additional funds if such are required. 

4. When you are informed of the fund adjustment, accept the lowest acceptable 
bid. After acceptance, one copy of the accepted bid a a copy of the abstract 
of bids should be furnished this office. 

5. To aid you in establishing the quantities to be processed, the following 
procedures should be followed: 

(a) Presswork (number of pieces): Indicate the number of each item used 
during 1957. 

(b) Flatwork and dried and folded (number of pounds): Weigh not less than 
20 and as many as 50 representative pieces of each item listed and determine the 
average weight of each piece. Multiply the total number of each item listed that 
was used during 1957 by its average weight. Enter the total weight of each item 
in proper place in bid invitation. 

6. Take no action toward disposing of laundry equipment until further advised 
by this office. 

Roy A. Wo.trorp, 
Deputy Chief Medical Director 
(For and in the absence of William S. Middleton, M. D., Chief, Medical 
Director). 
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Orrick MEMORANDUM 
May 29, 1958. 
To: Files. 
From: Manager. 
Subject: Laundry service. 


1. May 26, 1958, letter from ACMD advised that this station had been selected 
for ‘‘contract laundry service” effective July 1. 

2. The following discussion of the above letter and its various implications of 
the overall situation were discussed by long-distance telephone with Dr. Zink, 
ACMD for Operations, central office. Factual information presented to and dis- 
cussed with Dr. Zink was as follows: 

(1) Total operating costs of laundry at this station would approximate $68,000 
for fiscal year 1958. Operating costs are not expected to exceed $68,000 for fiscal 

ear 1959. 
. (2) Our request for commercial bids on laundry service in 1957 resulted in 
receipt of 1 bid totaling $133,000 minimum. 

(3) If contract laundry service is directed, minimum costs may be figured as 
follows using the January 1957 figures: 


aa) Sean OUR oo. csins os osende sib ih ceahehes duis Riathaeneeees hdbaiemaliael $133, 000 

(b) 2 full-time employees for linen count.....-....--------------- 6, 400 

(ce). Indtensed dines inventory s.:: 6 oss 4 csiwaendsackee seu ecasdeuues 7, 000 

(d) Lump-sum payments to employees_-___-.......--------------- 5, 000 

(e) Losses and increased destruction of linen.............--.------ () 

(f) Increased cost of services to Nashville regional office___-...-_-- (2) 

(g) Special treatment of TB linen before pickup by commercial laun- @) 
isis mks io Spd 49 win a eed athe te a Ein i 


1 Undetermined, 


On the basis of the above, the minimum known anticipated costs for contract 
laundry service is conservatively estimated as being in excess of $151,000 or 
approximately $83,000 per year more than the current total annual cost for 
operating the hospital laundry. One would surely hope that if the Bureau of 
the Budget is in position to direct such an expenditure they should not hesitate 
to supplement the local budget to provide additional staff for the specific care of 
patients. 

4. In addition to the above tangible considerations, the following are more 
pertinent: 

(a) Elimination of the local laundry service will cause the separation of 17 
people—some of whom may retire, transfer to other positions or be separated 
and hope to find work elsewhere. It is not beyond the realm of probability that 
some who have employment rights would replace capable personnel in the 
housekeeping, dietetics, and labor groups, thereby further disrupting the organized 
service by the replacement of trained employees by individuals without any 
particular training or interest except to hold their job. 

(b) The proposal to declare the laundry equipment surplus and make available 
for transfer elsewhere may be termed as wishful thinking. This equipment is 
obsolete but in good shape for use during the known life of this hospital. It is 
not suitable for removal, shipment and serviceable use elsewhere. If permitted 
to remain unused for a year, it would be unserviceable at the end of that time. 

(e) One eannot overlook the probability on the basis of all other economic 
consideration that bids for laundry service at the end of 1 year no doubt would 
be in excess for these for the first year. Hence, if it is economically impractical 
to consider contract service effective July 1, 1958, when the costs will be more 
than twice the current operating costs there is no reason to expect the situation 
will improve any in succeeding years. 

W. C. WiuuraMs, M. D. 


Wasurneton, D. C., May 29, 1958. 
Thirteen priority relet May 26 “Contract laundry service” should personnel 
involved be given r. i. f. notices immediately of probable action or should notices 
be deferred pending decision on bids received for contract service. Preliminary 
summary clearly indicates minimum contract costs will at least double estimated 
costs for fiscal year 1959 operation by hospital. TWE reply requested. 
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Orrice MEMORANDUM 
May 29, 1958. 
To: Files. 
From: Manager. 
Subject: Contract laundry service. 


1. Mr. W. C. McConnell, Supply Service, DM and 8, VACO, called at 3 p. m. 
this date and stated in reply to this morning’s telegram on the same subject that 
the questions in our telegram had been discussed with Dr. Zink, ACMD, Opera- 
tions, and we should not issue any letters of intent regarding r. i. f. unless and 
until central office approved bids in prospect and as yet to be received for contract 
laundry service. 

2. Personnel and Engineering Division Chiefs notified re above. 


W. C. Wiiuiams, M. D. 


WasHINnGTON, D. C., June 10, 1958. 
Priority 10, attention 13: Local press requests local interview tomorrow re- 
garding economic, administrative, and unemployment aspects of proposal to 
change from hospital-operated to:contract laundry service. Desire return in- 
structions by TWX as to general content of a local release. 


’ 


FROM: VA central office, Washington, D. C. 

To: RUEAVB, VA Hospital, Nashville. 

Information: RUEAVB, Information Service representative, VA regional office, 
Atlanta. 

Subject: Vets GRNC. 

URTT P 101859Z to 10 Att 13: For press interview, you may use following 
statement as guideline: ‘‘Veterans’ Administration at Nashville and five other 
hospitals is asking bids for contract laundry service. This step is in line with 
policy of Government to withdraw from competition with local business where 
services can be furnished in satisfactory form by local sources. Manager has 
authority to accept a bid if, in his judgment, it’s satisfactory and reliable and in 
accordance with specifications in the bid invitations. 

Experience at Nashville and other five stations will serve as guide for VA in 
future hospital policy. Other five concerned are hospitals at Columbia, 8. C., 
Jackson, Miss., Washington, D. C., New York and Bronx, N. Y. At Nashville, 
Jackson, and Washington, result of trial with laundry contract will serve as guide 
in connection with new VA hospitals to be built. VA will give special attention 
to safeguarding employees, who will be replaced if and when contract awarded, 
by trying to find other employment for them. You have latest figures on number 
of employees who would be affected. Their grades and prospects of employment.”’ 
End statement. You may also supply information as to scheduling of bid open- 
ings and possible awards. -_* 

bya 


American Linen Supply Co., 2302 Charlotte Avenue, Nashville, Tenn. 

The above company submitted two bids, one as requested in the invitation, 
and an alternate whereby they would furnish the linen. The bid submitted in 
accordance with the invitation was complete, with only minor changes. Prices 
were as follows: 


Goast of presswork - - - - ---- 


Sa ae Aeaintech sa aoc ad, dg fai $43, 184. 60 
Cost of flatwork 


bok die usm emake ee 87, 017. 90 


EE Nat eT Oe 66, 521. 60 
Cost of miscellaneous piecework.--...........-.-.....-.---.---- 3, 570. 00 
il Dain. alietaiedd ated a eos a56h acho abhor aparaes 200, 294. 10 


There was an error in the addition of the flat work and dried and folded work. 
Actual total of bid is $200,294.10, rather than $195,357.10 shown on bid. 

This firm agreed to perform mending of torn linens and dyeing of linens as 
requested by the VA, at no additional cost. 

Alternate bid: American Linen Supply Co. 


commana: 
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The alternate bid proposed to furnish all linens except mattresses, blankets, 
pillows, chenille spreads, nurses uniforms, and mops. Prices quoted as follows: 


Cont of peosework.... . . 2...) Usb STA ee $46, 798. 00 
Cost Of Taswotte.. oe. Pele eth el 2 ee 121, 755. 06 
Cont of drieG ant totedeg.. 6. is Lie RS 91, 327. 72 
Cost of miscellaneous piecework_-____._.....---- 2-2-2222 Le 3, 570. 00 

Totalnost. . 2. Set AA 8 263, 450. 78 


There was also an error on this bid. The total is $263,450.78, rather than 
$266,472.18 as shown on bid. 

The above price also includes repairs and dyeing of any linen requested by the 
VA. 

This bid presents a number of questions that will require some thought before 
it can be considered. It is possible that this type of contract would be a viola- 
tion of regulations as well as public laws. Some of the questions are as follows: 

(a) The VA would be obligated to take linen at the end of the contract period 
at the contractor’s percentage of cost. 

(6) The VA would be required to pay an undetermined amount of replacement 
cost. 

(c) The VA would have a lot of excess linen which has already been paid for. 

(d) There is a question, from the legal standpoint, as to whether we could 
commit funds in a future fiscal year prior to the funds being appropriated. 

, (e) — is no set quality on the merchandise the contractor proposes to 
urnish. 

(f) I’m sure there are a number of other questions and problems that would 
arise if this bid should be considered. 

Bids were mailed out to 13 firms, with 5 responses. 

Bids were mailed June 6, 1958, and opened at 2:30 p. m., June 20, 1958. 


RESPONSES RECEIVED 


Happy Day Laundry-—Cleaners, 1700 State Street, Nashville 3, Tenn. 


This firm indicated by letter that 10 days was not sufficient time for them to 
=. to handle the work. If given sufficient time, they would be glad to bid. 
hey referred to their bid of March 1957, of which no action was taken. 


Rainbow Laundry, 16th Avenue and McGavock Street, Nashville 4, Tean. 


This firm did not bid. In their letter they referred to an article appearing in 
the Nashville Tennessean and to statements made by the Tennessee Congressmen. 
They indicated that, since our laundry was already in operation, we should con- 
tinue to do our own work until the new hospital is completed. 


Hillsboro Cleaners—Laundry, 202 16th Avenue South, Nashville 3, Tenn. 


This company did not submit a bid. They requested permission to submit a 
bid to perform the laundry work by leasing the present facilities at the hospital 
and doing the work here with the present personnel now employed by the VA. 


American Laundry & Cleaners, 606 Main Street, Nashville, Tenn. 


This firm submitted a complete bid with no changes, and was also the lowest 
bidder with the following prices: 


CO MN 6d otra an beim den 4 deed amas pee ae aie tae $51, 382. 30 
a a Bee ate Svetchacuves soln tees arate ee a oe ae 78, 271. 11 
Tig: CNN, ANNE CURES OU ae Ok a gees ie Castine ate 46, 565. 12 
Cost, miscellaneous piecework-_-_---...----.---------- palette oink Gamaedl 4, 635. 00 

NE CON ink na neh nes ane ees een Danse ene 180, 853. 53 


JUNE 23, 1958. 
To: Chief Medical Director, Department of Medicine and Surgery, VA central 
office, Washington 25, D. C. 
Subject: Contract laundry services. 
Bids have been procured on proposal in your May 26, 1958, letter for above 
service. Information is presented herewith on the subject, as follows: 
1. Thirteen invitations to bid were issued. 
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(a) Three replies were received declining an invitation to submit bids. One 
stated the time, June 6-20, was insufficient for preparation of bid. One proposed 
that the hospital continue to operate its own laundry. 

(b) Two companies submitted formal bids for contract services. One of these 
companies has requested an opportunity to submit a bid to provide the laundry 
service by leasing the present hospital laundry facilities and doing the work with 
the present hospital personnel. 

2. Costs on basis of low bid are estimated as follows: 


(a) Lowest bid for contract service _ itawew a Sele a : wax’ $180, 853. 53 


(b) Other costs for contract service: 





Linen clerks, 2 at $3,200 each_—___---- ices te eee iis 6, 400. 00 
Increased linen vaneeey SueueentN), 2.2.32 oLn Ke 7, 000. 00 
Lump-sum payments___._____.------- Ra ieie ste: cn tend 5, 000. 00 

Known intangibles—no estimate _- __- ee Sabrnlowts sad Bake x 
Ree CONN 808s. 6c euiieece dey oi ebrlddicndicdt 199, 253. 53 

3. Hospital laundry operation (fiscal year 1959 budget allocation): 

Equipment maintenance-___-_-...-...--------- : = Sina ail ext | 
Operating supplies_- -------- pie cua iens aie hoe act jad sith ids ate e 4, 800 
Utility charges (water, e lectricity, etc.) _. Snel hs entatie validate ree : 2, 200 
Salaries, laundry personnel______________.-__- i isa paD she's 1 56, 217 
es eer on a ae miatalotesd ass aiie 547 


1 Will operate with 16 employees in fiscal year 1959 instead of the 17 in fiscal year 1958. Laundry personnel 
are WA employees and not subject to 10 percent salary increase. No WA survey in progress for laundry 
personnel at this time. Fiscal year 1959 allocation for total cost is slightly less than fiscal year 1958 operating 
costs. 


4. General considerations: 

(a) The initial estimate indicates the contract costs for fiscal year 1959 to be 
more than $132,000 in excess of the initial budget allocation for this service in 
1959 or approximately 3 times greater than the fiscal year 1959 budget allocation 
or fiscal year 1958 operating costs. 

(6) The hospital would be without laundry service in event of a strike, fire or 
major breakdown affecting the plant of the low bidder. 

On the other hand, in event of a major emergency (covered by disaster plan B 
for this station) the hospital laundry service could be operated by increasing 
working hours and/or adding employees to more than double the hospital laundry 
output immediately. 

(c) The hospital laundry equipment is old and substantially outmoded but it 
is in very good operating condition in its present location. Substantial improve- 
ments have been made and equipment rearranged and overhauled for more — 
tive operation during the past 2 years. The maintenance and operating costs : 
the present site for the next 3 or 4 years are expected to be about the same as the 
past 3-year average. Local laundry officials and engineering personnel state the 
age and general condition of this equipment render it largely unsuitable and 
unsatisfactory for dismantling and transfer elsewhere. The disposal value is 
very low except as a possible trade-in on new equipment. 

(d) Once the VA hospital plant is inactivated, deterioration would be quite 
rapid and reactivation 1 year hence would present a substantial probiem. Also, 
once the hospital laundry is inactivated there is no known control of contract 
service costs in the future as all but two of the local laundries show little or no 
interest in expanding staffs or plant facilities to handle our service. 

(e) Of the 10 major local hospitals, all except the small county tuberculosis 
hospital operate their own laundry services. 

5. Recommendations: 

After study of the available bids it is the local consensus that the VAH, Nash- 
ville, Tenn., should continue to operate its own laundry, both from the standpoint 
of costs of operation and an assured adequacy of laundry for patient service. 
Also if current bids are a reliable criteria, plans for the new hospital should 
include adequate facilities for a hospital-operated laundry. 

The legal aspects of leasing the laundry plant for operation by a civilian agency 
plus administrative problems incident to actual operation do not make such a 
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proposal appear feasible. Accordingly it is recommended that the proposal be 
rejected. 
W. G. WittraMms, M. D., Manager. 
Enclosures: 
1. Copies of bid summaries. 
2. Copies of service bids: 
(1) American Laundry & Cleaners. 
(2) American Linen Supply Co. 
(3) American Linen Supply Co., linen-supply proposal. 


VETERANS’ ADMINISTRATION CENTER, 
Jackson, Miss., June 3, 1958. 
4023-00 
Hon. Ourn E. Teaaur, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Mr. Teaave: In compliance with your telegram of July 3, I am glad 
to send you copies of material we have in our files in connection with the use of 
commercial laundry facilities by this station. 

All bids which have been received from commercial laundries have been for- 
warded by us to central office supply service for their use in connection with 
awarding a contract. We do not have the actual bids available here. 

No contract has yet been awarded. 

The first intimation we had that the use of commercial laundry facilities was 
being contemplated was in a letter dated December 26, 1956. A copy of this 
letter, marked “Exhibit A,”’ is attached for your information. 

In compliance with this letter we advertised for bids. Two laundries submitted 
bids. The Crescent Laundry & Cleaners bid $210,439.80; the Jackson Steam 
Laundry, $123,440.10. 

On January 17, 1957, we wrote central office informing them the bids had 
been received. A copy of our letter, marked ‘Exhibit B,’’ is attached for your 
information. 

Nothing more was heard on this proposal until we received a letter dated 
May 26, 1958, again requesting us to procure bids for complete laundry service 
for fises] year 1959. A copy of this letter, marked “Exhibit C,” is appended. 

In compliance with this letter we requested bids from local laundries. In 
connection with the bid request we wrote the laundries explaining certain condi- 
tions which we felt should be brought to their attention. A copy of this letter, 
marked ‘Exhibit D” is appended. 

In response to our invitation three laundries submitted bids. They were: 


Jisketn Bienin Leen ic dicks cela wd ee less so ele ae $83, 681. 44 
The Kwik Service Laundry & Cleaners-_-......----.------------- 64, 095. 61 
The Crescent Laundry & Cleaners.................-.--.1-.------ 90, 937. 75 


A copy of our abstract of these bids is attached, marked “Exhibit E.” 

These three laundries were inspected by us. 

The Kwik Service Laundry & Cleaners was found to be an unacceptable bidder 
because they had neither adequate machinery or space. 

A copy of the inspection report, marked ‘“‘Exhibit F’’ is appended. 

During the period between our invitation to bid and receipt of bids we received 
two communications from central office in connection with the laundry project. 
Copies of these, marked “Exhibits G and H,”’ are appended. 

he bids were forwarded to central office on June 27, 1958, together with a letter, 
copy of which is attached, marked ‘Exhibit I.” 

I hope this material is adequate for your needs. 

If there is anything else I can do to be helpful, please know I will be happy to 
do what I can. 

Sincerely, 
A. W. Wootrorp, Manager. 
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Exuisir A 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY—OPERATIONS, 
Washington, D. C., December 26, 1956. 
10M-11BBF 


To: Manager, VA Center, Jackson, Miss. 
Attention: Supply officer. 
Subject: Contract laundry service. 

1. A question has arisen as to the feasibility of using contract laundry service 
for the proposed new hospital to be located in Jackson, Miss. 

2. In consonance with the President’s policy requiring that private enterprise 
be given full opportunity to supply VA needs for supplies and services whenever 
willing and able to do so, it is desired to conduct a study to determine if the new 
construction should include a laundry. 

3. Accordingly, it is requested that competitive bids (SF-33) be solicited for 
complete pickup and delivery laundry services to the proposed new hospital. 
A copy of a format which may be used as a guide in soliciting bids for this service 
is enclosed. Additions or changes determined necessary by administrative deter- 
mination or local conditions should be made in the format prior to issuance of 
proposals to prospective bidders. 

4. It is further requested that you abstract all bids received, but make no 
award. Forward all bids, together with a list of the names and addresses of all 
firms furnished bid invitations, to this office, attention Director, Supply Service, 
no later than January 18, 1957. 

J. D. JOHNSON, 
(For Glenn C. Parmelee, Director, Supply Service). 


Exurpit B 
January 17, 1957. 
4023-—M 
To: Chief Medical Director, Department of Medicine and Surgery, VA central 
office, Washington, D. C. 
Attention: Director, Supply Service. 
Subject: Contract laundry service. 


1. In complaince with your request of December 26, 1956, bids for supplying 
service to this station for a 4-month period, March, April, May, and June, are 
attached. 

2. We were able to get bids from only two laundries. These two bidders are 
the only laundries in Jackson having adequate facilities to do our work. 

3. You will notice there is an amazingly wide spread in these two bids. One 
of them is almost twice as great as the other one, and the lowest one is almost 
twice as great as our cost-accounting record shows for the operation of our laundry 
on the station. This wide differential between these two bids causes me some 
little concern in that it suggests either one of these laundries doesn’t want the 
business or that the other one did not understand what he was bidding on. Should 
a bid be awarded to the lowest bidder and it turned out that the bid was made 
without understanding, there is a strong probability that the contract would 
not be renewed at its termination, and that we would be in a position where we 
would be required to pay even higher prices for future laundry. 

4. Each of these bidders has informed us that they are not now under the 
terms of the Fair Labor Standards Act of 1938, as amended, and that should 
they be required at a later date to meet the minimum wage requirements of this 
act they would of necessity have to increase their charges to us, 

5. Projected for a 12-month period these bids show Crescent Laundry & 
Cleaners’ estimate for a year is $210,439.80. The bid for the Jackson Steam 
Laundry, projected for a year is $123,440.10. 

6. Our actual cost of operating our own laundry for fiscal year 1956 amounted 
to $67,368.53. 

7. This figure on our cost includes approximately $325 a month for doing 
laundry for the canteen. The canteen laundry is not included in the bids re- 
ceived from the two commercial laundries. 

8. The experience of other hospitals in this area indicates that they have en- 
countered serious difficulty in getting laundry returned promptly over holidays 
and that this has increased their linen cost to some extent. 

9. The two largest hospitals operated locally are the University Hospital and 
the Baptist Hospital. The University. Hospital operates its own laundry. The 


; 
: 
j 
: 
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Baptist Hospital has heretofore used commercial laundry. It has found this to 
be so difficult and such great expense it is building its own laundry. 


A. W. Wooxtrorp, Manager. 
Exuripit C 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., May 26, 1968. 
134C2 
To: Manager, VA center, Jackson, Miss. 
Subject: Contract laundry service. 

1. The primary fund allocation recently forwarded to you was predicated on 
the continued operation of the station laundry. It has now been decided that 
commercial laundry service will be used for your hospital during fiscal year 1959. 
This may result in increased fund requirements. 

2. It is requested that competitive bids be solicited for complete pickup and 
delivery laundry service during fiscal year 1959. A copy of a format which may 
be used as guide in soliciting bids for this service is enclosed. Additions or changes 
determined necessary by administrative or local conditions should be made in 
the format prior to issuance of proposals to prospective bidders. 

3. As soon as bids have been opened and abstracted, advise this office by TWX, 
the total dollar amount of the lowest acceptable bid covering commercial laundry 
service for fiscal year 1959. Your primary fund allocation will then be adjusted 
to provide the additional funds if such are required. 

4. When you are informed of the fund adjustment, accept the lowest acceptable 
bid. After acceptance, one copy of the accepted bid and a copy of the abstract of 
bids should be furnished this office. 

5. To aid you in establishing the quantities to be processed, the following 
procedures should be followed: 

(a) Presswork (number of pieces): Indicate the number of each item used dur- 
ing 1957. 

(b) Flatwork and dried and folded (number of pounds): Weigh not less than 
20 and as many as 50 representative pieces of each item listed and determine the 
average weight of each piece. Multiply the total number of each item listed 
that was used during 1957 by its average weight. Enter the total weight of each 
item in proper place in bid invitation. 

6. Take no action toward disposing of laundry equipment until further advised 
by this office. 

Roy A. Wo.rorp, 
Deputy Chief Medical Director 
(For and in absence of William 8. Middleton, M. D., Chief Medical 
Director). 
Exuripit D 
JUNE 5, 1958. 
CrEScCENT LAUNDRY, 
735 North Farish Street, Jackson, Miss. 

GENTLEMEN: Attached is an invitation to bid on laundry service for the Vet- 
erans’ Administration hospital here. 

As you know we have previously operated our own laundry. It is now con- 
templated as a part of the Government policy to stimulate business to enter into 
a contract to have this service performed by commercial laundry. 

I believe the contract itself is clear and understandable so that no elaboration 
is necessary. 

There are one or two points which I would like to emphasize which are not 
covered in the contract, but may have a bearing on our future relationship should 
you be awarded this business. 

We have a considerable number of patients who are classified as aged and infirm. 
They are incontinent. As a result of this their laundry is exceptionally dirty and 
will require special handling. A rough estimate of the amount of this laundry is 
that it will make up about 31 percent of the total volume. 

There are also a number of beds assigned here for patients with tuberculosis 
and other contagious diseases. This laundry also will require special handling. 
It makes up about 11 percent of the total. 
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I mention these two items as they are not given emphasis in the contract and 
I am anxious that should we reach an agreement it be one with which we can 
both live happily. 

If you care to make any special investigation in these two areas I will be glad 
to assist you. 


Sincerely, 
E. T. GrrurncHovuse, Supply Officer. 
Exhibit E.— Abstract of bids 
Jackson Kwik Service Crescent 
Steam Laundry & Laundry & ; 
Laundry Cleaners Cleaners 
ais bite h natin tneinangioyintinhuheay 60 60 60 
Di iiitctidte-qestanedaunedercattnncw:chelehmibatakplonsines) tp tee svieetécebaiunia caleenaseeeadnee 
SE ch igtidindcvseubbekiedingabgubeiwpewdcttes tot aenae Net Net Net 
GROUP I as 
Item No. 1. Total cost presswork --...........-..----.-.-- $31, 081. - $20, 015. = $34, 623. 00 
en CO BO Oe iin a jin ce setmtivenniid scenes . 0425 
Total cost coeaeen EE LOD LT EA, 29, 644. 00 25, 938. 0 31, 496. 75 
Se ne in cernwetinndnsence . 045 . 035 . 0475 
Total cost ores GOED sicaicccvwonettadcns 20, 529. 00 15, 967.00 21, 669. 50 
Item No. 4. Total cost miscellaneous piecework-...---._--- 960. 00 1, 090. 00 1, 530. 00 
Item No. 5. Total cost items 1 through 4..............-.-- 82, 214. 00 63, 010. 50 89, 319. 25 
GROUP II 
Item No. 1. Total cost presswork......-..---------------- 1, 337. 44 971. 36 1, 456.00 
a ee i cinadscumceccnceectaceessee . 04 . 035 .05 
ee Sas 130. 00 113. 75 162. 50 
Item No. 3. Total cost items 1 and 2._-........--.--...-.-- | 1, 467. 44 1, 085. 11 1, 618. 50 


This is to certify that the above informal quotations were secured by the 
ON ONE 5 gc es bei~ bie ewlow ees by (personal visit, telephone, written 
quotation). (Tie bids and explanation of acceptance of other than lowest bid to 
be stated on reverse.) 


The above bids secured by formal! advertisement under invitation No. 59-15 
opened June 24, 1958. 

Recommend award be made as indicated in each instance by ‘‘A’’ (in red) to 
(lowest bidder). (Tie bids and explanation of acceptance of other than lowest 
bid to be stated on reverse.) 


Chief, Supply Division. 


NAMES AND ADDRESSES OF FIRMS INVITED TO BID OR SUBMIT INFORMAL WRITTEN 
QUOTATIONS AND PUBLIC BUILDINGS WHERE POSTERS WERE DISPLAYED 


(Not required for informal solicitation) 
Jackson Steam Laundry, 400 South State Street, Jackson, Miss. 
Crescent Laundry & Cleaners, 735 North Farish Street, Jackson, Miss. 


Kwik-Serv Laundry & Cleaners, 133 Millsaps Avenue, Jackson, Miss. 
Postmaster, Federal Building, Jackson, Miss. 


EXPLANATION FOR ACCEPTANCE OF OTHER THAN LOWEST BIDDER 


ATTESTATION OF RESULTS OF DRAWING OF TIE BIDS 


Dee ea ewe pe otek awlnsepamede dade : 
es ee ne ee nna la eceee iw secedeussuss 


Chairman or Supply Officer. 
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Exursit F 
JUNE 27, 1958. 
To: Manager. 
From: Board of Inspection. 
Subject: Report of inspection—laundry establishments. 


1. In compliance with your memorandum dated June 25, 1958, the Board of 
Inspection inspected the establishments of the following laundries: 

Kwik Service Laundry & Cleaners, 133 Millsaps Avenue, Jackson, Miss. 
Crescent Laundry & Cleaners, 735 North Farish Street, Jackson, Miss. 
Jackson Steam Laundry, 400 South State Street, Jackson, Miss. 

2. The following is submitted: 

(a) On the basis of existing equipment, floor space, and facilities, it is not be- 
lieved that Kwik Service Laundry & Cleaners is equipped to handle satisfactorily 
the linen from the VA hospital. This could be done only by means of adding 
additional equipment, facilities and floorspace. 

(b) The Crescent Laundry & Cleaners and the Jackson Steam Laundry do have 
sufficient equipment and space to handle the laundry from the VA hospital. 

(c) The general conditions found at all three laundries do not meet aecepted 
Government standards generally expected at VA laundries in sanitation, general 
plant safety requirements, safety devices, conditions of floors, workspace, and 
overall appearances. Since there is no State or local agency having direct super- 
vision over the inspection of these establishments, there is no overall standard for 
them to comply with, other than the American Institute of Laundering. 

(d) Already, the Crescent Laundry & Cleaners has experience in doing hospital 
laundry. 

(e) None of these laundries are now under the terms of the Fair Labor Stand- 
ards Act of 1938, as amended. Their labor scales are more in accordance with 
local prevailing rates, with a minimum pay scale of about $0.35 per hour; average, 
$0.40 per hour, and maximum, on piecework, $1 an hour. 

(f) The only inspection that the city health department does is that of industrial 
waste disposal. 

3. Inasmuch as the Kwik Service Laundry & Cleaners is not equipped to fur- 
nish the required service, and both the Jackson Steam Laundry and the Crescent 
Laundry & Cleaners do have the equipment to handle the laundry, the Jackson 
Steam Laundry being the low bidder of the two, it is recommended that the award 
be made to the Jackson Steam Laundry. 

E. T. GrruineHouss, 
Chief, Supply Division, Chairman. 
S. A. Sapantini, M. D., 
Chief, G. U. Clinic, Member. 
E. W. Kearney, 
Chief,.Engineering Division, Member. 
Approved. 


Disapproved. eae 
A. W. Wootrorp, Manager. 
Exursit G 
VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY—OPERATIONS, 
Washington, D..C., June 24, 19658. 
134C2 


To: Manager, VA Center, Jackson, Miss. 
Attention: Chief, Supply Division. 
Subject: Contract laundry service. 

1. It is requested that this office be advised whether competitive bids have 
been solicited for complete pickup and delivery laundry service for the 1959 
fiscal year as instructed in letter dated May 26, 1958, and if so, whether any 
bids have been received in response to the solicitation. 

2. As you were previously informed, as soon as bids are received, same should 
be opened and abstracted and central office advised by TWX the total dollar 
amount of the lowest acceptable bid covering commercial laundry service for the 
1959 fiseal year. 

C. C. Haskinson 
(For Glenn C. Parmelee, Director, Supply Service). 
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Exuipir H 


From: VA Central Office, Washington, D. C. 
To: VA Center, Jackson, Miss. 
Subject: Vets GRNC. 


Priority/OO re central office letter May 26, 1958, covering laundry service 
PD. After bids are opened in your office, abstract and forward all bids received 
to central office for acceptance. 

B. T. 


JUNE 27, 1958. 


Exuisir I 


4023-11 


To: Chief Medical Director, VA central office, Washington 25, D. C. 
Subject: Contract laundry service, Jackson, Miss. 


1. We have advertised for bids to have laundry here done by commercial 
laundry. We have received bids from three laundries. These three laundries 
have been inspected. 

2. One of them has been found to have insufficient space, inadequate material, 
and is unacceptable to do the work. The other two laundries which bid were 
found to have space and equipment necessary to undertake the work. Both 
of these laundries failed to meet accepted Government standards as required at 
VA laundries in sanitation, plant-safety requirements and devices, and overall 
conditions. They do comply with the general standards set up by the American 
Institute of Laundry. 

3. We recommend contract be awarded to the Jackson Steam Laundry as 
the lowest acceptable bidder. The bid was $83,681.44. Of this, $82,214 is for 
hospital laundry and $1,467.44 for canteen laundry. 

4. Frankly, I am a little at a loss to know what do do about these bids, now 
we have them. In your letter of May 26, you say, ‘‘When you are informed of 
fund adjustment, accept the lowest bid. After acceptance, one copy of the 
accepted bid and a copy of the abstract of bids should be furnished this office.”’ 

5. In your letter of June 24, 1958, you say, ‘‘As soon as bids are received, same 
should be opened and abstracted and central office advised by TWX dollar amount 
of lowest acceptable bid covering commercial laundry service for the 1959 fiscal 
year.” 

6. In your teletype dated June 27, 1958, you say, “After bids are opened in 
your office, abstract and forward all bids received to central office for acceptance.”’ 

7. Since the teletype was the last communication received, we are following the 
instructions contained in it. 

8. We are enclosing all bids received, together with our office abstract and re- 
port of inspection. We are also enclosing a letter from the Kwik Service Laundry 
& Cleaners requesting that their bid be withdrawn because they are inadequately 
equipped to render satisfactory service. 

9. Since our inspection verified the fact that they are inadequately equipped, 
we earnestly recommend that their bid be disregarded. 

10. If any bid is accepted, we will, of necessity, have to operate our laundry 
for a minimum of 30 days more as we will have to give 30 days’ notice to laundry 
employees and pay them terminal leave. 

11. It will als» be necessary for us to continue to employ two men to pick up 
laundry, sort laundry, and operate our mattress sterilizer. The need for these 
men is based on the cantonment-type plant which we operate. Our studies show 
that they must travel some 10 miles a day in making laundry pickups. The 
salaries of these 2 men for the year are estimated at $6,455. 

12. We also plan to retain 2 seamstresses, whose salaries will be $5,596 a year. 

13. There are 13 other people now employed in the laundry, whom we will 
expect to terminate. It will be necessary to give them 30 days’ notice of termina- 
tion and to pay attendant costs, including terminal leave. This cost works out 
as follows: 


nnn 0k 5 De ntl abe as HAAS $4, 333. 44 
eens 6 ee, Sere I Cio UO Os aU ke LL a ek 281. 69 
Cen ee EE eS, aS aac bees tcueekadnesad al 17. 25 
nN oe See oe Gu te Jence Juli seeds Ua 7, 868. 76 

ate or es ger teas in bis scainwecveare ecu k minaret ee 12, 501. 14 


Cost of supplies and materials needed to operate our own laundry 
during the 30-day period of severance notice__..........__------ 785. 00 


one me. 
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14, For our laundry operation in 1959, we requested $69,686. Legitimate 
charges against this are cost of operation during the 30-day-notice period, terminal 
leave, retirement, insurance, or $13,286.14, plus salary of the 2 men and 2 seam- 
stresses, which is $12,051, or a total of $25,337.14. 

15. Deduct this amount from $69,686, which we have requested for fiscal year 
1959, and there remains a total of $44,348.86 which can be applied against the 
laundry contract. 

16. Additional funds we will need will be the difference between this amount 
and the amount of whichever bid you accept. 

A. W. Wootrorp, Manager. 


VETERANS’ ADMINISTRATION HosprIrTat., 
Washington, D. C., July 3, 1958. 
5032/00 
Hon. Orn E. TEeacue, 
Chairman, Veterans’ Affairs Committee, 
House of Representatives, Washington, D. C. 
Dear Mr. Teacvue: There are enclosed, as requested: 
Copy of letter from the Chief Medical Director, dated May 26, 1958, 
subject: Contract Laundry Service. 
Bid invitation No. 59-6, issued June 10, 1958, and copy of my letter to 
the Chief Medical Director, dated July 2, 1958. 
Please advise if we can be of any further assistance. 
Very truly yours, 
T. J. Reavy, M. D.,; Manager. 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., May 26, 1958. 
134C2 


To: Manager, VA hospital, 2650 Wisconsin Avenue NW., Washington 7, D. C. 
Subject: Contract laundry service. 

1. The primary fund allocation recently forwarded to you was predicated on 
the continued operation of the station laundry. It has now been decided that 
commercial laundry service will be used for your hospital during fiscal year 1959. 
This may result in increased fund requirements. 

2. It is requested that competitive bids be solicited for complete pickup and 
delivery laundry service during fiscal year 1959. A copy of a format which may 
be used as a guide in soliciting bids for this service is enclosed. Additions or 
changes determined necessary by administrative or local conditions should be 
made in the format prior to issuance of proposals to prospective bidders. 

3. As soon as bids have been opened and abstracted, advise this office by 
TWX, the total dollar amount of the lowest acceptable bid covering commercial 
laundry service for fiscal year 1959. Your primary fund allocation will then be 
adjusted to provide the additional funds, if such are required. 

4. When you are informed of the fund adjustment, accept the lowest acceptable 
bid. After acceptance, one copy of the accepted bid and a copy of the abstract 
of bids should be furnished this office. 

5. To aid you in establishing the quantities to be processed, the following 
procedures should be followed: 

(a) Presswork (number of pieces): Indicate the number of each item used 
during 1957. 

(b) Flatwork and dried and folded (number of pounds): Weigh not less than 
20 and as many as 50 representative pieces of each item listed, and determine 
the average weight of each piece. Multiply the total number of each item listed 
that was used during 1957 by its average weight. Enter the total weight of each 
item in proper place in bid invitation. 

6. Take no action toward disposing of laundry equipment until further advised 
by this office. 

Roy A. Wourorp, . 
Deputy Chief Medical Director 
(For and in the absence of William 8. Middleton, M. D., Chief Medical Director). 


Certified true copy: RKB Reaist 
. K. Bex, Registrar. 
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Juty 2, 1958. 
5032/00 
To: Chief Medical Director, VA central office, Washington 25, D. C. 
Subject: Contract laundry service. 


1. As directed in your letter of May 26, 1958, competitive bids have been 
solicited for contract laundry service. We have set September 1, 1958, as the 
target date for this change, in order to permit the issuance of 30-day r. i. f. 
notices. As informally requested by a representative of the Department of 
Medicine and Surgery Personnel Service, we are withholding these notices until 
after your advice is received that the additional funds will be made available. 

2. We will be very sorry to close our laundry. As we have previously advised, 
we believe that a laundry is an integral part of a hospital. It also is regrettabie 
that the displacement of our loyal laundry employees will become necessary. 
The majority of these employees have been with us for many years. While it 
may be possible to reassign most of them, we expect difficulty in some instances. 

3. It will be of interest to know that our laundry superintendent and washer 
foreman have been at Mount Alto for almost 35 years. They are not yet 55 
years of age. The displacement of these employees represents a regrettable 
climax to a lifetime of service at Mount Alto. Two of the laundry employees 
have 16 years of service; 5, from 9 to 13 years; 4, from 7 to 8 years; and only 
4 have less than 5 years of service. 

4. Invitations were sent to 19 laundries in the Washington area. Additionally, 
the usual] postings were made in public buildings. Bids were received, as follows: 


! 
Bidder | Terms Total 

| | 
Senate Laundry- --_-.-.---.--.- cite teensy ~ ; | 15 percent, 10 days | $123, 986.00 
Blue Banner Laundry a . 16 percent, 20 days 167, 064. 76 
ER 3 te. fen codec ocete tacos | Net mca i 120, 599. 72 
Capital Laundry --_- Se cE aes | 1 percent, 20 days... 108, 362. 98 
Yale Laundry---_-.--.--- Bish wtitdhiv ania ..-----.-| 5 percent, 30 days. -.-- 132, 147. 13 
I eer 4S Loe sadebtdadarhctusbabsenadeses® PO RUSS chthe cecrpited gab pielutuld wile Calne 
A a POE I anascthiete LETTP SE Ve ee | 138, 818. 58 





5. As informally requested by a.representative of the Department of Medicine 
and Surgery, Supply Service, all bids, together with the abstract, have been 
forwarded to that Service for review. 

6. Additional funds will be required if an award is made. Our estimate is 
based upon what we conceive to be the proper assumption that this hospital 
should not be required to absorb any of the extra cost. It is urged that this 
principle be carried over into the next year or two, since experience has indicated 
that contracts for the first year are generally substantially lower than for succeed- 
ing years. Considering the lowest bid, from Senate Laundry (after discount), we 
would require $63,47L, on an annual basis. Since we are planning to commence 
service on September 1, our needs for fiscal year 1959 will be $58,472. Our 
estimated requirements are based on: 


ene MINNIS OL Se oe eed 2 Sek ek Ue $45, 431. 00 
I ain cig cts sie nites SU wba wade ee bibs 2, 000. 00 
a nt 0 he a aS ee ibe Ge Rs ou 130. 00 
NN i ch, Sta dawawalwcuas Gubduw bee Ucduas 130. 00 
eee een aaneer UNE. els lie UL eee tue cue Lu 50. 00 
Install wall between sorting area (soiled linen) and clean-linen area__ 800. 00 
Renovate office for housekeeper - - ._.........-..--.-----..--.--- 600. 00 
Adgaruonal linen yoquiremoents. .. 2. 2... seb le se ses 8, 331. 00 
Additional linen trucks and baskets____._....----_-------------- 500. 00 
Shelving, including labor and material___..._...........-.------- 500. 00 

Meee ct ae Se 2a Jo es bos aus olosoad 58, 472. 00 


7. It is our plan to place all of our laundry employees, if possible. We hope to 
accomplish this by outplacement at other Government hospital laundries in the 
Washington area and through absorption within other organizations in this 
hospital. Actual separations will involve nonstatus employees. Because of the 
need to continue our laundry in full operation until the contractor actually takes 
over, we would appreciate authority to continue any of our regular laundry em- 
ployees at least through this calendar year. The 2 oldest employees in terms of 


a 


| 
; 
i 
' 
' 
' 





een REE 
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service will have reached their 55 birthdays by that time and may wish to retire 
on a reduced annuity. Funds for such continuance will be necessary. The exact 
amount is unknown at this time. We will furnish an estimate about September 
1, if this arrangement is approved. 

8. There is one important aspect of this matter that must be considered prior 
to making an award. Our bid invitation provides that: ‘Portions of the linens to 
be laundered are contaminated by contact with contagious diseases, such as 
tuberculosis, poliomyelitis, etc. It will be necessary’for the bidder to ascertain 
if there are any local regulations or laws prohibiting the transportation of such 
linens over public highways to its place of business.” 

9. We received a telephone call from a representative of the laundry association 
concerning the above requirement. He proposed using our washer and extractor 
to decontaminate the linen before transporting it to the laundry receiving the 
award. He was advised that such a proposal should be sumbitted by the bidders 
as a qualification to their respective bids. However, no qualifications are in- 
cluded in any of the bids received. 

10. Upon inquiry, the Deputy Director of the District of Columbia Health 
Department has informally advised that: ‘‘Categorically and permanently, we 
cannot countenance a hospital sending soiled linen to a commercial laundry the 
same as a housewife would do, because of the many studies that have been made.” 
The Deputy Director further advised that they are not only concerned with the 
transportation of soiled linen from the hospital to the laundry, but they would be 
concerned with the protective measures utilized for the commerciallaundry 
employees. He pointed out that laundry workers in a hospital would know how 
to protect themselves. It was agreed that control measures acceptable to the 
Health Department would be required. It is, therefore, recommended that, 
before an award is made, we should ascertain the manner in which the low bidder 
intends to meet the requirements concerning contaminated linen. To fail to do so 
could place us in the position of being a party to a violation of the District of 
Columbia Health Code. 

11. Should the contractor propose using our laundry equipment, we would 
strongly oppose such a plan, in view of the many complications. It is our view 
that private laundries are able to render complete laundry service or they are not. 
If not, then we should be authorized to continue our laundry in full operation. 

12. No action will be taken on this matter until we are further advised. 

T. J. Reavy, M. D., Manager. 

Certified, true copy: 

R. K. Betz, Registrar. 


28678—58——36 
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(SUPPLY CONTRACT) 





SSeS = wrinion 96 comm [= 
Admin tetretion 
Regulation !-11-209.00 

D BY ’ 


VETERANS ADMINISTRATION HOSPITAL COLUMBIA, SOUTH CAROLINA 





INVITATION FOR BIDS 
ate wssveo Junc 16, 1955  — _—_—_—__—sdaviraTion wo. 0.15 
Sealed bids in_triplicate __, subject to (1) the Terms and Conditions of the Invitation for Bids, (2) the accom: j 
panying Schedule, (3) General Provisions (Standard Form 32,_ oy. 1949 edition), which are incorporated herein 
by reference, and (4) euch other contract provisions and specifications es ere ettached or inccrporatcd by reference iu 
the Schedule, will be received at the above office antil_1; 30 _o’clockDs m., EASTERN STD. _Time,__ 
June 23,1958 reese and at thai time publicly opened, for furnishing the supplies or services described ix: | 


the occompanying Schedule, for delivery Lo. eee cmeTeneRENReenen 
Gcnaral in eaten and instructions to bidders are contained in the terms and conditions on the reverse hereof. 














offers and if thie Rid be accepred Atha nnn ebenten days 


days cpfoce @ different gppted Se inserted by che eehtep pA Ft ye Te Keene pointe) within 
wil payment as follows: 


perceat, 30 calendar days. 





Sianeipetaner of, the supplies bid on 
Seales ae ten te mapdiag yd 
y for the bidder solicit or secure this contract, (b) ) as, oa Utes, ee Te 
Siesten, porsentage « my fot Sunen aan at caintes ie abel d Ge ean atamtae 
2 OF upon or re ny ‘Sear ° wane 
Goute relating to toad hb) aout a estod by the trecting Officer. 
(Por interpretation of the representation, including the term “bone fide employee,” eee Code of Federal Regulations, 
Tiske 44, Part 150. is 
(4) He operates an individual, 0 perneresipe 0 corpermien. tmoorporated in the State of 
SIGNATURE OF PERSON AUTHORIZED TO SION B10 





TYPE OR PRINT SIGNER’S NOME AND TITLE 


;OATEOF awaRD 
ACCEPTED AS TO ITEMS}GCURRREIX UNITED STATES OF AMERICA 
Indicated "AC" 


SUBMIT INVOICE FOR PAYMENT TO 


AS SPECIFIED HEREIN 
i PAGE 8 


ACCOUNTING AND APPROPRIATION DATA 


PAYMENT WiLL BE MADE BY 


CHECK 


Award will be ande on this Form, or on Standard Form 26, or by other official written notice. 











a 


PRL Le 





vexgimne the drawings, specifications, Schedule, 
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TERMS AND CONDITIONS OF THE INVITATION FOR BIDS 


1. PREPARATION OF BIDS.—(a) Bidders are’éxpétted-to”” 
n 1 in- 
stroctions. Failure to dé x6 will be at the bidder's rysk. 


(0) Each bidder shatl furnish thejiformation-reqpired . 


by the bid form. The bidder ¥hhl!l print or:fype his namg 
on the Schedule and each Continuation Sheet, theepéf ot 
which he makes an entry. Erasures gt othef changes must: 
be initialed by the person signing the did. Bids signed! hy - 
an agent must be accompanied by. eviderite of his authority, 

(ec) Unit price foreach unit bid on'shall be shown and 
such price shall include packing unless otherwise specified.. 
A total shall be entered in the Amount.coltimin of the Scfied- 
ule fyy tach"item bid on. In case of.error in extensjon of 
price, the unit price will govern. 

(d) Alternate bids will not be considered’ unless author 
ized by the Invitation. 


- “(e) When, not otherwise specified, bidder must definitely 


state time of proposed. delivery. 
: Uf) Time, if stated as a number of days, will include 
Sumdays and holidays. 


* 2, SUBMISSION. OF BIDS.—(a) Bids and modifications 


thereof shall be enclosed in sealed envelopes addréssed to 
the issuing office, with the name and address of the bidder, 
the date and hour of opening, and the invitation, riumber 
on the face of. the envelope. Telegraphic bids will not, be 
considered unless authorized by the Invitation; however, 
bidp may be modified by telegraphic notieé provided .such 
notice is received prior to the time set fot the opening of 
tho bids. . 

(6) Samples of items, when required, ‘must be submitted 
withip the time spetified, and unless otherwise specified by 
the Ggvernment, atino expense‘to the Government. ‘If not 
destro' by testing, samples will be returned at. bidder's . 
request and--expesist; Unléds “otherwise spéyified by the 
Invitation. : ‘ 

(c) In the event no bid is to be submitted, ‘do,net’ retunm’ 
the Invitation unless otherwise specified. However, § lefter 
or post card*should be sent to the issuing office advising 
whether fufute. Invitations for the type of supplies .or 
services covered by this Invitation are desired. 


3. Wit WAL OF BIDS.—Bids may be withdrawn by 
written or telegraphic notice (see 4 below). 


4. LATE 8105.+-Bidg and modifications or withdrawals 
thereof recebved after the time set for opening will not 
be considered: unless tity are received before the award is 
made, and it 18 determinad:by the Government that failure 
to arrive on time*waé due solely to delay in the mails for 
which the bidder was..not-responsible. 


5S. GOVERNMENT-FURNISHED PROPERTY.—No material, 
labor, or facilities will be furnished by the Government 
unless otherwise-provided for in the Invitation. 


6. LABOR INFORMATION.— Attention jis invited to the 
possibility that wage-determinatidis may have been made 
under the Walsh-Healey Public Contracts Act providing 
minimum wages for employees engaged in the manufacture 
for sale to the Government of the supplies covered by this 
Invitation for Bids. Information. in this connection, as 
well as general information as to the requirements of the 


Reverse of Standard Forms 30 and 33 
June 1955 Edition 


Agt concerning overtime ‘payment, child labor, gafety and 
health provisions, etc., may be obtained from the Wage and 
‘Hour and “Public Cantratts: Divisions, Department of 
Labor, -Waahington 25, D. C. Requests for information 
should-state the Invitation number, the issuing agericy and, 


“the supp}ies covered. 


7.“DISCOUNTS.— (a) Prompt-payment discounts will be 
incladed in the evaluation of bids, prdvided-the period of 
the offered discount is sufficient to permit payment within 
‘such period in the regular course of business under. tie' 
delivery, inspection, and payment provisions of the Invi- 
tation and Bid. ; 

(6) In connection with any discount offered, time will 
be computed from date of delivery of the supplies to carrier . 
when delivery and acceptance are at point of origin, dr 
from date of delivery at destination or port of embarkgtion_ 
when deljvery and acceptance are at either of. those. points, 
ov from date correct invoice or voucher (properly certified 
by the Contractor) is received in the office specified by the 
Government if the latter date-is later than ‘the date of 
delivery. Payment is deemed to be made, for the purpose 
of earning the discount, on the date of mailing of the 
Government check. 


8. AWARD OF CONTRACT.—(a) The contract will be 


awarded ta that responsible bidder whose bid, conforming 


to the Invitation for Bids, will be most advantageous té the 
Government, price and other factors considered. 


(6) The Government reserves the right to reject anor 
all bids and to waive informalities and minor irregularities 
in bids received. 

(c) The Government may accept any item ox group wf 
items of any bid, unless the bidder qualifies His bid by gpe- 
cifi¢ jimitations, : BLESS OTHERWISE PROVIDED IN 
spf stu "BIDS MAY BE SUBMITTED FOR 
area TITIES LESS THAN THOSE SPECLEJED; 
AND’ ‘GOVERNMENT RESERVES THE RIGHT 
?O.MAKE AN AWARD ON ANY ITEM FOR A QUAN; 
TITY ‘LESS THAN THE QUANTITY BID UPON AB 
THE UNIT PRICES OFFERED UNLESS THE BIDDER 
‘SPECIFIES OTHERWISE IN HIS BID 


*(d) A writt@n award mailed (or otherwise furnished) - 
to’ the ‘successful bidder within the time for acceptance 
specified in the bid results in a’ binding contract without 
further action by either party. 


9%. SELLER'S INVOICES.—Invoices shall be prenared and 
submitted in quadruplicate unless otherwise Spegified. In- 
voices shal! contain the following informatiéne Contemct 
and order number (if any), item numbers, deseripffon of 
supplies or services, sizes, quantities, unit prices, and ex- 
tended totals. Bill of lading number and weight of. ship- 
ment will shown for shipments made dn- Gove: 
bills of lading. The following certifieate. sjgupd*y the 
Contractor. or his.authorized representative, will be shown 
on the original of the invoice: 


“I certify that the above bill is correct aid just and that 
payment therefor has not been received,” _ 

When the invoice is signed in the namevf a company or 
corporation, the name. of the person signing and the 
capacity in which he signs must appear.. For example: 
“John Doe Company, ‘by John. Smith; Secretary,’ 
“Treasurer,” or as the case may ‘be. 






US GOVERNMENT PRINTING OFFICE I85—-O-363349 
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REQUIREMENTS 


Furnish all services and supplies in connection with laundry services to be 
furnished the Veterans’ Administration hospital, 2650 Wisconsin Avenue NW., 
Washington, D. C. (Mount Alto) in accordance with the following terms and 
conditions, during the period July 1, 1958, or as soon thereafter as possible, and 
ending June 30, 1959. 

SPECIAL CONDITIONS 


1. ualifications.—Bids will be considered only from bidders who are regularly 
established in the business called for and who are financially responsible and have 
the necessary equipment and trained personnel to furnish the service called for 
under this invitation. 

2. Subcontractor.—In the event it becomes necessary for the contractor to sub- 
contract any part of the laundry work, prior approval in writing for such sub- 
contracting must be procured from the contracting officer who will inspect the 
facilities of the subcontractor prior to issuing approval. 

3. Inspection.—(a) Prospective bidders are invited to visit the Veterans’ 
Administration hospital to inspect the type of articles and materials on which 
service is required. 

(b) Inasmuch as the proper treatment of patients requires uninterrupted 
laundry service and strict observance of the best sanitary methods, the Veterans’ 
Administration reserves the right to inspect thoroughly and investigate the estab- 
lishment, equipment, and facilities of any bidder and to reject any bid where such 
such inspection discloses facts warranting such rejection. The bidder hereby 
agrees to permit such inspections of his establishment, equipment, and facilities 
prior to acceptance of his bid, and if accepted, during the life of the contract, as 
the manager deems necessary to insure full observance of this requirement. 

4. Contaminated linens.—Portions of the linens to be laundered are contami- 
nated by contact with contagious diseases such as tuberculosis, poliomyelitis, etc. 
It will be necessary for the bidder to ascertain if there are any local regulations or 
laws prohibiting the transportation of such linens over public highways to its place 
of business. 

5. Pickup and delivery.—(a) All laundry will be picked up by the contractor 
in bulk and will be returned in the same lots as received, with individual items 
segregated by type and color. Items sent in net laundry bags will be laundered 
and returned in the same manner. There will be individual bundles of patients’ 
wearing apparel and employee uniforms, with each bundle identified by name of 
employee or patient. The contractor will receipt on form 2615 for all articles 
received. A representative of the Veterans’ Administration will receipt for all 
articles delivered by contractor, subject to count. Count of all articles at time of 
pickup and de-ivery will be in the presence of both a representative of the con- 
tractor and the Veterans’ Administration; otherwise, the count of the Veterans’ 
Administration will be accepted and final. 

(6) The contractor shall furnish a list of all articles returned, with the charges; 
also, the weight of lots for which charges are by the pound. The Government 
reserves the right to inspect the services rendered and to return all articles de- 
termined to have been unsatisfactorily serviced for further servicing at no ad- 
ditional cost to the Government. 

6. Collections.—(a) Collections of soiled hospital laundry to be made in the 
morning between the hours of 8:30 a.m. and 11 a. m., daily, Mondays through 
Saturdays (Sundays excluded). (Hospital laundry consists of hospital linens, 
operating room linens and apparel. Dietetic (kitchen) linens, and white coats, 
trousers, and maid’s smocks of dietetic employees). 

(b) Collection of patients’ soiled wearing apparel and all other uniforms will 
be made 1 or more days per week on a day or days mutually agreed upon between 
contractor and the Veterans’ Administration. Collection will be at the laundry 
(building No. 6) Veterans’ Administration hospital, Washington, D. C. 

7. Deliveries—(a) Hospital laundry to be returned on the following working 
day after collection. 

(b) Patients’ personal wearing apparel and all other uniforms to be returned 
the second working day after collection. Delivery will be at the laundry (building 
No. 6) Veterans’ Administration hospital, Washington, D. C. 

8. Workmanship.—(a) All workmanship, including delivery, shall be first 
class in accordance with the best practices of the laundry and dry-cleaning in- 
dustries. All articles of wearing apparel, unless otherwise specified herein, shall 
be pressed or ironed and delivered in the same condition as that known in the 
laundry industry as finished work. All articles are to be finished and washed as 
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specified in this invitation in accordance with accepted standards of the American 
Institute of Laundering, except wool blankets which may be dry cleaned. 

(6) The contractor will separate and set aside all articles that are torn or 
damaged from fair wear and tear. Such articles will be collected during the normal 
folding operation of finished goods, and will be assembled into lots and will be 
identified with a tag or some other means, to indicate that repairs are required 
before use. The contractor will replace all necessary buttons and fasterners on all 
articles, except removable-type buttons and fasterners. 

(c) Special handling and wash treatment must be given all articles soiled with 
blood, fecal matter, chemical or drug stains, and iron rust, to insure the removal 
of such without damage to the articles. Should at any time the removal of such 
stains be impossible, the articles are to be returned separately with an explanation 
as to why these stains cannot be removed. 

(d) Special handling and wash treatment must be given elasticized (Ace) 
bandages and elastic stockings, as follows: 

(1) Elastic (Ace) bandages will be laundered in strict accordance with the 
method prescribed by the National Institute of Laundering. Finished 
products will be rolled with a rubber band around each bandage. 

(2) Elastic stockings will be washed in tepid water, using only mild soap, 
and thoroughly rinsed. (Never to be boiled or washed in hot water.) Before 
hanging to dry, stockings are to be rolled in towel to absorb some of the 
— moisture. Drying to be at room temperature and away from direct 
sunlight. 

(e) Hospital laundry consists of no less than 5 colors: green, yellow, blue, gray, 
and white. The contractor will be required to initially dye and maintain the color 
as required by the hospital. The original dyeing shall be done when indicated by 
the hospital, the retinting to be as needed to retain the original color. 

(f) All articles, in addition to the original marking of ‘‘USVA,” “U. 8. Govern- 
ment,’’ and individual names of employees or patients will be marked by the 
contractor for identification purposes in accordance with commercial laundry 
practices to insure that the same articles are returned. One common mark to 
identify ‘‘Mt. Alto” will be sufficient for all articles, except that employees’ names 
will be used on uniforms. The contractor will be required to initially mark such 
names, and to maintain the markings in legible manner. 

(g) Any foreign items such as syringes, small surgical instruments, silverware, 
ete., will be returned to the Veterans’ Administration. 

(h) In order that the Veterans’ Administration can maintain accountability 
of all articles released to the contractor, the contractor agrees to permit and to 
assist the Veterans’ Administration to inventory all articles covered by this 
contract in the contractor’s possession if such an inventory is deemed necessary. 
Generally such an inventory is made on the same date the contractor submits 
voucher for payment. 

9. Shortages or damages.—(a) The contractor must assume the responsibility 
for any damage or loss of articles in transit to or from and at his place of business 
and will guarantee the return of such articles to the hospital in as good condition 
as received. 

(b) The contractor will reimburse the Government or individual concerned fair 
value for any loss or damage due to fire, theft, or otherwise of articles while in his 
change up to the maximum amount of the guaranty called for in this bid invitation. 

(c) In the event of loss or damage to articles while in the contractor’s possession, 
a fair value of the articles lost or damaged will be determined by the hospital, and 
the contractor agrees to reimburse the Government, Government employees, or 
hospital patient promptly in such amount as the hospital determines within the 
limitations of the above mentioned guaranty. 

10. Insurance.—The successful bidder will be required to furnish surety bond, 
certified check, United States Government bond, or other adequate security 
in the amount of $15,000 to protect the Government and/or its beneficiaries against 
loss resulting from fire, theft, or otherwise, of the items covered by this proposal 
while in the possession of the contractor. If the guaranty is in the form of an 
insurance policy such policy must bear an appropriate loss-payable clause in favor 
of the United States as its interests may appear and will be deposited with the 
Chief, Supply Division, Veterans’ Administration Hospital, 2650 Wisconsin Avenue 
N W., Washington, D. or , during the term of the contract. In case of any reduc- 
tion in the amount of the guaranty due to the loss or destruction of items it will 
be required that the amount of the original guaranty be restored. 

11. Estimated quantities —As it is impossible to determine the exact quantities 
that will be required during the contract period, the estimated quantities shown 
herein are furnished for information only and may be increased or decreased in 
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accordance with actual requirements, it being understood and agreed that the 
Veterans’ Administration will not be relieved of its obligation to order from the 
contractor all such supplies and/or services covered by this agreement that may 
in the judgment of ordering officers be necessary and shall not in any case relieve 
the contractor of his obligation to fill such orders unless in submitting his bid he 
definitely limits the total quantity he agrees to furnish. 

12. Awards.—It is contemplated that items Nos. 1 to 5, inclusive will be 
awarded in the agregate, but the right is reserved to cancel any item or items after 
the bids are opened, before making award. The entire group will be awarded 
to the bidder quoting the lowest price for the complete group, or, in the event 
no bid is received for all the items in the group award will be made to the bidder 
quoting the lowest aggregate price for the greatest number of items in the group 
to be awarded to the lowest bidder on each item. It will be necessary for each 
bidder to state the unit price of each item on which quoting and the total price 
quoted for all items in the group. 

13. Cancellation.—(a) This proposal, if accepted, shall become a contract and 
shall remain in force during the period above stated unless terminated at the re- 
quest of either party after 30 days’ notice in writing. 

(b) In the event of the Veterans’ Administration closing this hospital subse- 
quent to the execution of this contract or during the contractual period, the con- 
tract may be canceled immediately upon written notice to the contractor and the 
Veterans’ Administration relieved from its obligation to make further purchases 
thereunder. 

SUPPLEMENTAL GENERAL PROVISIONS 


14. Default-—Paragraph 11 of general provisions (standard form 32) is amended 
to add the following: 

“The right is reserved to the contracting officer to declare the contractor in 
default if, in the opinion of the contracting officer, there has been at any time a 
failure to perform faithfully any of the contract stipulations, or in the case of 
willful attempt to impose upon the Government articles and/or services inferior 
to those required by the contract, and any action taken by the contracting officer 
in pursuance of this stipulation shall not affect or impair any right or claim of 
the United States to damages for breach of any of the covenants of the contract 
by the contractor. It is understood and agreed that when a contractor has been 
declared in default by the contracting officer, thereafter during the remainder of 
the contract period the Veterans’ Administration may purchase the articles and/or 
services covered by the contract of the defaulting contractor without furnishing 
said defaulting contractor orders thereafter and that any excess in cost over the 
original contract price shall be charged to said defaulting contractor and his 
sureties, if any.” 

15. Disputes.—Paragraph 12: Disputes, of general provisions (standard form 
32) is amended by adding the following: 

Notre.—Disputes clause (of this contract) is amended to comply with Public 
Law 356, May 11, 1954 (68 Stat. 81). 

16. Nondiscrimination in employment.—Paragraph 18, nondiscrimination in 
employment, of general provisions (Standard Form 32), is deleted and the follow- 
ing inserted in lieu thereof: 

“‘Nondiscrimination in employment.—In connection with the performance of 
work under this contract, the contractor agrees not to discriminate against any 
employee or applicant for employment because of race, religion, color, or national 
origin. The aforesaid provision shall include, but not be limited to, the following: 
Employment, upgrading, demotion, or transfer, recruitment or recruitment 
advertising; layoff or termination; rates of pay or other forms of compensation; 
and selection for training including apprenticeship. The contractor agrees to 
post hereafter in conspicuous places, available for employees and applicants for 
employment, notices to be provided by the contracting officer setting forth the 
provisions of the nondiscrimination clause. 

“The contractor further agrees to insert the foregoing provisions in all sub- 
contracts hereunder, except subcontracts for standard commercial supplies or 
raw materials.” 
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ScHEDULE OF PRICES 
PRESSWORK 


The following articles will be finished on pressing machine, starched where 
necessary, and returned in acceptable finished condition: 


Each 
ING on nnn nd vt in os ds cigs ici wibkol eg Ho oo De Nhe Glee latte eee Ada ok aca 
Bathrobes (patient) o.oo oo 0 Sa aint dale cli aso eibetew es ail eee 
ci Bs nos) oi & tht wo mete & hare aietacies wana kek wie bediin o & biad aMebine Ai 24, 000 
ON aS ii ainsi yw ni Smee wand en iid et gm him eae oa ies ens le ingen 
Caps or Ree oo cnn ey ote ct eee adem eadoe eee 6, 500 
Coats (surgic al) _ Bich we'Giho win he bene Shes ate bo aes Be euRAs Gold leap ee 
Coats, pajama (patie nt) - feo cate souk Sc wb ny ha pds ae oe Sala a aS res 
Coats, white ir al. ......s.«d. «acta wands seesaaee 11, 500 
Collars D ndiincanairac dk maceded sss glk or aye onl epithe spac hc en 
Dresses__ -- - - ws We ss ho win pw no Supe psi Wr “el ea 
Dresses, uniform. ___- i awwanad ceca te Upit foci ameaeis 43, 000 
Handerchiefs__ Lg Ee teks 2 ivdss = dveeeph gs wishin peed baa 

Kimonos or housecoats- soishsn <> ab been safest eine te, ca Sole w eeahices alias ae es eae 
Nightgowns___....----- <5 sae gst tes ion cs wig cid aso hic aeil thd oe ae a os a 
Petticoats a dia ence OS Rae 8 aes ain eae ee 
Shirts, men’s_- Ss BE ee eine sage em atcnabe aete 6, 500 
DEG shin nc Dead aewovcwduce dbUsewae kek Gilde ates sob dee eee ete 
Smocks (physi sicians’) ___- oi signee wis sige Gpeakah ae ould oran sca Sk tan aebar eee 8, 500 
Trousers, white and colored___---- i esas nice baci icy ates alin hace elastic 43, 800 
Trousers, pajama (patient) - os cee As ele nd nn nek eed eee oa a nal 
Trousers, surgical____ -- 5 winties wea cote alia te Gee dee pi ae a ee i ee ie 
Deen. ac ook SoC eGEs cab ck ee ema deee eee 200 
Item No. 1, total cost_ i 5 hires a irnroae a ‘. 

FLATWORK 


The following articles will be laundered as flatwork, and folded. Charges will 
be based on weight after laundering: 


Pounds 

Riehe: MO 2a. 5, dates ewdnsue ae si shies wicbecsih dm sled eee 15, 235 
TEETIOOIES, WIRD BUG. COMBOE 6 inc Zce -cudene swe anltnnaniesaacus 230, 431 
Binders... ..... i ard eek wsS pine hake ea ade 4, 802 
Caps, operating __ SAS ane wares 3 pie ta a ea hs Bic atl Sree 1, 345 
CR NOE Soo ce oboe cca. Cale dee ee ee 1, 600 
Covers, bedpan_ silat plat tira inte: kde acts sorsaence na aS ald chains 
CWE CRE nck. i ci mdn dad nenncmeitons atlnen pa: 3, 390 
NN NO oe es acces ; See oe eee 3, 107 
Curtains, cubicle _ - —- iu FOR Fc eae freddie cd te ore eee 3, 390 
Cee WNW. 5. oo US ccc ae ee ee ee 7, 040 
Peel 2.8 3 t. Jteu sae a aii ai Wen DONE ee Seon obhitica 
Neckerchiefs_ - , te) Eb tac bain «an Wee CN eae 
Panels, bed-screen _ Bie ea Uo cugeeueeees 791 
Pillowcases - _ - pean ‘. e sensde esses 76, 275 
Scarfs, dresser- yeti enue es i anssarihot tisa tives im Gad aera a ns ag 
i ie sgl ra ale es dh ald iat el 533, 925 
Sheets, special____-___ EET EE IE IES! es ed ema 29, 799 
Pe oe = ee oe | oN es ee ee, eee ee 
epeeein oe Sk! Se ee ee a ee oe eee 18, 532 
Towels, barber. oral cere oe oe Sires dais im Oaeeeel 
Towels, dental_____-_. 2 Ed tet se de biel i ree ane ee 4, 400 
Towels, dish__ - wa lian atl a alan alee per 14, 831 
Towels, hand_-_- __ oe come ead eon eae tee ee 57, 490 
Miscellaneous- cw wee erae bi i ptire An ath deans ote eat 28, 250 

Total weight_-.-_-.---- a a he ee File ance ieee ee 034, 633 

Cost per pound___--- teats acta Sn ee i , 

Item No. 2, total cost ‘ : nib te Ecanae aoa a 
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DRIED AND FOLDED ONLY 


The following articles will be dried and folded only. Charges will be based on 
weight after laundering: 





Pounds 

EE RS a. Sec. a lic accor e ena wot l ese aeseebws 17, 732 
EE Sait els SUE wie whe Seow oR eet Cow coon need wheeeeeee 
RR a Leh An Ts CAs. Wika eecta can ee ni oded be koe 28, 758 
ng ois ete ie Se ee ore Sos Sao ee bu cece beceecbeeesd Shee 
I Ott oe Sn es ie Bernt ee icu cbs eucceie in 53, 242 
rere SE EE 2 ise a a ea Ske c econ ssdidantioas 312 
nie: rt se Spas ogi a aos Sook ote cecea een 23, 100 
SINC ce Sooo eto bd bcos rece Secciees cee CoS 46, 268 
ee SE Str SP oo ee dct bcadahednent awa Ss 912 
ES SO a eae eee Sat CeSeRek on eens 9, 125 
nr tre ora Sot Skuse ce bbdoweat eens cee Senntomes 
nC Sos one Sore sade 5 oes tana ew cetedueges 12, 762 
I oe SOS kc ool Gdeceasncdeccws re 3, 897 
rr eet! or See tonet bike ccc ssexce nes 2, 000 
Hammock, RNIN Ss het Goths bs cele cobadanceaacaay ses 580 
Jackets, MER eet Se en een cu. Se: uty chawadew ances Mey eb ee N 
nn ERE Pek oye oan be och fo wb cecke sccclasuws 738 
ee ene rs SS ee ee Geta pastcbaus sue detee eae 
et eee i he EMSs ae eee kee 4, 780 
rn nan 2c Sere een ort + 2 Sol eee EL skcSd nse aemnek jdobeeeee 
ere 2 ce oe eee sole Se 5 Oks ie ein i Ee 2, 400 
ee nnrees > ons oe ek eee oe te Fad ee Re ie eee 
I erg 2 Se oS Rete See oe ek lee aks eae ond 428 
IIS Sen to ee oe ee i Se eae babeeae reo 4, 050 
I en oes ee EL a ees cane eepekapoesewaens 800 
Er ee nes ee Be eet 28 eee cp Lee eee 
ee en eS Nig eee aero we ing JE Saw sig Ota ar eee 48, 620 
Trousers, convalescent______________--- PEER Aa Se ae 19, 250 
Trousers, pajama___--__- ee ee ce ee a ae ak 46, 268 
ER he tse el Len ho a ca mine eet eer Re aber ss skeet 
Underdrawers_ -_ _ -_- Bees ge eu é stb ecdslercneledee” teoaese 
Unionsuits or B. V. D.’s-. pares site ccwee ce bhkcl tan Lee 
Washcloths __ ‘ . + dteaa i lle 11, 062 
Miscellaneous _.- Lcnent er jstuataves 5, 560 

Total weight : ar ; pee Sowa ~cceaes eons Due 342, 644 

Cost per pound__ i i a pap tai aig Ao ling enw aks secs Wd 1 om ante 

Nn pow cebeawleed ies 


MISCELLANEOUS PIECEWORK 


The following articles will be finished in the prescribed manner, starched, if 
necessary, and returned in a finished, acceptable condition: 


Each 
Bandage, elastic (Ace) : Bs os fs on ides ees 19, 054 
Blanket, wool, single ge ists Be oO , Scuaveaee 1, 250 
Pairs 
Curtains, scrim or net, full-length __- secs ask 2 tac sa ee Se aaa sae a ae amt 
C urtains, sash, scrim or net_--- eases sc UN an ress Sle Se ta arene alot 
Curtains, cretonne or similar materi: ul, unlined Sas a eeatia mmeeli 100 
Curtains, tie-back cl tas spa elise nr tee cs neh eT ie ete 
Each 
Hose, elastic stocking ; a - 4, 160 
Mops, cotton, dust, approxims ately 16-inch_. Reet oae ees ene te 312 
Mops, cotton, dust, approximately 40-inch____..........---------- 312 
Pillows, feather__--- ~~ -- eaten ae ashen a eee 100 
Slip cover, cotton, dav enport, 3-cushion - _....---- pate e ota eee 12 
Slipcover, cotton, chair___......------ ees pe kae tee 400 
Item No. 4, total cost__------ Feo pint anh ee ee ee a es 
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SUMMARY SHEET Each 
Cost, presswork ___.- 
Cost, flatwork_ 

Cost, dried and folded work_. 
Cost, miscellaneous piecew ork... 


Item No. 5, total cost. 


Mr. Wuirtrer. Mr. Chairman, I have read many of the reports 
of the committee, and the summaries that that committee has made 
tome. I have not read that specific letter, although there may have 
been a summary of it in there. If there was, I do not remember it. 

The CuHarrmMan. If you have any evidence on the other side, I 
would like to see it. 

Mr. Dorn. I understand, Mr. Administrator, your difficulties with 
the Bureau of the Budget. We have them, too. It appears to me 
that the proper way to go about that would be to do it thoroughly, 
and investigate and find out beforehand. It is my understanding 
that 90 percent of the privately owned hospitals—local, municipal, 
and county owned—have their own laundries. 

Bear in mind that the members of the boards of directors of those 
hospitals all over this country normally are businessmen who pay 
taxes and are tremendously interested in free enterprise. I know 
that is true of my local hospital. In fact, it was built by a friend of 
mine and given to the county. They are on the board of directors. 
Ninety percent of them have come to that conclusion, and the per- 
centage of the total number of hospitals in this country with their 
own laundry service is increasing annually. Up to now, 90 percent 
have their own laundries. 

In the light of all that, it looks as if we should more thoroughly 
study these things before we arbitrarily issue a directive May 26 that 
on July 1 it will have to go from an m-plant operated laundry to a 
commercial contract. 

We want to save money. [ voted for nearly every economy measure 
before the Congress last year. 

T asked a Nav y man the other day about their coffee. It is tradi- 
tional how good the coffee is in the Navy. But he said, ““Mr. Con- 
gressman, let me tell you something. Since we can no longer grind 
and blend our own coffee, but commercial enter ‘prises have taken that 
over, the quality of the coffee has gone down in the Navy. We are 
not consuming so much.” 

The same is true of ice cream, I understand, at a certain Marine 
base. They used to eat ice cream every day, but now, maybe, only 
twice a week. They do not care much about it any more since it 
has been commercialized and taken from the traditional role. 

With all of this background, I think this should be more carefully 
studied, and I am sure you will, Mr. Administrator. 

Mr. Wuirripr. My only comment on that, sir, is that it was not 
arbitrarily done. It was as cautiously and as carefully done as it 
was possible to do. I found the very ablest men I knew, and asked 
them to move with great care and caution. 

Mr. Dorn, I would like to assure you that, from the standpoint of 
the treatment of our employees, there is nothing of which we are 
more proud than our concern for our employees, as individuals. If 
I might point out the example of the insurance center in Washington, 
when 650 people were asked if they would go to Philadelphia, and 
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some did and some did not, even the unions cooperated and later 
told us how much time we had fairly given the VA workers so they 
could readjust their family lives. 

I think this committee and the Congress, certainly, with 650 people 
in Washington affected, people who would react immediately if any 
moves were made that were adverse to them, has heard almost no 
complaints, if any at all, from that group of employees, because we 
set up committees to assist those who did move and to see if we could 
find employment for those who remained here. Even so, that move 
was made, I think, between February and March, yet we have com- 
mittees still inquiring in an effort to assist those who are unemployed, 
because we feel we have a deep obligation to every single employee 
who has worked for the VA. 

The CHarrman. Dr. Zink, in your budget this year you have how 
much money for improving or repairing or replacing laundry facilities 
in Bay Pines, Fla.? It is over $400,000, is it not? You are asking 
for $400,000 to build one, and then, at the same time, close another 
one and double the cost of the laundry service there. 

Dr. Zinx. The answer to that is that it was explored. Previously, 
we had learned that a local laundry at St. Petersburg was interested. 
When they were approached there and given opportunity to bid, they 
turned it down. 

The CHarrMaANn. So, there was no commercial facility there avail- 
able. 

Dr. Zinx. That is correct, sir. 

Starr Director. The Veterans’ Administration, at our request, 
furnished some information which was to be made part of the record. 
The pertinent part is this: That the Veterans’ Administration has 
spent $5,364,496 during the past 3 years to improve laundry buildings 
and equipment at 11 hospitals. 

(The information referred to follows:) 


Replacement of laundry equipment and building-improvement costs (145 laundries) 


Estimated cost to replace all laundry equipment (145 laundries) 


ne ONION 3 ook. thd cue Uh i alidadte saw cell . $11, 579, 220 
Estimated average cost per station to replace all laundry equipment_ 79, 857 
Estimated amount spent per year per station for replacement of 

Sr IENIt she o ae t eee ee ck Be 4, 000 
Amount spent during last 3 years to improve laundry building and 

eee ES EEE aC 


Mrs. Rogers. Is it not true, Dr. Zink, that this private laundry 
is the bospital laundry which‘has been in the offing for many years? 
There were times before when the question of whether laundry should 
be done by private enterprise came up. Is that correct? 

Dr. Zink. That is correct. Actually, this has been under active 
consideration since the fall of 1954, when, as Mr. Whittier mentioned 
before, the task forces of the Hoover Commission inquired into this 
particular aspect. 

Since September of 1954, this has repeatedly been discussed, and, 
because we did not have the facts before, and we still do not have 
them now, we have been reluctant to go ahead with it. 

We have now reached the point where the only way we can secure 
the answers on which Mr. Whittier will make a final determination 
is this test of the six stations which were selected because of size, 
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disposition, and so forth, which we felt would give us an honest answer 
to the question on which to base a final determination. 

Mrs. Roaers. If we have an all-out war, you will need the laun- 
dries, vitally, in the hospital. 

The CHAIRMAN. We contacted every hospital-management group 
in the United States that we could find, and there is nothing in the 
way of evidence to say what you are doing i is right. I would like to 
place excerpts in the record from those associations. 

(The information referred to follows:) 


CoMMENTs From Various HospiraL-MANAGEMENT ASSOCIATIONS AND Pusu 
CATIONS CONCERNING VALUE OF THE INSTITUTIONAL LAUNDRY VERSUS THE 
CoMMERCIAL LAUNDRY 


National Association of Institutional Laundry Managers; views of 

Letter dated July 8, 1958, Edwin J. Cullen, president: 

(1) Survey of advantages versus disadvé antages shows disadvantages to far 
outweigh advantages. 

(2) Alarm over cross-infection or Staphylococcus: 

(a) ““* * * the National Association of Institutional Laundry Managers must 
make formal * * * protest against * * * the health hazard, not only to our 
veterans in these hospitals, but the hazard to entire communities through the 
high incidence of cross-infection and contamination. 

(6) “It is certainly within the realm of possibility that entire communities would 
be subject to contamination.” 

Finally: 

“This action will in no way afford any economy in linen service within the 
institution; will decrease the efficiency and quality of service expected; and will, 
in fact, increase the burden of the already overburdened taxpayer.” 

Wiley, Heywood M. 

It Pays To Operate Your Own Laundry, in Hospital Management, October 
1956: 

“The operation of an institutional laundry means a saving of 30 percent or more, 
compared to what it would cost to have the same volume of laundry work done in 
an outside laundry. 

“Other advantages of in-plant laundry operation include the use of a minimum 
inventory of linens doing a maximum job, plus longer life of linens. The latter 
is the result of proper sorting * * * compare this with the use of a standard 
washing formula * * * and you can readily see the difference. Your laundry 
(in-plant) sets aside heavily stained linens and gives them special treatment * * * 

“Strikes, traffic problems, snowstorms, ete., and miscellaneous kinds of break- 
downs will become common words explaining delays. Anxiety over a supply of 
clean linens among your employees will cause sharp tempers to appear. We could 
go on and on describing what could happen if you sent your laundry out.” 
Hancoz, H. F. 

Despite Precedent, This Smaller Hospital Laundry Pays, in Hospitals, J. A. H. 
A., March 1, 1957 (The John C. Lincoln Hospital near Phoenix, Ariz.): 

‘Not only has operating the laundry been quite satisfactory in the amount of 
money save, but the service has been more in accord with the needs of the hospital. 


* * * much smaller inventory of linens is required. Also, wear and tear on 
linens has been much less, and the loss by this means has been cut to a minimum.’ 


Wilson, Wayne 
eee Work With Pushbutton Operation, in Hospital Management, March 
954 


“* * * The supply and maintenance of linen is recognized as a major depart- 
ment in hospital management, one that ultimately is as patient centered, in its 
own way, as diet or nursing care. 

“Immediate benefits to hospital with its own laundry: 

(1) Linens on premises all times. 

‘“‘(2) Fewer losses, mixups, or delays. 

(3) Better facilities for handling rush demands. 

(4) Smaller linen inventory. 

““(5) Control of deliveries over weekends, holidays, and during strikes and 
national emergencies. 
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__“(6) Special formulas for various conditions of soiled linens equals prolonged 


e. 
(7) Allows a higher quality linen to be used without regard to short life or 
wear.” 


Salovich, Wallace E. 


Why We Reopened Our Laundry, in Hospital Management, November 1956: 

“Fourteen months ago, St. Barnabas Hospital, Minneapolis, closed its laundry 
and began farming out the work to a local commercial plant. 

“This month, the hospital is scheduled to reopen its laundry. * * * the hospital 
board realized that it was necessary to reactivate the laundry for these reasons: 

““(1) Excessive linen replacement costs; work linen replacement cost increased 
300 percent. 

(2) No control of the source of linen; (at times) it was impossible for supplier 
to meet demands * * * for understandable reasons. 

““(3) Cost of linen processing; (additional) cost of handling linen after received 
from the supplier * * *. Many institutions neglect to consider these fringe costs. 

(4) Standard of work not adequate for hospital use. While the cost element 
in laundry operation is an important factor, it should never overshadow the care 
of the patient. A hospital laundry must work closely with the nursing staff to 
determine the role it plays in the care of the patient. The standard of work to be 
performed in the laundry cannot be predetermined by outside management, but 
by the management of the hospital of which the laundry manager is a member. 
Stern, Irving 

Long letter with accompanying documents from Metropolitan Institutional 
Laundry Managers Association: 

(1) “The Bureau of the Budget insists that over $20 million be spent, needlessly 
and wastefully for laundering linens of Veterans’ Administration hospitals, while 
the budgets to run these same hospitals are cut for economy reasons. 

“Closing the VA hospital laundries would not be in the public interest and 
would be detrimental to the veteran patients, except in the rarest cases. This 
year’s budget for running the hospitals has been cut for economy measures. At 
the same time, the Bureau of the Budget insists that laundry work be contracted 
without consideration of higher cost. This extra cost (over $100,000 per year per 
hospital in New York area) could mushroom into over $20 million on a national 
basis. 

(2) “For hospital employees, the byword is eternal vigilance. With the advent 
of a wave of serious infection, as reported in scores of magazines and newspapers 
throughout the country * * * it is not healthful to transport soiled, contaminated 
linens from place to place. The hazards of cross-infection and spread of contagion 
throughout the community are always present. Processing this type of linen 
should take place within the hospital itself, in areas specifically designed for this 
type of service, by specially trained personnel. 

(3) “All facts speak against the closing of the VA hospital laundries. It is an 
established fact, proven time and again, that the VA hospital laundries, integrated 
into the hospital, are operated economically, the cost being between 3 and 4 
cents per pound. Sending the work to any outside contractor will at least 
double the cost. The small difference of even 2 cents a pound will show over 
$100,000 per year increase in operating costs of 1 hospital alone, without the 
benefit of all the special services performed by laundry personnel as part of the 
hospital team. 

(4) “The firms large enough to bid this type of work in the New York area 
have all been found guilty of criminally violating the antitrust laws. The hos- 
pital would be at the mercy of these people if the hospital laundries are closed 
and a contract is given. 

(5) “The commercial laundries have a powerful lobby in Washington and are 
pushing their plan hard for Government contracts. They claim “Government 
competing with private enterprise.’”’ This is not so. The hospital laundry is 
not in competition with anyone. It is an integral part of a modern hospital, 
guarding the health of the patient just as any other department. The official 
journal of the American Hospital Association, Hospitals, lists the following sec- 
tions in its index: accreditation, administrative aids, engineering and maintenance, 
food service, housekeeping, laundry, nursing service, pharmacy, and purchasing. 
The laundry is part of the hospital team. 

(6) “Ninety percent of the nongovernment hospitals operate their own laundries 
as standard operating procedure * * *.”’ 
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Maraniss, Elliott: 


Lobby Forces Closing of Vet Unit Laundries in The Capital Times, Madison, 
Wis., June 30, 1958: 

“While the Nation’s medical scientists are fighting a desperate battle against 
a germ that is sweeping our hospitals, a national lobby is succeeding in closing 
down the aseptic, closely supervised laundries of some Government hospitals and 
turning the business over to private contractors. 

“One result has been higher costs to the taxpayer. Another—with much 
more perilous possibilities—has been to increase the chances of cross-contamina- 
tion in a community * * *, 

“In commenting on the possible health hazard, the bulletin of Institutional 
Laundry Managers warned: 

‘“*We again remind those responsible for this order that clean linen service is 
vital to recovery of people who are ill, and that cross-contamination of a com- 
munity is possible.’ 

“The ‘staph’ is turning up in hospitals in epidemic proportions, particularly in 
nurseries and maternity wards, as the cause of painful boils and abscesses, infec- 
tions of the digestive, urinary, and respiratory tracts, and in fatal pneumonias 
among infants._ 

‘‘More than 300 doctors, administrators, bacteriologists, and nurses attended 
the emergency conference here called by Dr. Nathan Smith, chairman of the 
department of pediatrics. 

“Dr. Kenneth R. Wilcox, Jr., of the United States Public Health Service, told 
the conference that a tightening up of aseptic measures was one ef the most im- 
portant things a hospital could do to keep the ‘staph’ under control. Minimizing 
the amount of handling of linen and laundry was one of the principal recom- 
mendations made by Dr. Wilcox.” 





Robinson, John J. 

Does It Pay To Operate Your Own Laundry? in Hospital Management, August 
1954: 

‘“* * * some hospitals that tried sending linen to a commercial laundry were 
charged at the start 6 cents a pound, but this in a short time was upped to 9 cents 
a pound. But there are laundries that say they will do hospital work for 8 cents 
a pound instead of 9 cents. So, let’s figure 8 cents a pound. In other words, in 
actual cost you would be saving 1 cent a pound (referring to a hospital of 25 beds 
which can do laundry only at rate of 7 cents a pound). So maybe, you say it’s 
not worth bothering with for that saving, but what would that saving amount to? 

“Four hundred pounds per day, at $0.01, $4 or $28 per week; 52 weeks, at $28 
per week, $1,456.” 

Bonesch, Frank G. 

Hospital Laundry Costs Versus Commercial Laundry Prices, in Hospitals, 
June 1953: 

“In my opinion, clean linen plays an essential part in the patient’s recovery.” 
Spencer, Steven M. 

The Hospitals Fight Their Toughest War, in the Saturday Evening Post, May 
17, 1958, page 23: 

‘‘k * * the bacterial invasion is nationwide and worldwide. The same ‘epi- 
demic’ strain of ‘staph’ has been reported from Boston to Seattle to Houston, and 
it has caused trouble in England, Germany, India, New Zealand, and Australia. 
Some authorities insist that any hospital which hasn’t seen it simply hasn’t been 
looking. Others have called the outbreak in this country ‘the most widespread 
anf fatal of all acute infections.’ ” 

Bloom, Murray Jeigh 

The Golden Villain in Our Hospitals, in the Reader’s Digest, January 1958, 
pages 51-54: 

“Staphylococcus aureus * * * threatens many * * * who will spend time in 
hospitals this year. * * * 

‘Mattresses and blankets are particularly effective distributors of ‘staph’ 
germs. Even laundered sheets have their role, the Canadian doctors found. 
‘Our dirty laundry was being taken from the wards in the same trucks that deliv- 
ered the clean laundry. In other words, there was a real chance of the clean 
laundry being contaminated before it reached the beds * * *.’ 

“Dr. (Carl) Walter (associate clinical professor of surgery at Harvard Medical 
School) has traveled widely, often at his own expense, to hospitals struck by 
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ss When he visits such a hospital, he checks the laundry, the heating 
an 

“By now, most hospitals have begun to take the new Staphylococcus menace 
serio’sly. In May 1957, the American Hospital Association held a special panel 
disession in Chicago on methods of controlling ‘staph’ infection. * * * 

“Hos ital laundry practices have been changed so that clean linen isn’t ‘staph’ 
infected before it is put on the bed * * *,” 


Commercial La ndries in Hospitals, April 1952: 

“The fact that two-thirds of hospitals from 50 to 98 beds operate their own 
laundries and that 80 percent of hospitals from 100 to 249 beds operate their own 
laundries would seem to indicate that experience dictates this method.” 


Jones, E. W. 
The Case for the Small Hospital Laundry in The Modern Hospital, March 1950: 
“Seventeen of twenty experts were positive in their recommendation that 
small hospitals should, under most circumstances, operate a laundry. Three 
said ‘yes’ but qualified their statement by urging that the small hospitals in a 
given area study the possibility of obtaining laundry service from a big central 
laundry operated by a base or regional area hospital.”’ 


Wiley, Heywood M. 

No Institution Need Suffer, in The Laundry Manager, January 1951: 

“The tremendous increase in commercial laundering costs in the past few years 
has resulted in decisions by many institutional directors who have closed their 
laundry plants to recognize the situation as it really is—that the institutional 
laundry is a real asset.” 

Richardson, O. E. 

Wins Five Ways * * * On-The-Premises, in Texas Hospitals, 1957: 

“A properly equipped and efficiently managed on-the-premises laundry is the 
only answer to the hospital linen care and servicing problem.” 

“* * * With your own laundry it is possible to run with half the linen supply 
required when you send the work to a commercial laundry.” 

“* * * With your own laundry it is possible * * * to get to your sheets and 
other linens that are bloody before the stain sets.” 


Gutekunst, Mae H., chairman 

Laundry Operation in the Small Hospital versus Processing of Hospital Laundry 
by a Commercial Laundry, published by Council on Proprietary Hospitals 
Association of California Hospitals; January 1949: 

‘“* * * Apparently there is no divergence of opinion in the larger hospitals 
as to the wisdom or economy of their own laundry operation, which is borne out 
by the large number operating laundries. These hospitals came to the conclusion 
that in addition to economical advantages, there were intangible values not readily 
measured. On the intangible side, a hospital is operated 24 hours per day, 7 days 
per week, and the hospital laundry at least 5 days per week, although it may 
operate 6 days per week, with staggered crews individually working but 40 hours. 
In a well-scheduled hospital laundry, less than 3 hours after soiled linen reaches 
the washroom, it has been washed, extracted, dried, or ironed and has reached 
clean-linen storage for reissue to wards, clinics, and departments. Under the 
direction of the hospital administrator, through the laundry foreman, linen can be 
processed as and when required and washing formula adjusted to special standards. 
Also the utmost in safeguards can be taken in the handling of contaminated linen, 
as well as linens from surgery and maternity departments. These intangibles 
become very real, when compared to the absence of control experienced when 
linens leave the hospital premises * * *.”’ 

Mr. Wauirtier. All I wish to point out is that when I arrived as 
Administrator there were a number of pressing problems on my 
desk which had been there for some time. 

I like to be indecisive about nothing. I like to clean up every 
eer that is there. I think Mr. Everett will agree a hospital is 

eing built in Nashville. I think some of the rest of you will agree 
there has been action on a number of projects. 

I wanted to end this longstanding debate, and it seemed to me the 
way I could end it was to make my own test, to go over to the Bureau 
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and justify what I had to say and then have the decision rendered, 
yes or no. That is all we are attempting to do. 

The Cuairman. Either your staff did not give you the same answer 
my staff gave me or their minds are going in opposite directions. 
I cannot believe that with the pages of evidence I have seen on the 
other side of this thing you could ever come to any other conclusion. 

Mr. Aparr. What you are saying is that, if as a result of these tests, 
you find that it is uneconomic, impractical, and not in the best 
interests of the veterans to let the laundry on private contracts, then 
you will recommend that we go back to the institutional laundry? 

Mr. Wuirtier. Absolutely, sir. May I qualify that by saying the 
answer may not be absolutely all yes or all no. 

I hesitate to get into arguing. I do not want to be in the position 
of arguing for or against private laundries. I would prefer to await 
the result of the tests. 

The evidence on the other side indicates that the efficient use of 
commercial laundries has to do with the size of the hospital. I think 
many hospitals of a certain size actually go outside commercially, 
and you realize we have hospitals of all sizes. 

I think there is a case to be made on the other side. I do not mean 
to argue it. 

It may be we shall get an answer which says in some places it would 
be wise and better to use commercial facilities and in some places it 
would not be better. 

[ shall support whatever the test turns out to say. For example, 
if it turns out to say we are getting poor service with outside laundries 
for the veterans, I shall certainly oppose commercial use very strongly, 
and be entirely within the directions in the directive as the chairman 
read it. 

I have an obligation primarily to the veterans in our hospitals and 
I intend to live up fully to that obligation. 

Mr. Apair. So there may be no doubt, this is a test program and 
not a final program? 

Mr. Wuirtier. Exactly so, sir. We raised the very questions that 
the chairman raises. As a matter of fact, some of the things he has 
been saying here this morning in our internal discussions have been 
reviewed and have been reviewed on that committee. However, it 
has been a debate which has been very prolonged, and after you go 
through this there is always another side to it. 

We decided the best way to clean it up once and for all was to run 
our own tests and then on that basis argue it so that we could reach 
a final decision and this would not continue to be just a prolonged 
affair. 

The CuatrMan. There has not been presented by the VA one shred 
of evidence in favor of the transfer except the directive from the 
Bureau of the Budget ordering this action. 

You can go to hospital management across this country and they 
will tell you over and over that it is wrong and they are making a 
mistake. 

Mr. Dory. Is it not a fact that there are State hospitals throughout 
the country selected for this experiment? 

Mr. Wuirtier. That is correct, sir. 

Mr. Dorn. Are they selected on a regional basis? 

Mr. Wuirtier. I think regional and in accordance with size. 
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Dr. Zixx. The hospitals at Jackson, Miss., and Nashville Tenn., 
were selected because those hospitals are marked for replacement. 
The question came up as to whether it is economical for the Govern- 
ment to equip a laundry when we could go to contract service. 

This applied to some extent to Mount Alta, also booked for replace- 
ment. 

To give us information on the really large type hospitals we went to 
New York where it was felt that in a city of that size there should be 
available commercial laundries capable of handling a load produced 
by large hospitals such as the Bronx and Manhattan hospitals. 

Mr. Dorn. Four of these are in the same geographical area— 
Washington, Columbia, Nashville, and Jackson. 

You have one here in New York. 

Mr. Wurrtier. Two. 

Mr. Dorn. I ask unanimous consent to put certain material in the 
record at this point. 

The CuatrMan. Without objection that may be done. 

(The information referred to follows:) 


VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D. C., June 18, 1958. 
Hon. Wituiam JENNINGS Bryan Dorn, 
House of Representatives, 
Washington, D. C. 

Dear Mr, Dorn: I have received your letter of June 3, 1958, expressing concern 
over the closing of laundry operations at the Veterans’ Administration hospital 
at Columbia, 8. C. 

I am aware of the effect this action may have on our laundry employees and 
I assure you we will make every effort to reassign any displaced employees to 
other positions. We will also make every effort to find employment at other 
VA hospitals or Government activities for employees who cannot be reassigned 
locally. 

Our solicitation of bids for commercial laundry service at Colum)ia is in con- 
formance with policy in Bureau of the Budget Bulletin No. 57-7, copy enclosed, 
which requires us to procure services such as these from commercial sources when 
obtainable from private enterprise through ordinary business channels. Should 
an acceptable bid be received at Columbia, we plan to award a contract for 
laundry service. 

Sincerely, 
Sumner G. WuirtierR, Administrator. 


June 10, 1958. 
Hon. Ouin E. TEAGve, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Mr. Tracue: In response to your letter of June 2, 1958, relative to 
closing of the laundry at this hospital, the following information is furnished: 

We were instructed by central office letter dated May 26, 1958, that we would 
use commercial laundry service during the fiscal year beginning July 1, 1958. 
This letter also contained instructions as to how we were to proceed. At the 
present time we are preparing necessary data to include in the invitation to bid, 
to be sent to commercial laundries interested in supplying us with this service. 

During the present fiscal year ending June 30, 1958, the total actual and esti- 
mated cost of the laundry operation will be $80,091. Until the bids are returned 
from the commercial contractors, I have no way of knowing how much the laundry 
service would cost using commercial laundry facilities. 

In accordance with good hospital practices, our present linen inventory is ap- 
proximately five complete changes. We have no plans, and I am sure it will not 
be necessary, to further expand the linen inventory when contract laundry services 
are utilized. I do not anticipate any special problem with linens used in surgery. 
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At the present time we have 20 employees in the laundry. When the letter of 
May 26 was received from central office, we immediately began planning as to 
how we would absorb these laundry employees into other activities throughout the 
hospital. In addition, both our area office in Atlanta and the central office in 
Washington have indicated great interest in the placement of any employees who 
might be surplused as result of this action. At the present time we feel that we 
will be able to absorb these employees either here or by transfer to Fort Jackson 
which is located within one-half mile of this hospital. 

We appreciate your interest in this matter and trust the above information will 
be of assistance to you. 


Sincerely yours, 
Tuomas B. May, Manager. 

Mr. Dorn. This states firms in the New York area, they say the 
firms large anough to bid this type of work in the New York metro- 
politan area, all have been found guilty of criminally violating the 
antitrust laws. The hospital would be at the mercy of these people 
if the hospital laundries are closed and a contract is given. 

A lot of serious things come up which have to be considered before- 
hand and not after the horse is out of the barn. 

Mr. Weaver. You mentioned size as one of the standards and 
you might be compelled to go to the expense of enlarging facilities. 
You did have facilities at the three mentioned? 

Dr. Zinx. That is correct, but these hospitals are all being replaced, 
not modernized but replaced. 

Mr. Weaver. The facilities there were adequate for handling the 
laundry end of it? 

Dr. Zink. Yes, sir. 

Mr. Evererr. What has been the situation at Jackson, Miss.? 
How did the bids run there? 

Dr. Zin. I have here at the present time only the low bid at Jack- 
son, which is the one we would consider, of course. It indicates that 
the estimated additional money required for 1959 would be $21,000 
approximately. 

The CuHarrMan. Any other questions? 

(No response. ) 

The CuarrmMan. Thank you very much, sir. 

Mrs. Rogers. How much money do you think you will spend in 
sending people out on these tests? This is not a criticism of you, but 
I wonder how much would be saved if you stopped making the tests. 
It seems to me so often you have someone out making an examination 
and then you send out another group to make an examination, and 
then another. 

I do not refer to you personally. 

Mr. Warrier. I will let Dr. Zink answer that. 

Mrs. Rogurs. That applies to other departments. 

Mr. Wuirttier. We may save more if we make the tests, in the long 
run. 

Dr. Zrnx. As I understand your question, Mrs. Rogers, we do not 
propose to send groups out periodically to inspect this. We will 
carefully direct the recording of all aspects of this which we need; 
and, as I indicated before, a new system of accounting has been de- 
veloped which would be kept by the concerned hospitals which will 
give us this information, plus the fact that our normal supervisory 
visitations which will be made, anyway, those supervisors will be 
asked to carefully look into this. 

It may be that the committee may wish to take 1 or 2 looks at 
this, the committee Mr. Whittier has appointed to study the problem, 
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but we do not anticipate sending groups of people out constantly 
looking over the situation. 

Mrs. Rogers. I wish there were some way of stopping people from 
getting into this over and over. 

This laundry thing is a vital matter, Mr. Chairman. I heartily 
agree with you. 

Mr. Teague (California). Is it not the same problem as inspection 
tours of Members of Congress? They cost money sometimes but 
they would not be done, we all know, unless the people who made 
them and the committee chairmen who authorize them feel they will 
result in savings which amount to more than the cost of the inspection 


trips. 
‘ eee that is the same problem the Veterans’ Administration 
as. 

Mrs. Rogmrs. Yes, and one group can go through and the next 
week another group go through and find apparently different con- 
ditions. It is very expensive and I think it is bad for the veteran. 

Mr. Weaver. A few minutes ago Mr. Meadows read some figures 
as to how much was spent in the last 3 years on improvement of 
laundry facilities. 

I wonder if the record should not show at this point at which 
hospitals and the amount of money for each hospital. 

(The information requested follows:) 


Station Fiscal year Laundry project Status Amount 
program 
American Lake-----... 1954 lamney alterations and | Completed 1957..__..-...- $328, 000 
tions. 
ae PNR seeidanes-- 1956 ns and additions | Bid opening July 29, 1958. 489, 000 
aundry. 
NS bee tesedsaids 1955 New laundry-.............| Completed June 1957... ._. 830, 000 
ENS Beis cotncovas 1956 Alterations and additions | Completed April 1958... _- 539, 312 
to laundry. 
Northampton.--.....-- mee Saad tes li no tate tye ans Completed 1958. -_._...... 348, 550 
IND ci obnwipnieia ae csoninryinat red mesnd To be completed in 1958__- 271, 400 
cir chesiiinon ee a ee tad oa teria Under construction. --..-- 440, 000 
train mrimininaceis ee Teenie ede aidentaeonian apie To be completed in 1958__-. 519, 000 
PD pitino nied 1954 New laundry-...---.--....-- Completed 1957-.......... 428, 848 
Keeoughtan..- ......-.- 1955 Ateiiot and additions | Completed May 1957__---- 297, 197 
to laundry. 
RES ee erer 1954 New ay (replace- | Completed April 1957-..-- 873, 189 
ment). 


Wt as ce ting- ocd -n eee De I ca cscetmen ier bere inches ae ansheoset 5, 364, 496 


Mrs. Rocrrs. I think they plan to do the same thing at Bedford. 

Mr. Wuirtier. Not so far as I know, Mrs. Rogers. 

Mrs. Rocrrs. I have had many letters from the area around Bed- 
ford, thinking it would happen in the Bedford Hospital. 

It is not just the South that is supposed to be affected by it. 

Mr. Wuirtier. Would you reassure them that there are no plans, 
Mrs. Rogers? 

Mrs. Rocers. I may do that? 

Mr. Wuirtrer. You certainly may. 

The Cuarrman. Thank you so much, Mr. Administrator. I will 
be giving you a telephone call later. We will now hear from the pri- 
vate Lame people. 

T micht say I spent the afternoon at your hospital in Memphis on 
Saturday and I was very much impressed with Dr. Woods and his 
entire setup there. 
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You need to spend some money there. You need some replace- 
ment and ela! 

Mrs. Roaxrs. Will you get all the money you need from the Budget 
Bureau? I think you are doing better than some of them are. 

The CHarrMan. I understand we have Mr. Harold K. Howe, 
American Institute of Laundering; Mr. Keshishian, of the Senate 
Laundry, and Mr. Newton. 

Would you identify yourselves for members of the committee? 


STATEMENT OF HAROLD K. HOWE, WASHINGTON, D. C. 


Mr. Howr. My name is Harold K. Howe. I am employed as 
manager of the Washington office of the American Institute of Laun- 
dering. 

I have with me today Mr. Keshishian, from the Senate Laundry in 
Washington, D. C., and Mr. Newton, from the Dixie Laundry in 
Columbia, 8S. C. 

Both of these gentlemen are very much interested in these two test 
sites and can answer, we feel, a great many of the questions which 
you and other members of your committee have raised during this 
morning’s session. 

I will stent to summarize the information in the statement and 
if it is proper, Mr. Chairman, could it be included in the record in 
its entirety? 

The CHarrMan. Without objection it will be placed in the record 
in its entirety. 

(The statement referred to follows:) 


STaTEMENT oF Haroutp K. Howz, WasHINGTON MANAGER, AMERICAN INSTITUTE 
or LAUNDERING 


My name is Harold K. Howe. I am employed as the manager of the Wash- 
ington office of the American Institute of Laundering. 


SECTION I 


The American Institute of Laundering is the national trade association for the 
a laundry industry which, according to the latest Bureau of the Census 

lected Services Bulletin 8-1-1 covering the 1954 Census of Business, showed 
9,612 such establishments with payroll in the United States in 1954. The mem- 
bers of the institute represent approximately 85 percent of the dollar volume of 
all power laundry sales in this country. 

Being local commercial enterprises competing with each other only in local 
trading areas rather than selling goods nationwide, laundries are small businesses. 
Generally these establishments are either sole proprietorship, partnership, or 
family management operations whether or not incorporated. 

To place the commercial power laundry in proper focus, we respectfully direct 
the committee’s attention to the following statistics from the Bureau of Census 
Bulletins on the Census of Business for 1954 and 1948: 


TABLE [ 
1954 1948 
Number of power laundries with payroll. ....................-.-.-.-------.-- 9, 612 6, 395 
RR ORI, . ace ccna thd swecksn phabeegetedadapeendindelenopahudtnibaae ss $913, 614,000 | $835, 964, 000 
I a. cihairigl beds ule desonnn intent ~nanienmteduee ats <ierecuniiae $95, 049 $130, 722 
IES = geo coe os rene apne nsechoapeebiakstenauntatindhiokbdbnsensnmidee $498, 817,000 | $469, 674, 000 
Number of employees workweek nearest Nov. 15.........-...---..-----.---. 227, 164 258, 


Average number employees per establishment_-_..............-.-...-.------- 





Source: Selected Services Bulletin S-1-1, 1954 Census of Business; Service Trades Bulletin 2-S-8, 1948 
Census of Business. 
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We call the committee’s attention to certain conclusions to be drawn from the 
above statistical data: 

(1) Total industry receipts have increased about 9 percent from 1948 to 1954 
but prices have increased at least 30 percent in the same period, indicating a 
substantial loss in actual volume of laundry work in pounds. 

(2) While receipts were increasing only 9 percent and prices 30 percent, the 
average annual wages of the workers have increased by 53 percent. 

Recapitulation: 

(a) Average size of laundry plants is growing smaller. 

(b) Average number of employees per plant is substantially reduced. 
(c) Average annual income of workers has increased 53 percent. 

(d) Industry gross receipts have increased only 9 percent. 

(e) Industry volume in pounds has decreased. 

(f) There are 30,000 fewer laundry workers than 6 years previously. 

In any event, we come to the inescapable conclusion that the larger plants are 
gradually going out of business, with the consequent loss of jobs to the laundry 
workers. "The new facilities to handle the requirements are a greater number of 
small plants with very few employees and the home washers and dryers now a 
regular installation in most newly built homes. Mr. Chairman, commercial 
laundries exist in cities and towns across our Nation, in every district, in every 
county, where they supply necessary, healthful services to their communities and 
provide employment in the aggregate to some 227,000 workers, many of whom 
might otherwise have little opportunity for gainful employment. And com- 
mercial laundries are taxpayers—to the communities, to the counties, to the 
States, and to the Federal Government. 


SECTION II 


The Congress of the United States in the Small Business Act of 1953 stated: 
“Tt is the declared policy of the Congress that the Government should aid, counsel, 
assist, and protect insofar as is possible the interests of small-business concerns in 
order to preserve free competitive enterprise, to insure that a fair proportion of 
the total purchases and contracts for supplies and services for the Government be 
placed with small business enterprises and to maintain and strengthen the overall 
economy of the Nation’. [Emphasis added.] While we have added certain 
emphasis to the underlined words in the congressional policy above quoted, every 
word of that policy is important and particularly applicable to the question 
before the committee. In the May 1955 report to Congress by the Commission 
on Organization of the Executive Branch of the Government in the section related 
to business enterprises, laundries operated by the Veterans’ Administration and 
other civilian agencies of the Government are discussed on pages 94, 95, and 96 
with final recommendation: 


“RECOMMENDATION NO, 21 


“That all commercial-type bakeries, laundries, and dry-cleaning plants operated 
by civilian Government agencies, except those in prisons and in isolated localities, 
be closed and that these services be furnished under contracts with private 
enterprise.”’ 

We respectfully direct the committee’s attention to the following quotation 
from the above report on page 95: 

“Our task force comments that, if their calculated costs include interest on the 
investment, amortization, depreciation, and supervising personnel they will save 
money by letting out their work for bids from private enterprise, * * *.’’ [Em- 
phasis added.] This statement we heartily endorse as we have found Government 
costs of specific operations grossly underestimated, undoubtedly due to the manner 
in which appropriations are made by general categories rather than by specific 
detailed operations. 

We are certain that this committee knows well that it was the Congress of the 
United States itself, in creating the Commission on Organization of the Executive 
Branch of the Government in Public Law 108 of 1953, which established the policy 
to promote economy and efficiency in Government by “‘(5) eliminating nonessential 
services, functions, and activities which are competitive with private enterprise.”’ 

We feel that Mr. Whittier is carrying out the oft-expressed policy of the Congress 
of the United States in endeavoring to place the Veterans’ Administration’s laun- 
dry requirements with commercial taxpaying laundries as soon and wherever prac- 
ticable. In investigating this question the staff of the Veterans’ Administration 
submitted to us a list of some 116 locations using iaundry service and we found im- 
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mediate and keen interest from the laundries in all but about 25 of the locations, 
many of which were in isolated areas where commercial plant capacity was not 
ears 

r. Chairman, we have not had the time to take a national survey of the num- 
bers of veterans presently working in commercial laundries. However, from per- 
sonal contacts all over the country I can report that a substantial number of the 
industry’s male workers are veterans and it should be equally true that many of 
our women workers either are veterans themselves or married to or otherwise 
related to United States veterans. 

Mr. Whittier has selected six hospitals as trial areas and this seems like a very 
reasonable and sound approach to the problem. The Bureau of Census reports 
mentioned in section I of this statement show that in: 

Columbia, 8. C., there were 19 commercial laundries, 17 of which had an annual 
payroll of $639,000 and an annual sales volume of $1,235,000. There were 409 
employees. 

Nashville, Tenn., there were 41 commercial laundries, 33 of which had an annual 
payroll of $2,273,000 with an annual sales volume of $4,202,000, There were 
1,357 employees. 

New York City, there were 2,168 commercial laundries with an annual payroll 
of $35,602,000 and with an annual sales volume of $65,017,000. There were 
13,315 employees. 

We feel sure that the Veterans’ Administration laundry requirements where 
placed with commercial laundries will favorably affect a substantial number of 
workers and develop additional tax revenue from the laundries handling the 
Government work. We also feel sure that wherever adequate commercial capaci- 
ties exist and competitive bidding is assured, the Government agency in question 
will in the long run save money by dealing with competitive privately owned 
commercial laundries which also pay taxes to help support the necessary Govern- 
ment activities. Moreover, laundries should be encouraged to do business with 
the Government, to develop capacities and know-how and be ready in the event 
of total mobilization. 

Mr. Chairman, we appreciate the opportunity to be heard today and wish to 
thank you and your committee for your attention. 


Mr. Hower. The American Institute of Laundering is the national 
trade association for the power laundry industry which according to 
the latest Bureau of the Census Selected Services Bulletin S-1-1 
covering the 1954 census of business showed 9,612 such establishments 
with payroll in the United States in 1954. The members of the 
Institute represent approximately 85 percent of the dollar volume of 
all power laundry sales in this country, 

The CuarrmMan. What percentage of those would represent hospitals 
and clinies which do laundry? 

Mr. Hows. How many individual companies? 

The Cuairman. All of our information has come from the different 
associations which represent the laundries at hospitals. 

Mr. Howe. To put it in focus let me explain that the American 
Institute of Laundering represents primarily power laundries that 
do general service—household work, hospital work, and all sorts of 
other things. 

There is the Linen Supply Association of American which represents 
linen supply people who rent linens primarily, They serve hospitals 
as do our people. 

Then you have the Association of Industrial Launderers which 
generally does not serve hospitals but is capable of doing so under 
certain circumstances. 

Beyond that you have diaper services, dry cleaning, and so on. 

Basically there are 3 associations so a recitation of just our mem- 
bership of some 3,500 laundries would only partially cover the 
field of people who are capable of doing the laundry business. 
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Some of the references which have been made in letters that you 
have introduced and statements that you have introduced this 
morning have to do with linen supply types of laundries for which I 
do not speak although we have a number of linen supply companies 
as members of our institute. 

I am sorry I cannot give you an excact number. 

The Cuarrman. As I said before, we have had hundreds of wires 
from people who belong to your organization, but the wire merely | 
states, ““We want you to do what Mr. Whittier wants you to do.” 

We have not had letters and statements such as we have had from 
the people who run institutional laundries for hospitals, 

r. Howe. There are several reasons. The first reason is that the 
man who runs the laundry has his job on the chopping block and he is 
very much disturbed, and consequently you orobauly heard a great 
deal more from him and from those people who possibly might lose 
their jobs. 

The Cuatrman. I didn’t make myself clear. We have had no com- 
munications, I think, from any one employed in one of those hospital 
laundries—certainly very few. All the telegrams we are putting in the 
record are those which have come from private laundries throughout 
the country. 

Mr. Howe. I was thinking of the laundry manager and not the 
individual worker, the manager who belongs to the national associa- 
tion or the metropolitan association. 

The Cuatrman. Texas may not be the biggest State today but the 
most wires came from Texas. 

Mr. Howe. That always happens in Texas, Mr. Chairman. 

We brought these other two gentlemen who are in the laundry 
business and probably can answer some of these questions which are 
so troublesome to you and other members of your committee. 

Being local commercial enterprises competing with each other only 
in local trading areas rather than selling goods nationwide, laundries 
are small businesses. Generally these establishments are either sole 
proprietorship, partnership, or family management operations whether 
or not incorporated. 

Then there are some statistics shown in the table, and I will not 
read those. They have already been inserted in the record. 

In any event, we come to the inescapable conclusion that the larger 
plants are gradually going out of business with the consequent loss 
of jobs to the laundry workers. The new facilities to handle the 
requirements are a greater number of small plants with very few 
employees and the home washers and driers now a regular installation 
in most newly built homes. 

Mr. Chairman, commercial laundries exist in cities and towns across 
our Nation, in every district, in every county, where they supply 
necessary, healthful services to their communities and provide em- 
ployment in the aggregate to some 227,000 workers, many of whom 
might otherwise have little opportunity for gainful employment. 
And commercial laundries are taxpayers—to the communities, to 
the counties, to the States, and to the Federal Government. 

The Congress of the United States in the Small Business Act of 
1953 stated: 


It is the declared policy of the Congress that the Government should aid, 
counsel, assist, and protect insofar as is possible the interests of small-business 
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concerns in order to preserve free competitive enterprise, to insure that a fair 
proportion of the total purchases and contracts for supplies and services for the 
Government be placed with small-business enterprises and to maintain and 
strengthen the overall economy of the Nation. 

While we have added certain emphasis to the underlined words in 
the congressional policy above quoted, every word of that policy is 
important and particularly applicable to the question before the 
committee. In the May 1955 report to Congress by the Commission 
on Organization of the Executive Branch of the Government in the 
section related to business enterprises, laundries operated by the 
Veterans’ Administration, and other civilian agencies of the Govern- 
ment are discussed on pages 94, 95, and 96 with the final 
recommendation: 

RECOMMENDATION NO. 21 


That all commercial-type bakeries, laundries, and drycleaning plants operated 
by civilian Government agencies, except those in prisons and in isolated localities, 
be closed and that these services be tattiched under contracts with private 
enterprise. 

We respectfully direct the committee’s attention to the following 
quotation from the above report on page 95: 

Our task force comments that, if their calculated costs include interest on the 
investment, amortization, depreciation, and supervising personnel they will save 
money by letting out their work for bids from private enterprise, * * * 

This statement we heartily endorse as we have found Government 
costs of specific operations grossly underestimated, undoubtedly due 
to the manner in which appropriations are made by general categories 
rather than by specific detailed operations. 

We are certain that this committee knows well that it was the 
Congress of the United States itself, in creating the Commission on 
Organization of the Executive Branch of the Government in Public 
Law 108 of 1953, which established the policy to promote economy and 
efficiency in Government by 

(5) Eliminating nonessential services, functions and activities which are com- 
petitive with private enterprise. 

We feel that Mr. Whittier is carrying out the oft-expressed policy of 
the Congress of the United States in endeavoring to place the Veterans’ 
Administration’s laundry requirements with commercial taxpaying 
laundries as soon and wherever practicable. In investigating this 
question the staff of the Veterans’ Administration submitted to us a 
list of some 116 locations using laundry service and we found im- 
mediate and keen interest from the laundries in all but about 25 of the 
locations, many of which were in isolated areas where commercial 
plant capacity was not adequate. 

The CuarrMaANn. The manager who wrote the Administrator said 
that local laundries showed very little interest. 

Mr. Howe. If you would like, I do not think your record would 
accommodate it, but I have letters here from I don’t know how many 
hundreds of laundries which have shown interest on those 116 points. 

The CHarrMAN. I was wondering about Nashville. All but two, 
it is stated, showed little or no interest. 

Mr. Howe. I will answer with regard to Nashville in a moment. 

We found only three plants in Nashville which had adequate ca- 
pacity at the present time to handle the business in addition to their 
present regular business, and those three laundries indicated to us, 
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and we so reported to the Veterans’ Administration, that they would 
be interested in bidding on the requirements. 

Mr. Chairman, we have not had the time to take a national survey 
of the numbers of veterans presently working in commercial laundries. 
However, from personal contacts all over the country I can report 
that a substantial number of the industry’s male workers are veterans 
and it should be equally true that many of our women workers either 
are veterans themselves or married to or otherwise related to United 
States veterans. 

Mr. Whittier has selected six hospitals as trial areas and this seems 
like a very reasonable and sound approach to the problem. The 
Bureau of the Census reports mentioned in section 1 of this statement 
show that in— 

Columbia, S. C., there were 19 commercial laundries, 17 of which 
had an annual payroll of $639,000 and an annual sales volume of 
$1,235,000. There were 409 employees. 

Nashville, Tenn., there were 41 commercial laundries, 33 of which 
had an annual payroll of $2,273,000 with an annual sales volume of 
$4,202,000. There were 1,357 employees. 4 

New York City, there were 2,168 commercial laundries with an 
annual payroll of $35,602,000 and with an annual sales volume of 
$65,017,000. There were 13,315 employees. 

We feel sure that the Veterans’ Administration laundry require- 
ments where placed with commercial laundries will favorably affect a 
substantial number of workers and develop additional tax revenue 
from the laundries handling the Government work. We also feel sure 
that wherever adequate commercial capacities exist and competitive 
bidding is assured, the Government agency in question will in the 
long run save money by dealing with competitive privately owned 
commercial laundries which also pay taxes to help support the neces- 
sary Government activities. Moreover, laundries should be en- 
couraged to do business with the Government, to develop capacities 
and know-how and be ready in the event of total mobilization. 

Mr. Chairman, we appreciate the opportunity to be heard today 
and wish to thank you and your committee for your attention. 

I feel these two gentlemen who are practical launderers, low bidders 
in the two areas under discussion, can answer many of your questions. 

The CuarrMan. Any questions? 

Mrs. Rogers. Have you had complaints that there was infection 
due to work done by private launderers? 

Mr. Howr. No; we have not had any particular complaints on that. 
The American Institute of Laundering is the association of the private 
power laundries, and we have a number of them that are doing work 
not only for veterans’ hospitals but private hospitals all over the 
country. 

I admit a great many hospitals in the past and hospital managers 
have felt it was better to have their own laundry. 

We are finding now that as new hospitals are being considered many 
people who are worrying about the financing of the new hospitals are 
turning to the commercial laundry industry because if the commercial 
laundry industry really can handle the work it is equivalent to giving 
the hospital association a donation of maybe $250,000 to $300,000 
because they will not have to spend that money to put in a laundry. 
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They are studying it very carefully. While the trend has been 
exactly as you have reported, we have found recently there is an 
increasing number of groups forming hospitals and financing them to 
avoid the consequent operation which runs about the same as the 
laundry business charges for the service. 

Mrs. Rogers. You are doing many military installations? 

Mr. Hows. We have a tremendous number of military installations 
contracts. 

Mrs. Rogers. They tell me it is better to have the project laundries 
do it. 

Mr. Hower. There again, Mrs. Rogers, we come to this problem of 
cost. I think the difference is this: There is a set of figures which 
contains the costs of a station manager at the hospital. Those are 
moneys which come out of actual appropriations for the operation of 
that particular hospital, regular operating everyday cash-book costs. 

But there are many other costs. The Air Force discovered that 
and they have closed down many laundries. 

The Bureau of Indian Affairs closed down many laundries, and they 
are in isolated areas, because they discovered the actual cost, not the 
cash cost based on appropriations but the actual total cost to the 
Government, is much in excess of what the commercial laundries will 
take care of the work for and the quality generally is as good or better. 

We have had some unfortunate experiences, and in wartime we had 
some bad experiences with the quality both at the military laundry 
and in the commercial laundries. 

However, in recent years and since the Korean conflict, we have 
found that the commercial laundries can supply adequate quality and 
service and save the Government some money when all costs are 
considered. 

However, you cannot just take the cash that goes to the laundry 
manager. He has a certain element of cost, and [ am sure you are 
familiar with the directives of the Defense Department as far back as 
Mr. Truman’s administration, in which they outlined a whole series 
of cost elements which never had been considered by the agencies 
at all. 

I was very much surprised when I first came to Washington and 
talked to the VA about it, that they did not include depreciation of 
equipment. They do not charge off depreciation. 

At that time I] was given a rather novel answer that they wanted to 
carry the item of equipment on the books at its full value and if 
anybody stole it they could sue them for the full amount. 

Mrs. Rogers. Do you have that in writing? 

Mr. Howe. No; but I have in writing the fact they have not in the 
past included depreciation. 

Mr. Sisk. Did one of you gentlemen operate a laundry in the 
District of Columbia? 

Mr. Howe. Mr. Keshishian does. 

Mr. Sisk. Can you tell me why the Shoreham Hotel has its own 
laundry and why the Statler has its own laundry, and these various 
other hotels? 

Mr. Kesuisu1an. Somebody called up four hotels. They called 
4 or 5 hotels. They happened to pick out those who had laundries. 
If they called all of them they would have found 
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Mr. Sisx. Let us confine it to the large ones because a large volume 
of laundry is involved. We are not talking about a small operation. 
Naturally some are doing it commercially. 

Why does the Statler Hotel have its own laundry? What would 
be the basic reason, do you suppose, Mr. Keshishian? 

Mr. Kesuisaian. It would have to be cost. Possibly it could be 
inventory. 

Mr. Sisk. That is quite apropos to the problem we have under 
discussion. 

Let me hasten to say I am very much interested in private enterprise. 
The laundries in my own area have contacted me. I want to see 
their payrolls maintained and I want to see their business kept up. 

Of course, we on this committee must realize we have a responsibility 
to the veterans as such, and at the same time we do know that in 
order to do the job for the veteran we have to look to the Appropria- 
tions Committee every year and the taxpayer has to foot that bill. 

This item of cost is an important thing. 

When a big commercial operation with efficient management such 
as these hotels have find it advisable not to use a commercial or a 
local laundry it becomes significant. That is the point of my question. 

Mr. Hows. The Rice Hotel in Houston has a very large laundry, 
has had one for a number of years, but they never have been able to 
make enough money from the laundry and run it full time on just 
hotel business. The Rice Laundry is one of the largest commercial 
laundries in the Houston area. They do a tremendous amount of 
business with commercial enterprises, and they are a so-called com- 
petitive laundry with other laundries in the area. 

While there are some reasons for having it, cost alone was not 
adequate to support it. The fact they made good costs was not suffi- 
cient for them to be satisfied to run a laundry operation in the Rice 
Hotel in Houston. They had to get additional business and expand 
the laundry so they could really make the laundry carry its own weight. 

Mr. Sisk. Of course, a small hospital of 50 beds or 100 beds, I can 
understand it would not be practical to maintain a laundry, though 
in some cases they have one. 

On the other hand, where you get the tremendous volume of laundry 
which many of these large hospitals have, then we will get into the 
same field we would get into with a large hotel such as the Shoreham 
and the Statler. 

Mr. Howe. Mr. Whittier made that point, that there would be all 
kinds of variations to this problem when he got to digging into it. 
That is definitely so. 

We have never supported the Hoover Commission’s edict that you 
should close all laundries down and turn it over to private industry 
because we could not handle the load. We could not handle it in 
isolated areas and there are many areas in metropolitan areas where 
we could not handle it. A commercial laundry does not have 50 
percent of its capacity idle and still make money. They have to 
adjust to the load they can carry. 

if they are going to carry Government loads they have to adjust 
their equipment, workload, and all their patterns accordingly. 

Therefore we could not as an industry, if you folks up here said 
“We will not have any more Government-operated laundries,” we 
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could not operate it right away. It has to be done piecemeal and it 
has to be worked out. It will not work in every instance. 

Would you care to hear something from these other gentlemen, too? 

The Cuatrman. I think I could almost believe everything you say 
except for one thing at the hospitals. You never directed any remarks 
toward what I think is the most important part of this whole thing, 
and that is the health side of it. 

Why do you think 10 private or public hospitals in Nashville all 
have their own laundries? 

Mr. Hower. Two things affect that. The first thing that affects it 
is the fact that a great many hospitals have been built through funds 
from the Hill-Burton Act. The Hill-Bucton Act has been operative 
in the situation somehow or other. 

The Federal Government has some guideposts, I think they call 
them, which they use for people who are trying to start hospitals, 
finance them and get them underway. 

They have written into those recommendations that at a certain 
breaking point they think the individual hospital would be well 
advised to operate its own laundry. 

I think that has been a very compelling reason to those hospitals 
that wanted to qualify. 

I think on the other hand that it has been over a period of years one 
of the things that a director of any institution likes, and that is to get 
almost complete autonomy and complete reliance on his own facilities. 
That is only natural. You will find that in business throughout the 
country. 

The CuarrMan. Would you direct some remarks to this statement 
by the Director of the District of Columbia Public Health Department 
which says: 

Categorically we cannot countenance a hospital sending soiled linens to a come 
mercial laundry the same as a housewife would do because of the many studies 
that have been made. 

Mr. Howe. I can’t but Mr. Keshishian might have some informa- 
tion for you on that. 

The Cuarrman. Along that same line, that is the point which has 
been made by all the groups. 

There was an article in the Saturday Evening Post of May 17 
pointing out the bacteria problem in hospitals. 

There was a story in the Reader’s Digest of January 1958 which 
made quite a point of bacteria being transported by commercial 
laundries. 

Mr. Hows. As a matter of fact, if you will read invitations to bid 
sent out by the VA to the various six areas, that was a problem 
which concerned the Administrator and it was one in which he warned 
the bidder that he should check with his local city, county, or com- 
munity, wherever he was located, to see exactly what health regula- 
tions or ordinances there were involving that sort of thing. 

The CHarrmMan. Their article pointed out they had found that 
because dirty laundry was hauled out in the same truck that brought 
in the clean laundry, it became infected before it reached its desti- 
nation. 

Mr. Hows. I am not familiar with that study. 

Mr. Traaue of California. I was interested in Mr. Keshishian’s 
comments. 
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STATEMENT OF JAMES MARK KESHISHIAN, SENATE LAUNDRY 


Mr. Keusaisxian. This is a problem of contamination. The law 
states that you will not transport contaminated linens. In most 
hospitals with which I deal, I deal with three, any contaminated 
linen is so marked and so isolated in 2 or 3 bags. Those linens that 
are contaminated are decontaminated very, very simply before they 
are sent to the hospital. All one has to do is to soak in a decontami- 
nant and by definition it is decontaminated and there is no problem 
from now on. 

I have been doing hospital work in Washington for some time. 

Perhaps I should introduce myself and-—— 

The Cuarrman. I didn’t understand. 

Mr. Howe. Do you want to hear his story? 

The Cuarrman. We might start off by your bid. The manager 
here said it would cost $58,000 more than their own current operating 
laundry costs. 

Mr. Kesuisutan. When you say $58,000 more you mean for 1 year. 
If the VA is concerned with saving money for 1 year they might as 
well forget everything. We have to spread it out to see if we can 
save money over a period of time. 

The Cuarrman. | believe he has made no projection. 

Mr. KesuisHian. For instance, I found out last year that they 

aid $58,000 for their wages at Mount Alto. All these laundries 
now there is this consideration of going into private enterprise. 
They have known it for a long time. 

I have a copy of last year’s contract saying that if bids are acceptable 
they will possibly go into it. 

Last year the lowest bid was for $70,000 as against $58,000 they 
pare paying for just labor alone. That is up to the supervisor’s 
evel. 

We can assume that $12,000 will be spent some place else, other 
supplies, and so on. 

This year the lowest bid was $105,000 approximately. This will 
be mile last year’s payroll. Those are just some facts I will put in. 

The Cuarrman. Your bid this year was what? 

Mr. KesuisH1an. $105,000. 

The CHarrMan. I was told your bid was $123,986. 

Mr. Kesuisu1an. Fifteen percent for prompt payment, which is 
a feature I put into all contracts. I have a set price for an operation 
and then I look at my opposition, my competitors, and then I gage 
this accordingly. It is the method I use and that is the way I do the 
Navy dispensaries all over Washington. 

It is $123,000 less 15 percent for prompt payment. That speeds 
the money in when you need it. 

Next to me was $108,000, $120,000, $132,000, $138,000, and 
$167,000. Those are the six laundries which bid. 

As far as I am concerned laundries sell three things—quality, 
service, price. 

I have a note here to remind myself to tell you I do not belong to 
this national organization. I am appearing as an individual. If I 
had known how these committees worked and that you get all this 
testimony in 5 pages I would have been glad to send you 10 pages. 

The CuarrMan. Your laundry is ae the Senate Laundry? 








VETERANS’ ADMINISTRATION HOSPITALS 4505 


Mr. Kesuisnran. Yes, sir. 

The Cuarrman. There is a regulation in Washington that you can- 
not transport contaminated linen? 

Mr. KesuisHian. Yes, sir. 

The CHarrMan. You will use their equipment? 

Mr. Kesuisuian. I can take a Monel container or any type con- 
tainer to cause decontamination. There are so many ways of doing 
it. It is a pure and simple problem. 

The CuHarrman. Why would all these hospital managers make such 
a point of it? 

Mr. Kesatsu1an. Because that apparently sounds like the biggest 
sound and makes the biggest noise. It is something you know nothing 
about but you do. 

The CuarrMan. It made the biggest sound to me. 

Mr. KesuisHiANn. It is a snap to me, 

Quality keeps us in business. It is reflected in the length of service 
we give them. 

I would like to get two letters off my chest. One is from the Colum- 
bia Hospital and Lying-In Asylum, the Columbia Hospital for Women. 
They are expanding their laundry. 

I bought out their laundry equipment, took all of their workers and 
gave them jobs, I am paying them more money than they got 
before, and I am doing their work on a 3-year contract. 

To Whom It May Concern: 


Senate Laundries has performed work in a manner satisfactory to us. Their 
quality of work and their deliveries have been equal to or better than our own 
operated plant. 


(Signed) Maj. Gen. ALBert W. KENNER. 


This is the Eastern Dispensary and Casualty Hospital. This is 
the hospital which saved the lives of quite a few of your colleagues 
when the Puerto Ricans went haywire up here on the hill. 

To Whom It May Concern: 

Senate Laundry has performed laundry services for the Casualty Hospital for 
the past 10 years in a satisfactory manner. They have been prompt and regular 
with their deliveries and their work is good. 

E. M. Roaers, Superintendent. 

I can also state I have done the work for the past 9 months for the 
United States Naval Dispensaries at several locations in and around 
Washington, going as far as middle Maryland and I have had no 
complaints. 

I also do some work for sanitariums. 

Getting into contamination, there are three ways that all commercial 
laundries decontaminate everything that comes in, because we do 
not know today we are sick until the doctor tells us tomorrow. 

What do we do first? We hit it with 180 degrees of water. 

Second, we give ita bleach. The bleach kills most types of bacteria. 
As far as we know, unless there is some germ which has become 
immune to germicides, it is killed. 

Then we put another germicide on it. If the first two didn’t get 
it the third sure will because the laundry work is not processable 
unless the sour has gotten to the cellulose fibers, which is cotton in 
this case; this takes contamination and stops it right there. 

I have had no contamination problems in 10 years with the Casualty 
Hospital, and no problem with Columbia Hospital where the little 
infants, most susceptible of all human beings, are born. 
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The expansion of Casualty and Columbia Hospital—they looked 
into the problem of putting in their own laundry with a view to 
expansion. 

he Ford Foundation helped them out. They decided against 
expansion and continuing with the Senate Laundry. This is also 
true with the Columbia Hospital since I bought out all their equipment 

Service is next. Our service is prompt and good. 

The VA hospitals to the best of my knowledge, operate on a 5-day, 
40-hour week. We operate on a 6-day week. According to some 
testimony they say service is bad on Mondays and Tuesdays. 

We pick up laundry from these institutions every Monday and 
as it back Monday night. 

e bring it back on Saturday night if we pick it up on Saturday 
morning. 

Mount Alto has 8 changes of linen; we cut that down to about 4% 
or 5 which cuts it down thousands of dollars. 

Mr. Sisk. I see in the statement they will have to purchase addi- 
tional linens. That is the statement made. 

- Mr. Kesuisaian. I went to Mount Alto and they said they have 
4,000 plus sheets, that is 8 changes. 

We are open on half holidays and pay extra for those wages. 

Mr. Sisx. Apparently after having checked your bid, they said 
additional lienen requirements will be over $8,000. 

Mr. Howe. Was it after checking the bid? 

Mr. Sisk. This all pertains to the Senate bid. 

Mr. KesuisHran. | cannot see how, sir. Let us say I am more a 
laundry operator here than Mount Alto is there and they are giving 
you the figures. 

When we begin to perform this contract we will immediately go to 
1 or 2 more laundries and subcontract just in case anything happens 
to our plant and it is shut down. We have more than one of each item. 

Mount Alto has one and a half of each item. 

If any of those items goes out of operation they are stuck. 

Normally the flatwork ironer, where all the sheets, pillowcases, 
hand towels, and medical towels are done, without that they are 
stopped. 

We can go to any laundry in Washington because we help each other 
when we are down. No association is implied or anything else. 

I will subcontract with two of them 

Mr. TxracueE (California). I have to leave. This witness is giving 
us some very valuable and to me impressive testimony. I would 
suggest to these gentlemen that they do all they can to get into the 
record any evidence, comments or statements they have concerning 
this subject of what is the cost. 

You are business people and know what costs are to you. So far as 
IT am concerned Government figures “‘costs’’ are suspect. There are a 
lot of factors which are not included in Government costs. 

I am sorry I have to leave. Bho 

Mr. Dorn. You will be permitted to submit in the record any 
statement you care to in connection with costs and efficiency. 

I wish we had room for your letters. 

Mr. Howe. There would be no point in it. 

Mr. Dorn. You might select 2 or 3 representative letters. 

Mr. Howe. And I will give you information on costs which Mr. 
Teague asked for. 
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Mr. Dorn. We are glad to have you before us and we have no 
quarrel with you whatsoever. We admire you for trying to get all the 
business you can get. I don’t blame you for that. 

Mr. KesuisHiAn. We have that margin of safety now that the VA 
hospital does not have and most commercial laundries do. I am going 
out of my way to get this subcontracting in case I do break down to 

rovide you with even more margin of safety, which is more than the 
7A has now. 

Now on the problem of price, or if you are the customer, cost. 

The price to the customer means cost, but what is cost so far as the 
VA is concerned. 

I called up six laundries in Washington who bid. I asked what 
they paid for water last year. The total I got from the 6 laundries 
was $30,800. 

What did the VA hospital pay at Mount Alto? They said they 
don’t have to pay for water but {Peale to compete against that. 

Above the plant superintendent’s level I believe they do not charge 
any payroll. We have to charge for administrative costs, lawyers 
fees, and quite a few other costs. Insurance costs are included, depre- 
ciation of equipment, and so on. I have to compete against that. 

They say the average cost for VA hospitals throughout the country 
is between 4% and 7 cents. I charge Casualty Hospital 7.3 cents a 
pound and I charge Columbia Hospital 7 cents a pound. 

As far as competition is concerned I am still paying taxes on this. 

Are my employees Gold Star Mothers, veterans, and so on? 

Sixty percent of my employees are either veterans, veterans’ wives, 
or have a member of the immediate family as a veteran. The imme- 
diate family was quite small. 

I don’t know what else to tell you except we can do the work. 

Mr. Dorn. Thank you very much. 

Mr. Newton, our time is running short. Have you anything you 
would like to add? 


STATEMENT OF R. P. NEWTON, JR., PRESIDENT OF THE DIXIE 
LAUNDRY, INC. 


Mr. Newron. Yes; I do have a statement. 

Mr. Dorn. Briefly; because we have to leave within 10 minutes. 

Mr. Newton. I am president of the Dixie Laundry in Columbia 
and we were low bidder on a 600-bed VA hospital there. 

I believe our position is stated as concisely as it can be in a letter to 
you since you were the only member on this committee from our State. 

Mr. Dorn. Would you like to have that put in the record? 

(The letter referred to follows: ) 


[Special delivery] 
Juty 14, 1958 
Re VA Laundry Service, Columbia, 8. C. 
Hon. Wiuu1amM J. Bryan Dorn, 
House of Representatives, Washington, D. C. 
Dear ConGRESSMAN Dorn: As you may know, we were low bidders on laundry 
requirements for subject hospital. 

f course, we knew that there was some opposition to discontinuing the opera- 
tion of the VA laundry. This is always true when employment is to be curtailed 
in a Government operation, even if the curtailment results in a saving for the 
Government. 
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We did not realize that this opposition was severe until July 8 when we learned 
that the entire South Carolina congressional delegation had signed a petition 
requesting that the Columbia VA laundry be kept in operation, 

It is difficult for us to believe that our delegation, the American Legion, the 
VFW, the DAV, and others interested in the welfare of our veterans would oppose 
a move which would save the Columbia hospital money and allow it to care for 
additional veterans without an increase in appropriations. 

Our assumption is that the decision of the interested parties mentioned above 
was based on incomplete or erroneous information. 

The following statements are true and we will be glad to furnish proof in detail 
to any interested parties: 


1. Disposition of Va hospital employees 

We will offer immediate employment to any displaced Va hospital laundry 
employee, this employment to be on exactly the same basis as that of Dixie’s 
existing 135 present taxpaying employees. (We experience a seasonal employ- 
ment increase starting in August, therefore absorption of the VA employees would 
be automatic.) 

Also, labor turnover at this level, both in private and civil-service operation, 
is very appreciable. Fort Jackson, including its large laundry, and the Columbia 
VA Hospital’s labor demands would practically guarantee almost immediate 
reemployment to civil-service employees with preferential ratings. 


2. Comparative costs 

Bid request called for submission of prices on each individual item to be laun- 
dered. The VA gave a yearly unguaranteed estimate of the quantities of each 
item, but, of course, the contractor would be paid only for the quantity of items 
actually furnished by the VA to be laundered. 

Based on the VA estimate, our bid would cost the taxpayers approximately 
$92,000 per year for laundery service. Here is the fallacy: If the per patient 
linen usage in the Columbia Hospital is comparable with that in other VA hospi- 
tals, then our contract service would cost only approximately $58,000 per year 
rather than $92,000. 

We know that the $58,000 figure is essentially correct since our files contain 
proof from more than one source. 

Last year’s reported cost of operation of the Columbia VA Hospital laundry 
was approximately $75,000. Adjusting for the civil-service wage increase and 
supply-cost increase, today’s cost is undoubtedly in excess of $83,000. Bear in 
mind this is direct cash disbursement only. It does not include depreciation, 
art gal retirement, overhead, and the many indirect costs of operating a 
laundry. 

Even considering only direct cash disbursements, our contract would save the 
VA many thousands of dollars per year. 

8. Contaminated linen 

This argument simply does not hold water since we, and practically all laundries 
of any size, are and have been doing hospital linen since the inception of the 
commercial laundry business. 

In view of the above facts we respectfully request that you reconsider your 
prior decision in this matter. Your influence in having this contract let can 
channel some VA funds being needlessly spent to the medical care of veterans 
now being refused for lack of funds and facilities. 

Yours very truly, , 
Dixie Launpry, Inc., 
R. P. Newron, Jr., 
President. 


Mr. Newton. What we offer you in Columbia are many facts and 
figures to back up these costs. We offer you a service there that will 
cost you less on direct cash outgo, not including any of the hidden 
costs that are normally considered when you are thinking about your 
Government operations. 

Whether that is true in other cases I do not know. We have made 
a study for the last 3 years of the loads of these laundries and we think 
our figures are absolutely correct. We stand them up anywhere to be 
challenged. 
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Mr. Dorn. How many people in that area submitted bids? 

Mr. Newron. Three. 

Mr. Dorn. When did you submit this bid approximately? 

Mr. Newron. June 23 of this year, Mr. Dorn. 

Mr. Dorn. Any questions from members of the committee? 

Mr. Sisk. I was attempting to review the bid of Columbia. What 
was your bid at Columbia? 

Mr. Newron. Approximately $92,000. It was slightly over. 
That is based on their estimate, sir; their estimate of load, which we 
challenge. 

Mr. Sisk. In other words, you think the load will be greater than 
that? 

Mr. Newron. Considerably less than that. We bid on a per item 
charge. We will be paid for the number of items given us to launder. 

We have proof from a number of sources that our figures are 
essentially correct on that $58,000. Rather than costing $92,000 it 
would cost $58,000. 

Mr. Sisk. In other words, you dispute the position of the VA that 
your bid will increase the cost of operating there some $12,000 plus? 

Mr. Newron. That is correct, sir. The $12,000 is the first time I 
heard it today, 

Mr. Sisk. I think it is $12,145, which would be the increase in cost 
if the contract is let. 

That is all I have, Mr. Chairman. 

Mr. Dorn. Mr. Newton, I understand you have additional figures 
there you would like to put in the record? 

Mr. Newron. I have figures in here, some of which are fairly 
complicated calculations based on last year’s information and based 
on information this year. 

If we can see a way to get those in the record I certainly would like 
to have them in there. 

Mr. Dorn. If there is no objection it is so ordered. 

Mr. Kesuisu1An. Price per pound or price per piece would be a 
better comparison, because I notice this year Mount Alto put in three 
times the number of items over last year on flatwork. On a price per 
piece I would be in good shape. It looks as though it is a little packed 
to me over last year’s figure by about 633,000 pieces, which is quite a 
few pieces. 

Mr. Newton. Last year the first bid estimate sent out by the 
Veterans’ Administration was so loaded that 1 item in there was 
5.8—I believe my figures are correct—5.8 laundry bags per patient 
per day at 100 percent occupancy. 

It had 2 bathrobes per patient per day at 100 percent occupancy. 

We had that amended and another bid came out, which we think is 
still loaded. Weare certainly not attacking the Veterans’ Administra- 
tion because of their policies. They did not have the figures and they 
stated that this morning. 

Mr. Sisk. Why do you feel there would be a deliberate loading or 
packing on the part of the Veterans’ Administration in a bid request? 
I do not see the point there. 

Mr. Newton. They stated this morning they did not have the 
figures and they were trying to get figures. 

Mr. Sisk. I iow: but that does not go to the point I have in mind. 
Why would there be a deliberate intent to indicate an erroneous 

28678—58—— 38 
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laundry load? I was curious to know why there would be any attempt 
to submit an erroneous figure in this matter. If there is no objec- 
tion, Mr. Chairman, I will obtain some additional information on 
these points for the record. 

Mr. Dorn. Without objection, so ordered. 

(The matter referred to follows :) 


Cotumsia, 8. C. 


1. The following instructions were furnished in letter of May 26, 1958, to the 
station to be used in the development of quantities in the invitation to bid: 
afl Presswork (number of pieces).—Indicate the number of each item used during 
(b) Flatwork and dried and folded (number of pounds).—Weigh not less than 20 
and as many as 50 representative pieces of each item listed and determine the 
average weight of each piece. Multiply the total number of each item listed that 
was used during 1957 by its average weight. Enter the total weight of each item 
in the proper place in the bid invitation. 

2. The station manager has advised that the quantities in the invitation to bid 
were based on the above instructions, using quantities for fiscal year 1958 and 
an average daily patient load of 531. The same average daily patient load was 
anticipated for fiscal year 1959. 


1. Laundry load reported by the station for calendar year 1957 was: 


I cee Gree te Ek on ecuueammree tb annan~an 1145, 742 
Se eras oh el oe en eeuemmen atin 21, 013, 768 
Reena . 8 Olio os eb ge od CIS cb allopébiducown 2 490, 302 
2. Laundry load listed in invitation to bid recently issued: 

CN S26 SN Se aed ati ma ams ao umeg © iM eh 1 158, 647 
Ie Ser IR Ne casero mis ou we eee pe aoe 2 }, 091, 407 
re Pes Ai PE Uh Se dweubcencan 2 425, 711 
PONE SUS uibs . aT Sith ckd da tied Ered 1 4, 700 

! Pieces. 

? Pounds, 


The cost of laundry reported by the station consists of the following items: 


LABOR 
(Salaries, includes Government contribution for retirement and insurance) 


. Plant superintendent. 

. Plant assistant superintendent or foreman. 
. Clerks (office and stock). 

. Laundry helpers (productive). 


09 bo 


MAINTENANCE AND REPAIR 


. Station mechanic (costs based on hours worked and mechanic’s hourly wage). 
Repairs by contract. 

. Equipment replacement parts. 

Pipe, valves, belts, traps, etc., used. 

. Miscellaneous materials to keep plant in good repair. 


UTILITIES 


1. Water. 2. Steam. 3. Electricity. 
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SUPPLIES AND MATERIALS 


1. Alkali 26. Pads, press 

2. Aprons FWI 27. Pails 

3. Brushes 28. Paper, toilet 

4. Brooms 29. Paper, wrapping 

5. Bleach 30. Pins 

6. Cover cloth 31. Rust remover 

7. Cotton padding 32. Soap medium titer 

8. Coat hangers 33. Soap, low titer 

9, Cleaning cloth FWI 34. Sour, blue 

10. Dye 35. Starch 

11. Dippers 36. Sodium metaphosphate 
12. Flannel, double-faced 37. Stain remover 

13. Grommets 38. Solvent, equipment cleaner 
14. Ink 39. Soda ash 

15. Ink remover 40. Salt 

16. lroner cord or tape 41. Shirt boards 

17. Linen conditioner 42. Shirt bands 

18. Lubricating oil 43. Springs, press cover 
19. Lubricating grease 44. Sweeping compound 
20. Marking tape 45. Sash cord 
21. Marking tags 46. Tape, cotton 
22. Mops 47. Wax 
23. Nets, wash 48. a raging twine 
24. Net pins 49. Miscellaneous supplies and mate- 
25. Pads FWI rials 


WASHINGTON, D. C. 


1. The veterans hospital in Washington is furnished water free of charge by the 
District of Columbia Govieanaale as are all Federal agencies located in District 
of Columbia. 

2. All other items of laundry expense are charged in accordance with the 
procedure outlined for Veterans’ Administration Hospital, Columbia, S. C. 

Mr. Howe. I have an idea if you would care to hear it. 

Mr. Newton. That was submitted last year. That was submitted 
by the local people at the local level. In certain lower levels they did 
not want this service privately contracted under any condition. 

This year those figures were submitted at the local level, also. 
That is our understanding. 

Mr. Dorn. You would not want the South Carolina delegation to go 
along, would you, with the closing of a laundry facility on a certain 
date not knowing what the bid is or anything else, but just carte 
blanche to go along with closing it not knowing whether there would 
be a saving? 

Would you want that? 

Mr. Newron. No, sir; we would not. 

In our testimony here, what we are trying to prove and to point out 
to you gentlemen is that our business will save them money on a 
direct cash outgo. 

Mr. Dorn. | appreciate that. Your interest in saving money as a 
taxpayer is fine, but we have to look at the Bureau of the Budget’s 
side of this and the Veterans’ Administration side of it. 

I would like the record to show that Mr. Byrd, a very fine citizen 
from South Carolina, appears with you. 

Is he the manager of your laundry? 

Mr. Newron. Yes, sir, and Mr. McKay is our attorney. 

Mr. Howe. In the procurement of any military item or civilian 
item it is a common practice for the procurement officer to protect 
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himself by contracting as long as it is not a fixed price, to contract for 
a safe margin over what he really thinks he will need. 

In other words, he wants to be protected for all he could possibly 
use, so the usual procedure is to figure capacity and then add a factor 
of safety on top of that. 

Actually I think you gentlemen already in your hearings bave dis- 
cussed why in certain hospitals with capacities for 500 beds there are 
so many beds empty when there are demands in other areas, so it is 
very likely that a hospital would not operate at capacity, so the point 
Mr. Newton makes is that when a year is over and he has been paid 
for all the pieces that he does it will not be the number of pieces the 
Veterans’ Administration asked for in the invitation but it will be 
considerably less because of the procurement policy of adding a factor 
of safety and applying for the maximum possible. 

They merely get a price based on a maximum load. They do not 
say they will buy a tenth of it, 40 percent, or 30 percent of it. 

But for the purposes of comparison your local station laundry 
manager says, ‘““This is what it costs us to operate and this is the total 
bid for this year.”’ 

However, he does not say last year he did only 40 percent as much 
business in number of pieces or in pounds as they asked for this year. 

Mr. Sisk. I appreciate these procurement officers do a certain 
amount of hedging in order to protect themselves. 

Mr. Howe. They have to. 

Mr. Sisk. But I do not necessarily think that would be the answer 
for as much packing as was indicated in Mr. Newton’s statement. 

Let me say, Mr. Chairman, that we are much concerned, and any 
time you gentlemen come here and show where you cannot necessarily 
just save money but where you can do the job equivalent from the 
standpoint of quality service to the veterans, then we are certainly 
interested because I am interested in seeing as much of this work done 
by private enterprise as you are. 

Our prime concern is the veteran, and tied to that is the dollars and 
cents because we are fighting constantly with the Bureau of the Budget, 
with the Appropriations Committee, to get enough money to see that 
these veterans have decent medical.care. That is where the dollar 
sign comes in. 

Quality of your work is also vital and important. 

We must know beyond any question of doubt that the veteran will 
get every bit as good care or better care from you as he does from the 
others or we will vigorously oppose it. 

That is laying it on the line as simply as I can. 

Mr. Howe. I think we all feel identically the same. I have four 
sons in the service and I would want them to have the same thing. 

Mr. Newron. I would like to clarify one remark. I was not 
accusing the Veterans’ Administration of doing anything intentionally 
or unintentionally. All I know is that it was done. I have no way 
of knowing whether it was intentional or unintentional. 

Mr. Dorn. Mr. Newton, you do not anticipate any delay from 
your experience in the laundry business because of breakdown of 
machinery, and so on, do you? 

I know that could happen, but this is an important thing. The 
lives of these veterans depend on that at times. 

Mr. Newron. I have that marked here. 
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The only reason for operation of the laundry by a hospital is to 
assure the hospital of the availability of cost and service at all times. 

This purpose is defeated at Columbia Hospital by limitation of the 
40-hour week. Dixie Laundry operates 6 days and a partial 7-day 
week to provide adequate service to our commercial accounts. 

Dixie service would provide additional protection to the VA 
patients. We have completely dual equipment which is a guaranty 
against delay which could be caused by mechanical failures. 

The present facilities of the VA hospital are not adequate to provide 
this additional protection. They do not have enough load. 

We can do the work more efficiently. We can do it at less cost to 
the Government, and based on these two things and the others men- 
tioned we feel we are entitled to the contract as a private taxpaying 
corporation. 

We think we have covered in our discussion, and we have additional 
facts we have not presented, but in that particular location we think 
we have covered every discussion which has been brought up on the 
other side. 

Mr. Dorn. You would like to see this experiment conducted by 
the VA here and now? 

Mr. Newron. I don’t mean tomorrow. 

Mr. KesuisHiAn. | will start tomorrow. 

Mr. Newton. We can start tomorrow. 

Mr. Dorn. You have no construction troubles, then? 

Mr. Newton. No, sir. 

(Additional material supplied is as follows:) 

Dixie Launpry & Dry CLEANING Co., 
Columbia, S. C., July 23, 1958. 
Re House Veterans Affairs Committee hearing, July 22, 1958 


Mr. E. B. Parrerson, 
House Office Building, Washington, D. C. 

Drar Mr. Parrerson: Attached hereto is statistical information related to 
our testimony which we wish to be included in the records. 

Thank you. 

Yours very truly, 

R. P. NewTon, JR. 
STATISTICAL SUMMARY : 


1. The per patient day laundry cost at the Montgomery, Ala., VA Hospital 
is $0.3094. Applying this cost to the Columbia VA Hospital patient load, the 
cost would be $58,200. Montgomery VA laundry has been done by private con- 
tract for a number of years and is contracted at slightly higher prices than Co- 
lumbia is bid. 

2. Columbia VA Hospital has been keeping records on a per unit basis and has 
converted this to pounds by an average conversion factor of seven-tenths pound 
per piece. This standard conversion of 0.7 pound per piece is in error since many 
small pieces such as wrappers are included; therefore, the true conversion average 
should be 0.448 pound per piece. The quantities called for in bid corrected ac- 
cordingly: 

0. 448 


0. 700 


Using this conversion factor, the actual cost of the Columbia VA Hospital load 
would be $58,800 and not $92,000 as reflected by the bid. 

It must be remembered that Dixie Laundry overall bid is based on estimates of 
work to be done furnished by the VA but it will be paid according to the number 
of pieces actually laundered. From our investigation we are convinced the actual 
cost to the Government under our contract will be considerably less than the 
present laundry cost at the VA hospital. 


< $92,000 = $58,800 
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3. Columbia laundries employ 409 persons who produce a sales volume of 
$1,235,000 annualiy. This is an average of $3,025 per employee. Using this 
same average production figure of $3,025 and multiplying it by the number of em- 
ployees at the VA hospital laundry, we find their total production would amount 
to $60,500 which is within $3,500 of what we believe it will cost the Government 
to contract this work to Dixie Laundry. 

4. In support of the statement that the Columbia VA laundry does not know 
what their true linen requirements are, we offer the following differences in esti- 
mated quantities contained in the bid request of 1958 compared with the bid 
request of 1957. 

Two percent more sheets than in 1957 but 48 percent more pillowcases than in 
1957. 

Eleven percent more pajama trousers than in 1957 but 20 percent more pajama 
coats than in 1957. 

Forty-eight percent less operating coats than in 1957 but 61 percent more physi- 
cians coats than in 1957. 

Four percent less hand towels than in 1957 but 35 percent more dish towels than 
in 1957. 

Twenty-two percent less uniforms than in 1957 but 94 percent more covers than 
in 1957. 





AMERICAN INSTITUTE OF LAUNDERING, 
Washington, D. C., July 28, 1958. 
Hon. Orin E. TEaAGue, 
Chairman, House Veterans’ Affairs Committee, 
Washington 25, D. C. 

DeEAR CONGRESSMAN TEAGUE: At the request of Congressman Dorn who was 
acting chairman toward the close of the hearings on the Veterans’ Administra- 
tion’s laundry requirements, we would like to submit the following comments to 
be included in the record of the hearings. 

Various members of the committee seemed to place great stress on the reports 
from Veterans’ Administration station directors or laundry managers as to the 
additional funds which they alleged would be required should the Government- 
operated laundries be closed down and contracts be placed with commercial 
plants to take care of the requirements of the six hospitals in question. There 
are 2 main points involved, and we would like to offer some comments and 
explanations on these 2 points. 

First, the quantities of laundry work on which the current bids from commercial 
plants are based are not necessarily comparable with the station hospital manager’s 
reports to the committee as to his costs of operation last year. In the first place, 
whenever a procurement or supply officer approaches industry for a blank check 
contract with no specific minimum guaranties, he must of necessity estimate his 
requirements at least 100 percent of theoretical capacity operation of the hospital. 
It is common practice among procurement and supply officers to add a safety 
factor in approaching industry for contract coverage. This safety factor varies 
from 10 to 25 percent over the estimated theoretical capacity requirements and 
thus the procurement officer and the station are amply protected by a contract 
for whatever amount they might require. As a matter of fact, in practice an 
individual hospital seldom operates anywhere near theoretical capacity. It is 
more likely to operate somewhere between 40 and 70 percent of capacity. More- 
over, the number of pieces of any particular type of laundry work which are used 
in 1 year do not necessarily correspond to the number of pieces used by that 
hospital in a succeeding year; therefore, the amount of money which was quoted 
by the low bidder, for example, on the present invitation to bid would necessarily 
be substantially higher than the cash expenditures for costs from appropriated 
funds reported by the same station for the previous year. In order to be strictly 
comparable it would have been necessary that the station have a reliable and 
accurate count of the number of pieces of each general category of laundry so 
that the actual costs last year per piece could be compared with the actual bids 
of this year per piece by the commercial laundry bidders. 

The second point which we would like to clarify is the fact that in the above 
discussion we understand that the reports which have been made to the committee 
by the station laundry managers as to their costs of operating the laundries 
represent only the actual costs up to now that have been required to be considered 
and which actually represent cash expenditures from appropriated funds for the 
particular operational year in question. It is common knowledge that the costs 
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which the station laundry managers have used reflects only a portion of the actual 
cost to the Government. In the testimony of the Administrator on Tuesday, 
July 22, it was pointed out that the Veterans’ Administration has developed 
a new and revitalized system of costs which will be used to evaluate the cost of 
operating their Government-owned laundries more nearly in line with realistic 
costs. We point out this same procedure has been adopted by the Air Force 
in its industrial funded operation of laundries and by the Department of Defense 
in its Directive No. 4100.16 dated March 8, 1954. In this directive, which we 
commend to the committee for its study, you will find the Defense Department 
in its cost estimates has finally realized that heretofore all costs have not realis- 
tically been reflected. In the directive above numbered the Defense Department 
states that ‘‘All elements of cost which are incurred by the Government in making 
a product or rendering a service at an industrial or commercial-type installation 
shall be included, whether or not those costs are borne by the activity or immediate 
department concerned or are normally considered in the cost accounting system 
employed in the activity. Then the directive goes on to detail some of the points 
which must be considered. Certain factors in connection with personnel pay 
have been included which formerly were ignored. In the case of materials and 
supplies the Defense Department instructs that “Freight, transportation and 
material handling costs shall be included, whether such costs are treated as direct 
or indirect. Additionally, a factor shall be added for the estimated expense of 
procurement, warehousing, or other elements of supply administration at depot 
level * * *’, “Government furnished material received for assembly or fabri- 
cation shall be costed in the same manner as other materials.”” They then go on 
to cover rather complete indirect costs and overhead and include not only manu- 
facturing and production expense but general and administrative expenses. 
Some of the special items of overhead for inclusion are as follows: 

Interest on invested capital. 

Depreciation of both plant and equipment. 

Utility services, such as communication, power, gas and water whether 
or not to be paid directly by the industrial facility. 

Maintenance and repairs, including protective services. 

‘ The Government’s contribution to civil service retirement and disability 
unds. 

Injuries and damages paid through the United States Employees Com- 
pensation Commission. 

Insurance for replacement or repair of plant, equipment and inventories 
damaged or destroyed by fire or other hazards. 

In addition to estimates for the equivalent of fire insurance, costs equal to 
premiums for public liability compensation for bodily injury and property 
damage should be estimated at payroll rates prescribed by each department. 

In the case of property and other taxes, the Defense Department instructs 
that there should be included in cost estimates the Federal Government’s 
share of social security taxes applicable to civilian employees covered 
thereunder. 

We are confident that a comparable basis of comparing the station Government- 
operated laundry costs and the current commercial plant bids, and a realistic 
readjustment of present costing practices to include all Government costs, would 
demonstrate to the committee and to the Government without question that the 
commercial laundry bids are and will be effectively competitive with Government 
costs and over the long run will not only save the Government money but will 
pay taxes as well. 

Respectfully yours, 

Haroitp K. Howe, 
Manager, Washington Office. 


Mr. Dorn. The committee stands adjourned. Thank you very 
much, gentlemen. 

We will reconvene at 10 o’clock tomorrow morning when Members 
of Congress will be heard. 

(Hearing adjourned at 12:10 p. m.) 
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WEDNESDAY, JULY 23, 1958 


House oF REPRESENTATIVES 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 
The committee met at 10 a. m., pursuant to recess, in room 356, 
Old House Office Building, Hon. Olin E. Teague (chairman) presiding. 
The CHatrMan. The committee will come to order. 
Mr. Porter, welcome to the committee meeting. 


STATEMENT OF HON. CHARLES 0. PORTER, A REPRESENTATIVE 
IN CONGRESS FROM THE STATE OF OREGON 


Mr. Porter. I only have a brief statement to make before asking 
that you allow to be included in the record a statement from Eugene 
Orr. If I may just have a couple of minutes, I will be out of the way. 

Mr. Chairman, when it was first hoped that hearings to determine 
the policy of care of veterans in our country would be held beginning 
July 10, one of southwestern Oregon’s most untiring workers and 
spokesmen for veterans flew back to testify before the Committee 
on Veterans’ Affairs. Unfortunately, Mr. A. Eugene Orr of Medford, 
Oreg., was unable to remain in Washington, D. C., to read his state- 
ment today. 

The chairman kindly saw him and gave him every courtesy, and 
he was certainly pleased with that. He has asked that I place his 
remarks in the record, and he assures me he will be glad to answer by 
letter any questions the committee may have after reviewing his 
statement. 

Mr. Orr did discuss veterans’ care and specifically the establishment 
of a 100-bed general medical and surgical hospital at the Camp White, 
Oreg., domiciliary with the chairman while he was here. His written 
statement deals with the establishment of a hospital of the domiciliary. 

Mr. Orr speaks for thousands of veterans in southwestern Oregon 
and northern California. I believe his observations will be helpful to 
the committee. 

With the chairman’s permission, I would like to submit his state- 
ment for the record. 

(The statement referred to follows:) 


Written STATEMENT BY Mr. A. EvuGENe Orr, Meprorp, Orsa., REGARDING 
NEED For A 100-Bep GENERAL MEDICAL AND SuraicaL Hosprra. at Camp 
Wuite Domicimuiary, Camp WuHiTE, OREG. 


Mr. Chairman, I have served for 4 years on the American Legion Rehabilitation 
Commission for the State of Oregon, 1 year as chairman. For 6 years I have 
been a member of the executive section of the National Rehabilitation Com- 
mission of the American Legion. I appear before you on behalf of the thousands 
of veterans in southern Oregon and northern California who have need for better 
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hospital facilities in their area than are now available. We feel there is a need 
for a 100-bed general medical and surgical hospital at the Camp White domi- 
ciliary. Let me tell you why. 

I should like to start by giving you a bit of the history of Camp White. It was 
built by the Army and completed in August of 1943. A 1,734-bed hospital was 
provided at that time. 

These buildings were constructed soundly. As to their permanency and their 
construction, I submit at this time a report by Mr. Ray J. Schumacher, assessor 
of Jackson County. Mr. Schumacher made the written report for me on March 
19, 1958, after he had made a personal inspection of the buildings of the Veterans’ 
Administration domiciliary at Camp White, Oreg. His report was signed by 28 
qualified men of the area, as to the maintenance and construction of the buildings 
now being used as a domiciliary at Camp White, Oreg. 


Assessor OF JACKSON CouNTY, 
Medford, Oreg., March 19, 1958. 
Mr. EvGene Orr, 
Medford, Oreg. 


Dear Mr. Orr: Pursuant to your request, I made a personal inspection of 
buildings of the Veterans’ Administration domiciliary at Camp White, Oreg. 

The purpose of this inspection was to estimate the future economic life of these 
buildings and report on the present condition of buildings. 

I inspected these buildings with Mr. Hoover, Mr. M. O. Bessonette, and 
Mr. Burt Sims of the engineering department of the domiciliary on March 12, 
1958. 

The foundations are built on good bearing soil with sufficient strength to carry 
the building load. Concrete tunnels are provided for all piping of steam, water, 
and sewer. Girders and joists are of good quality structural lumber with struc- 
tural strength to carry all requirements. Ample ventilation is given to eliminate 
any moisture or condensation that could be expected in this area. 

Walls are constructed of brick veneer over 8-inch clay building tile, with fir 
insert nailing strips on interior walls, lined with half-inch gypsum board. Interior 
partition walls are frame and gypsum board. 

Wiring and plumbing appear to be ample for code and requirements of use. 
The heating plant, a steam stoker unit, will carry any future need of present 
building requirements for this climatic area. The water supply is ample and of 
a quality needed. Sewerage disposal is now in use cooperative with Medford 
systems. 

Buildings now occupied and in use for domiciliary care, are well-maintained and 
show very little physical deterioration. 

Present kitchen and dining areas are in good condition and ample for future 
expansion. 

Buildings not now in use show very little physical deterioration, considering the 
limited amount of maintenance given them. These buildings could be rehabili- 
tated with minor repairs and general renovating, at a low cost. 

After this inspection, and my personal knowledge of building requirements for 
this area, considering quality of construction, climatic conditions, and other re- 
lated data relating to estimating the economic and structural age of buildings, 
it is my opinion that these buildings, with reasonable maintenance and normal use, 
based upon the present and contemplated use as a domiciliary hospital unit would 
have a future economic life of 50 years or more, 

These buildings are so planned and constructed to give access to all equipment 
and structural parts. This will insure future maintenance at the lowest cost. 
It is my judgment that these buildings are in many ways superior to most com- 
mercial and institutional construction in this area. 

The destruction or lack of use for these buildings in the face of need, as shown 
by data compiled, would in my opinion be gross waste of taxpayer’s money. 

Yours very truly, 
Ray J, ScHUMACHER, Assessor. 


I have read the report of Ray Schumacher, assessor of Jackson County, on the 
condition of the buildings at Camp White and I have also inspected the buildings 
and to the best of my knowledge his report is true and correct. 
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Name and title: 
Robert A. Duff, city manager, Medford, Oreg. 
Everett A. Faber, vice president, Callerale tireann Television, Inc. 
A. Eugene Orr, Natural Rehabilitation Commission, American Legion. 
Phil B. Engle, mayor, Rogue River, Oreg. 
Frank Christian, mayor, Talent, Oreg. 
O. R. Abbott, mayor, Butte Falls, Oreg. 
Ray Tresham, mayor, Eagle Point, Oreg. 
Ernest H. Cooper, mayor, Gold Hill, Oreg. 
Donald E. Faber, mayor, Central Point, Sri 
Ira I. Canfield, past department commander, VF W, Oregon. 
Richard L. Neill, mayor, Ashland, Oreg. 
Vincent Claflin, mayor, Phoenix, Oreg. 
John W. Snider, mayor, Medford, Oreg. 
Eric W. Allen, Jr., managing-editor, Mail Tribune, Medford, Oreg. 
Keegan Townsend, commander, American Legion Post 15. 
A. C. Pierce, Medford, Oreg. 
H. Y. Enders, Ashland, Oreg. 
Ward B. Spatz, Medford, Oreg. 
Ray E. Wilson, councilman, Jacksonville, Oreg. 
Frank Carter, chief of police, Jacksonville, Oreg. 
Emit B. Kroeger, building contractor, Ashland, Oreg. 
Glen D. Bessonette, Bessonette Construction Co., Medford, Oreg. 
George Witter, office manager, Big Y Super Market, Medford, Oreg. 
C. C. Hoover, 2095 Gregory Road, Medford, Oreg. 
Robert E. Nealon, Central Point, Oreg. 
Robert C. Minear, orchardist, Medford, Oreg. 
Col. Ted Hopkins, chairman, Department of Oregon, VFW, Camp White 
Committee. 
Otto Niedermeyer, master, Central Point Grange. 


The estimated cost of renovating the necessary buildings at Camp White is 
$8,000 per building. Each building accommodates 88 men. It figures a cost of 
$91 per bed to bring these buildings into first-class condition. The complete 
hospital facilities available at Camp White at the present time have a laboratory, 
operating rooms, X-ray rooms, and dental clinic. 

The present infirmary, which is a 50-bed infirmary, has adequate space for a 
100-bed hospital. What is needed to open a 100-bed hospital at Camp White 
Domiciliary is some additional equipment and medical personnel, including 
doctors, nurses and technicians, and other auxiliary staff members. 

As to the need for a hospital at Camp White, we submit the following veterans’ 
pepmenen These figures were secured from the Veterans Department of the 
State of Oregon and the Veterans Affairs Department of the State of California. 


Veterans population in counties of southern Oregon and northern California 


Total, southern Oregon counttes.[7) <3 ....6 nnn dcu nnn ant cbenbinesane 36, 850 
Total, northern California counties (8). .2..-.----.-------------.-+-- 23, 200 
Grand totel Gr 15 Deunties...i-3 > 4.5 4......2-«<< aoe veces eee 60, 050 


The breakdown in the Oregon counties is: Coos, 6,920; Douglas, 9,500; Curry, 
850; Josephine, 3,620; Jackson, 8,020; Klamath, 6,870; Lake, 1,070. 

The breakdown for the northern California eounties is: Del Norte, 2,850; 
Humboldt, 13,200; Siskiyou, 4,950; Trinity, 1,050; Shasta, 6,400; Lassen, 3,100; 
Modoc, 1,650. 

I am including with this statistical report a map of the area, Mr. Chairman, 
which will better show the committee how the veterans’ population is distributed. 
These figures are as reported to me on March 17, 1958. 

Thus, within a hundred-mile radius of Camp White, Oreg., there are 60,050 
veterans. 

From this survey made by the department service officer of the State of Oregon 
of the American Legion at Portland and Vancouver hospitals, it is shown that 
we had 92 patients in the hospitals from southern Oregon. Using this as a basis, 
and figuring by the percentage of veterans in northern California, it would figure 
that on any given day there would be 162 veterans within a 100-miles of Camp 
White in a veterans’ hospital. 
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VETERANS POPULATION IN 
COUNTIES OF SOUTHERN OREGON AND NORTHERN CALIFORNIA 


March 17, 1958 
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These patients must travel 300 miles to Portland or Vancouver hospitals or 
further to California hospitals. From July 1, 1957, to June 30, 1958, 251 men 
were transferred from Camp White to a VA hospital. Seventeen men were 
flown by mercy flight at a cost of $115 per person. The cost was $1,955. 

Forty men were driven up by station ambulance. It takes 1 day in going up 
and 1 day to come back. he rest of these men were transferred by other types 
of transportation. In addition to this, the average patient load at the infirmary 
at Camp White is 17 to 20 patients. These men are allowed to stay there for 
30 days, and; if it is possible to correct their medical diSabilities and put them 
back in the domiciliary, these men are treated at Camp White, rather than 
sending them on to Portland and Vancouver hospitals. They are not allowed 
to treat at the infirmary any men or veterans who are not members of the domi- 
ciliary, except in extreme emergency. 

As to the medical staff available in the area, I will submit a list of the consultant 
doctors, now being used at Camp White, a list of the fee-basis doctors now being 
used at Camp White, and their fields of medicine, and a census of practicing 
physicians and surgeons of Jackson County. I want to call particular attention 
to a number of specialists of 1958, compared with the number of specialists in 
the county as of 1954. 

In 1954, there were 18 certified specialists; in 1958, there are at least 42 certified 
specialists. In 1946, there were 36 practicing doctors in Jackson County. In 
1958, when this report was made, there were 73 practicing physicians in Jackson 
County. It shows over a 100 percent increase in doctors in the area in 12 years. 

It is felt that a hospital at Camp White could be adequately staffed. They 
have had no trouble there keeping their nurses on their rolls—even at times 
they have had nurses on their waiting list. They have bad doctors come out to 
ask that they be placed on the staff as surgeons, if and when they are needed. 

With the cooperation of the medical staff in the area, we do not feel that any 
trouble will be had in staffing a hospital, 

I should like at this time to make as part of the record, the 1958 lis of consulting 
doctors and fee-base doctors in Jackson County alone and the 1958 census of 
practicing physicians and surgeons. 


Consultant doctors 


Dr. Robert H. Buek - ---. ; oleae; _... Pathology. 
Dr. Harry K. Danielson_ - ; Psychiatry. 
Dr. Arnold N. Depner - - - -- eet _..... Chiropody. 
Dr. Oscar T. Heyarmen_ - ; _. Internal medicine. 
Dr. Ralph E. Hibbs___- Internal medicine. 
Dr. Earl L. Lawson_- Radiology. 
Dr. James C. Luce_____- - Bisa ave .._....-. Neurological surgery. 
Dr. Dwaine Nelson- r .... Dentistry. 
Dr. Norris J. Wilson wr = Orthopedics. 

Fee bases doctors 
Dr. Thomas C. Bolton_ -- . + Hit BGvedch vad i) Onhhigedios: 
Dr. Fred T. Burich- - midds ax sed eta — .... General surgery. 
Dr. C. I. Drummond_._-- _....... Chest surgery. 
Dr. Edwin R. Durno_-_- _ General surgery. 


Dr. Thomas Edmonds. -_-_- ; tive ori dace pieeostk a Eyes only. 


Dr. Elliott L. Harlow _- Gnd b scent J. scuunye ss cos armatolign: 

Dr. Jack 8S. Ingram 4 ite . asittieth Jodd wisee de Fee aees, areeti 
Dr. Duane Gillume _ - ‘ ~ a a dues L wos ueele TRRGOlOny 

Dr. Charles Lemery._-- ilokadidundusewkedil _... Ear, nose, throat. 
Dr. Florion J. Shasky .. Urology. 

Dr. John T. Weisel _ - sia po eae nes _.. Eyes only. 


Dr, Mario J. Compagna-_---------~-.- -...........-. Neurological surgery. 
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1958 census of practicing physicians and surgeons, Jackson County, Oreg. 


























1954 1958 
1946 1950 1954 1958 certified certified 
specialists! | specialists ! 
6 vgn cnnccanegpenccas 25 34 25 ee eee 
Specialized practice: 
I i Beth actin deh bdacnibinbbiomiesne | 0 0 0 OE oth cetitdeatbhdinn ide 
Anesthiology - - -_- 2 0 0 0 Ey natal duel 2 
Cardiology - - - ---- : 0 0 0 RB taeton ieee bees bed nance eaiaai te at & 
Dermatology -............- wd 0 0 0 Din ccangeasns 1 
Eye, ear, nose, and throat... .... 4 2 3 3 3 3 
i i arcsendel 0 0 2 3 2 3 
Internal medicine____.......---.-- 1 0 6 8 2 8 
Lung and chest diseases 0 0 0 a ORAL: EEE 
Neurological 0 0 1 2 1 2 
Obstetrics and gynecology 1 2 4 3 1 2 
Orthopedi 0 0 1 | 3 1 3 
Pat 0 0 1)  tidcnucedeees 42 
Pediatrics. - 0 1 | 3 | 4 1 54 
Plastic surgery -- 0 0 0 | Oh lh a dcea ss lien sensed 
Proctology 1 1 0 Per bicocn cts se ienadanéiens 
Public health 1 1 1 1 1 1 
Psychiatry 0 0 0 1 0 1 
Radiology 1 2 1 2 1 2 
§ 2 3 5 7 4 87 
Urology 0 0 1 2 1 1 
otal specialists 11 12 29 44 18 42 
All physicians 36 46 54 Ct a 











1 Number of specialists who are certified by the national board in each specialty or who are fellows of the 
American College of Surgeons. 

2 Being handled by qualified local internal and surgery specialists. 

3 One currently considering this location. 

4 One practicing here now, another coming in July. 

§ Three practicing here now, another coming in July. 

* Three more are considering this area now. 


I have 27 resolutions passed by nonveteran groups in Jackson and Josephine 
Counties, asking that we do everything possible to have the VA establish a 100-bed 
hospital at Camp White. 

hey come from the Jackson County Chamber of Commerce, the county court, 
the city council, grangers, farm bureaus, agriculture committees, ministerial 
association, labor councils, garden clubs, and from veterans’ organizations at both 
the local and State levels. There is a resolution passed by the Area E Rehabilitation 
Conference of the American Legion, representing 11 Western States, asking that 
all domiciliaries be provided with hospital care. 

Local hospitals, in the area I have discussed, have found it difficult to take care 
of the indigent veteran-patients. They have had difficulty in getting these pa- 
tients into hospitals at Portland and Vancouver, and since there are no hospital 
beds at Camp White, this has become one of their major problems. The reason 
that they have not been able to get these men into the Portland and Vancouver 
hospitals is because of the waiting lists they have experienced there in the last few 
years, Mr. Chairman. 

Mr. Chairman, before incorporating into my testimony individual petitions and 
resolutions from a number of groups, I want to first thank the committee for the 
privilege to provide you with this material. I regret that circumstances pre- 
vented my appearing before you in person. 

Now, for the record, I should like to submit the following expressions of need for 
a Camp White Hospital. 


IDENTICAL RESOLUTIONS REGARDING PROPOSAL FOR VETERANS HospPITAL 
Facruities aT Camp WHITE, OREG. 


‘‘Whereas the nearest veterans hospital offering general medical and surgical 
facilities is located in Portland, Oreg., 300 miles away, and 

‘“‘Whereas veterans requiring medical facilities must face an average waiting 
list in Portland of 60 persons, and 

‘‘Whereas Oregon’s veteran population of 240,000 represents a substantial in- 
crease from the original number which enlisted in the State, a condition which 
exists in only 5 States in the Union, and 
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“Whereas empty buildings of a permanent nature offering complete facilities 
for a general medical and surgical hospital without additional construction are 
in existence in Camp White, Oreg.: Now, therefore, be it 

‘Resolved, That the Veterans’ Administration establish a 400-bed GM and 8S. 
hospital, at the VA domiciliary, Camp White, Oreg. with 300 beds to be used for 
chronic conditions and 100 beds for general medical and surgical conditions. If 
this is accomplished, it will relieve the chronic bed situation in a large western 
area.” 

Rogue Valley Retriever Club, Charles A. Miller, President; Griffon 
Creek Grange No. 848, Master C. J. Farnsworth; Talent Farm 
Bureau Center, Clarice M. Lemley, Acting Secretary; Bellview 
Grange No. 759, Master Frank L. Malin; Gold Hill Grante No. 
534, Seeretary Lena Laricks; Roxy Ann Grange No. 792, Secre-- 
tary Iris Ritchey; Sams Valley Grange No. 666, Secretary R. A. 
James; Roxy Gardiners, Chairman, Mrs. W. A. Lowery; Eagle 
Point Grange No. 664, Agnes Hubbell, Secretary; Lone Pine E - 
tension, Mrs. G. Conrad, Mrs. P. Sidener; Medford Ministerial 
Association, Escit Hisir; Jackson County Agriculture Committee, 
Earl Yass, Secretary. 


Finally, Mr. Chairman, I ask that the following resolutions be made a part of 
this record. Thank you. 


ArgA E REHABILITATION CONFERENCE, JANUARY 23, 24, 25, 1958 


The Area E Rehabilitation Conference, Phoenix, Ariz., selected Garland H. 
Woods, of Arizona, vice chairman of area E, for 1958-59, and selected Long: 
Beach, Calif., for the next area E meeting and the dates of January 5, 6, 7, 1959. 
The following recommendations were adopted at this area E meeting. 


RECOMMENDATION No. 1 


We recommend that all domiciliary facilities be provided with an adequate 
number of hospital beds with the proper per diem allowance for such beds in order 
to properly care for this type of case. 


Explanation 


(There, are today domiciliary facilities that do not have hospital beds as such, 
that is in certain instances the accommodations they do have are being inade- 
quately conducted because they are only allowed the same per diem allowance as. 
for domiciliary care. In order that proper care can be rendered these cases that 
need hospitalization in these facilities, we believe that it is necessary that they be 
classed as hospital beds and given the same per diem allowance that is allowed 
for such beds.) 

RECOMMENDATION No. 2 


We recommend the VA initiate and immediately put into effect a review of all 
compensation claims they have disallowed in the post-World War II period con- 
currently with the claims of allowed cases they are now or have been reviewing. 


Explanation 


(The Administrator of Veterans’ Affairs in his address before the national con- 
vention of the American Legion in Atlantic City, N. J., September 17, 1957, 
following repeated requests of the American Legion stated he had come to the 
conclusion that there was merit to the suggestion that in all fairness the VA should 
review the disallowed claims. He stated that as rapidly as it could be accomplished 
he would have certain regional offices make a pilot check of those claims that were 
disallowed to learn whether error had been made in that area as well as the allowed 
cases. We feel this review should start without delay and be made in all regional 
offices concurrently with the review of allowed cases.) 


In THE County Court oF THE STATE OF OREGON FOR JACKSON COUNTY 


The county court of Jackson County, Oreg., meeting in regular session has 
before it the subject of the establishment of a veterans’ medical and surgical 
hospital at Camp White located about 10 miles from Medford, Oreg., and ad- 
jacent to buildings now occupied as the domiciliary for veterans, and where there 
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are in existence empty permanent buildings which would offer complete facilities 
for a general hospital for veterans without additional construction. 

At the present time, the closest hospital facilities for veterans is approximately 
300 miles, either to the north, south, or east, and which facilities are at all times 
faced with a waiting list of veterans waiting for admittance, most of whom come 
from the Western States, and where if there was located at Camp White a general 
medical and surgical hospital it would greatly facilitate getting the proper care 
for our veterans needing hospitalization in this western area. 

Because we do not have train facilities for transporting patients to other metro- 
politan areas, and the expense involved in long ambulance trips places an undue 
hardship on the patient. 

The court feels that the expense of acquiring additional property in some 
metropolitan area would be much greater than to use the excellent present 
facilities at Camp White and the present demand for medical and surgical facilities 
are great even for those veterans at the domiciliary who are in need of general 
hospital facilities, and must, under present location of veterans’ hospitals in the 
Western States, travel a long distance for the needed care or surgery. 

The court wishes to go on record as approving the establishment of a general 
medical and surgical veterans’ hospital using the present permanent buildings 
available at Camp White. 

Dated this 29th day of January 1958. 

Ropney Keatine, County Judge. 
R. A. James, County Commissioner. 
CHESTER H. WENptT, Commissioner. 





On January 14, 1958, Phoenix Grange No. 779, being met in regular session, 
voted unanimously to endorse the reactivation of Camp White as a veterans 
hospital, since there are adequate buildings already there for such a purpose, and 
there is need for such a hospital in this area. 

PHOENIX GRANGE No. 779, 

‘ mJ 

Cras. F. Jounson, Master. 
[SEAL] Lesxa Lattig, Secretary. 


PHOENIX, OREG. 





JOSEPHINE County Civit DEFENSE, 
Grants Pass, Oreg., January 22, 1958. 
Mr. GENE ORR, 
Medford, Oreg. 

Dear GENE: At a meeting of the advisory council of this agency last night the 
matter of making Camp White a fully equipped hospital was brought up and this 
agency wants to go on record as approving the VA to use the facilities that are 
now at Camp White and make it a complete hospital. 

In case of an attack on this country as you no doubt know from your civil 
defense director for Medford and also the director of Jackson County, your quota 
of evacuees is 33,000 people and our quota here in Josephine County is 20,000 
people. 

While we realize that this would be a hospital for veterans, at the same time 
by being equipped there would be available certain drugs and medical supplies 
and equipment that could be used in an emergency for the taking care of certain 
evacuees who would need attention. 

Personally, Gene, I would like to see if a meeting could not be held say in 
Medford to which all the commanders of posts in district 13 and the civil-defense 
directors of Medford and Jackson County and any other organizations who are in- 
terested in trying to get Camp White changed to a general hospital could attend. 

Dr. Steem, in Cave Junction, who is commander of the post there called me and 
he would like to know more about what has been done also. We have heard 
nothing here in Grants Pass. 

Don’t you think it would be a good idea after you come back from Phoenix to 
¢all a meeting of this kind, and bring all interested people up to date as to what the 
legion has and is contemplating doing to get Camp White as a general hospital. 

Sincerely, 
Fozzy, 
Kart B. Renerp. 
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Jackson County CHAMBER OF COMMERCE, 
Medford, Oreg., January 20, 1968. 
Mr. SumNER G, WHITTIER, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


Dear Mr. WuirttiEeR: The Jackson County Chamber of Commerce has become 
vitally interested in the development of a veteran’s hospital in connection with the 
veterans domiciliary at Camp White, Oreg. 

The chamber is informed that there is a long waiting list for admission to the 
veterans’ hospitals in both Portland and San Francisco. This, no doubt, has re- 
sulted from the great increase in population on the west coast. The southern 
Oregon-northern California area has also experienced a great increase in popu- 
lation. 

There are, at the present time, permanent buildings now standing empty at 
Camp White, which are equipped to accommodate a 400-hundred bed general 
medical and surgical hospital. As you know, there is already, at Camp White, 
an 850-bed domiciliary with an administrative staff capable of being expanded 
into a complete hospital administration. At the present cost of hospital construc- 
tion, no new, up-to-date hospital can be built at less than $20,000 a bed. In 
other words, it would require almost $8 million to duplicate the existing facilities 
at Camp White. 

Another factor that should bear your careful consideration is the cost of trans- 
porting veterans from the domiciliary at Camp White, Oreg., to other centers 
when they are in need of hospital care. 

We understand that this expense each year is very large and would be entirely 
eliminated if a veterans’ hospital were to be established in connection with the 
present domiciliary at Camp White. 

Medford is a rapidly growing medical center in a 10-county area. In 1954, 
under the sponsorship of. the Jackson County Chamber of Commrce, Stanford 
Research Institute conducted a survey of the hospital needs in this county. 
Based upon this survey, a new hospital is now nearing completion which will re- 
place the present Community Hospital. The new hospital is a modern, up-to-date 
80-bed hospital with all of the latest X-ray equipment, surgical equipment, and 
other equipment required for the proper care of the sick and injured. This hospi- 
tal will be ready for oceuppancy by May of 1958 and was built at a cost in excess of 
$2,500,000. 

Today there are 62 physicians and surgeons practicing in Jackson County. 
More than half of these physicians are certified specialists and practically every 
field of medicine is represented among them. This large and skilled staff will no 
doubt continue to grow and will be in a position to render service to the veteran’s 
hospital at Camp White, Oreg. 

Medford is in the center of an area comprising more than 300,000 people within 
a hundred mile radius. Oregon is among 1 of the 5 States of the Union whose 
veteran population is greater today than the original number of enlistments in 
the State from all wars. The need for an additional veterans’ hospital in Oregon 
is clear. 

Based upon the foregoing facts, and many other facts which I believe you will 
find persuasive, the board of directors of the Jackson County Chamber of Com- 
merce at its regular meeting on January 9, 1958, instructed me to write you on its 
behalf requesting that you convert the permanent facilities at Camp White, Oreg., 
into a veteran’s hospital providing 300 beds for chronic cases and 100 beds for 
general medical and surgical cases. 

I enclose a copy of the report of the Stanford Research Institute above men- 
tioned. I will appreciate your acknowledgment of this letter and the chamber 
will be pleased to furnish you any additional information which you might require. 

Yours very truly, 
Orro J. FROHNMAYER, President. 


DEPARTMENT OF OREGON, INC., 
DISABLED AMERICAN VETERANS, 
JAcKsSoN County CuHapTerR No. 8, 
Medford, Oreg., February 5, 1958. 
Mr. EvuGene Orr, 
Central Point, Oreg. 

Dear ComrapDE GENE: Personally, and as secretary of the Veterans Allied 
Council, I wish to commend you for the good work you are doing in the interest 
of hospital facilities at Camp White Domiciliary Center. 

28678—58——39 
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There has long been a definite need for medical and surgical facilities in the 
domiciliary center at Camp White, and we are well pleased to see the old fight 
reactivated with reinforcements from certain civilian, or nonveteran organizations 
to help the cause along for veterans of this southern and northern California area, 
who find themselves in need of speedy action for hospitalization as allowed by the 
Veterans’ Administration. 

You have probably noted in the Medford Mail Tribune, that the Veterans 
Allied Council has placed itself as a body, squarely behind the movement. 

Keep up the good work. 

VETERANS ALLIED COUNCIL OF 
JACKSON County, MEDFORD, OREG. 
Patrick GRAHAM, Secretary. 





Jackson County Pomona GRANGE, No. 27—RESOLUTION REGARDING PROPOSAL 
FOR VETERANS’ HospitTau FaciLities, CAMP WHITE, OREG. 


Whereas the nearest veterans hospital offering general medical and surgical 
facilities is located in Portland, Oreg., 300 miles away; and 

Whereas veterans requiring medical facilities must face an average waiting 
list in Portland of 60 persons; and 

Whereas Oregon’s veteran population of 240,000 represents a substantial 
increase from the original number which enlisted in the State, a condition which 
exists in only 5 States in the Union; and 

Whereas empty buildings of a permanent nature, offering complete facilities 
for a general medical and surgical hospital without additional construction, are 
in existence in Camp White Oreg.: Now, therefore, be it 

Resolved, That the Jackson County Pomona Grange, No. 27, go on record 
endorsing this proposal and urging the Veterans’ Administration to establish a 
400-bed general medical and surgical hospital at the VA Domiciliary, Camp 
White, Oreg., with 300 beds to be used for chronic conditions and 100 beds for 
general medical and surgical conditions. If this is accomplished, it will relieve 
the chronic bed situation in a large western area. 

JacKsON County PoMona GRANGE, No. 27, 
R. R. Birreriine, Master. 
[SEAL] Lesuia Larrip, Secretary. 
JANUARY 25, 1958. 


City oF EAGLE Pornt, 
Eagle Point, Oreg., February 6, 1958. 
Mr. C. C. Hoover, 
Medford, Oreg. 

Dear Sir: The City Council of Eagle Point, Oreg., do hereby petition that a 
400-bed GM and § hospital be added to the veterans domiciliaty at Camp White, 
Oreg. Empty buildings of a permanent nature are available for present use. 

This hospital would be a great benefit to the veterans in this territory, and to 
the entire community: Now, therefore, be it 

Resolved, That the Veterans’ Administration establish a 400-bed GM and 8S 
hospital, at the VA domiciliary, Camp White, Oreg., with 300 beds to be used 
for chronic conditions and 100 beds for general medical and surgical conditions. 
If this is accomplished, it will relieve the chronic bed situation in a large western 
area, 

O. R. TresHam, Mayor. 
Laura A. McFatt, Recorder. 


Mipway Auction Co., 
Medford, Oreg., February 19, 1958. 


On January 3, 1958, the report by George E. Heller on the Camp White 
Hospital facility was read to a group of over 200 farmers, stockmen, and packer 
buyers from southern Oregon and northern California. 

The accompanying resolution was then read and a vote taken on whether 
the group were in favor of or disapproved this resolution. 

There was a 100 percent response to the request for approval. 

W. J. Bray. 
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RESOLUTION REGARDING PROPOSAL FOR VETERANS Hosprrau FAcImirigEs, 
Camp Wuitk, OREG. 


Whereas the nearest veterans hospital offering general medical and surgical 
facilities is located in Portland, Oreg., 300 miles away; and 

Whereas veterans requiring medical facilities must face an average waiting list 
in Portland of 60 persons; and 

Whereas Oregon’s veteran population of 240,000 represents a substantial 
increase from the original number which enlisted in the State, a condition which 
exists in only 5 States in the Union; and 

Whereas empty buildings of a permanent nature offering complete facilities for a 
general medical and surgical hospital without additional construction are in 
existance in Camp White, Oreg.: Now, therefore, be it 

Resolved, That the Veterans’ Administration establish a 400 bed GM &S 
hospital, at the VA domiciliary, Camp White, Oreg., with 300 beds to be used 
for chronic conditions and 100 beds for general medical and surgical conditions. 
If this is accomplished, it will relieve the chronic bed situation in a large western 
area. 


(Signed) W. J. Bray. 


FEBRUARY 13, 1958. 
Mr. SuMNER G. WHITTIER, 


Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 


Dear Mr. Wuirtier: In conjunction with many of the civic groups in this 
area, this council is vitally interested in the development of a veterans’ hospital 
in connection with the veterans’ domiciliary at Camp White, Oreg. 

We will not at this time enumerate the many reasons why this is a feasible 
project as they have been very aptly stated in letters you have received from 
other groups here. We will only state that we concur 100 percent with the views, 
as set forth by these groups of citizens. 

We sincerely trust that this matter be given very careful consideration by the 
Veterans’ Administration and if we can in any way assist in furnishing any addi- 
tional data or help of any kind, please do not hesitate to call upon us. 

We would appreciate your acknowledgment of this letter, and with best wishes, 
remain, 

Very truly yours, 
PauLine La PLANE, 
Secretary, Jackson County Labor Council, Medford, Oreg. 


RESOLUTION 


Whereas, the nearest veterans’ hospital offering general medical and surgical 
facilities is located at Portland, Oreg., some 300 miles from the Veterans’ Admin- 
istration domiciliary at Camp White, Oreg. 

Whereas, there are empty buildings of a permanent nature offering complete 
facilities for a 400-bed general medical and surgical hospital without additional 
construction. 

Whereas, the present facilities are inadequate, at Portland, as there is a long 
waiting list: Therefore, be it, 

Resolved, That the Upper Rouge Grange, No. 825, go on record favoring the 
establishing by the Veterans’ Administration of a 400-bed general medical and 
surgical hospital at the Veterans’ Administration domiciliary at Camp White, 
Oreg., to relieve the present condition. 

H. L. Carron, 
Master. 
CaRoLINE L. HarpIna, 
Secretary. 


[SEAL] 
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EaGuLe Pornt Farm Bureau, 
December 16, 1957. 


Reso.uTion CALLING FOR EsTABLISHMENT OF A VETERANS HospitTau aT CAMP 
WuirTsE, OREG. 


In view of the fact that the nearest veterans hospital facilities offering general 
medical and surgical care is located at Portland, Oreg.; and 
Since there now exists, and has existed in the past, a chronic shortage of hospital 
beds available for treatment of veterans; and further 
Due to the rapid expansion of the nearby city of Medford, Oreg., as a medical 
center, trained personnel is available to staff such a hospital; and further 
Since there are excellent buildings of permanent brick construction now standing 
idle, hospital facilities could be established without the expense of additional 
construction. These buildings are located at the veterans domiciliary at Camp 
White, Oreg.: Therefore be it 
Resolved, That the Veterans’ Administration establish a 400-bed general medical 
and surgical hospital at the Veterans’ Administration domiciliary located at Camp 
White, Oreg.; 300 beds to be used for patients with chronic conditions and 100 
beds for general medical and surgical care. 
(Signed) Maurice E. Davigs, 
Secretary, Eagle Point Farm Bureau. 


A RESOLUTION REGARDING PROP@SAL FOR VETERANS HospitaL, Camp WHITE, 
OREG. 


We believe the establishment of a veterans hospital at Camp White, Oreg., 
would fill a real need for southern Oregon and northern California. The nearest 
such hospital is now located at Portland, Oreg., a distance of 300 miles. This 
hospital has a long waiting list. 

Oregon’s population is rapidly increasing, and its present veteran population 
represents a substantial increase over the original number which enlisted in the 
State. 

Empty buildings of a permanent type, along with much idle equipment for this 
purpose, now exists at Camp White, which we believe could economically be 
converted to a general medical and surgical hospital. 

Therefore, be it resolved by Central Point Grange No. 698, in session this 17th day of 
January 1958, That the Veterans’ Administration establish a 400-bed general 
medical and surgical hospital at the VA domiciliary, Camp White, Oreg., with 
300 beds to be used for chronic conditions and 100 beds for general medical and 
surgical conditions. 

Harotp GEBHARD, Chairman. 
MarGAReET A. WILSON. 
ARNOLD BOHNERT. 


Whereas the nearest veterans hospital offering general medical and surgical 
facilities is located in Portland, Oreg.; and 

Whereas veterans requiring medical facilities must endure an average waiting 
period of many months; and 

Whereas there are empty buildings of a permanent structure offering complete 
facilities for a general medical and surgical hospital without additional construc- 
tion in existence in Camp White, Oreg.: Now, therefore, be it : 

Resolved, That the Veterans’ Administration establish a general medical anc 
surgical hospital at the VA domiciliary, Camp White, Oreg., with beds to be 
used for chronic conditions and for general medical and surgical conditions. 
This accomplishment would be of great value to many Western States. 

|SEAL] ELLYN CHARLEY, 

Secretary, Lake Creek Grange No. 697. 

Mr. Porter. Mr. Chairman, I appreciate the courtesy of this 
committee in granting time for discussion of the feasibility of estab- 
lishing a general medical and surgical hospital at the Camp White, 
Oreg., domiciliary in the Fourth Congressional District which I 
represent. 
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In Mr. Eugene Orr’s testimony which I have just placed on record 
you will find his detailed reasons for the need for this facility in 
southern Oregon. It would serve more than 60,000 veterans in that 


portion of my State and the northern part of California. 

Veterans in need of general medical and surgical care often must 
travel some 300 miles north to Portland or a good deal farther south 
to the San Francisco Bay area if they require care. 

It is not my intention today to comment specifically on what shall 
be the extent of veterans’ care. I realize this problem is to be examined 


in detail, every phase in detail, during these hearings, and, on behalf 
of my 460,000 constituents and myself, I wish to commend this 
committee for its action. 

Other members of the Oregon congressional delegation will be 
discussing this matter of Camp White and veterans’ care with you. 
They will have information and thoughts which will be helpful. 

The desire for hospital facilities at Camp White is neither new 
nor unexpected. 

This is a matter which I have gone into thoroughly because it 
concerns a good number of my constituents and those from other 
districts as well. 

On February 26, 1958, Dr. William S. Middleton, Chief Medical 
Director of the Veterans’ Administration, informed me: 


It is considered inadvisable to undertake the establishment of a hospital at 
Camp White, Oreg., mainly because of the difficulties which would be experienced 
in obtaining and retaining the professional personnel necessary to maintain the 
desired standard of care and treatment for veteran patients. As you know, the 
50-bed infirmary operated as a part of the Camp White domiciliary provides 
medical care for members whose condition does not warrant hospitalization. We 
cannot see any possibility of expanding Camp White into a hospital in the fore- 
seeable future. 


In response to this comment I call the committee’s attention to 
the informative report of a visit to the Camp White domiciliary in 
August 29-30, 1957, by Mr. George E. Heller, national field repre- 
sentative of the American Legion. Mr. Heller reported: 


If I have appeared to be overly enthusiastic about the care of the domiciliary 
members, may I state that I have not exaggerated in any respect. This is, in 
my opinion, the ideal way to operate a domiciliary, except the absence of hospital 
facilities. I am informed that sufficient space is available here for 500 additional 
beds. Since the nearest Veterans’ Administration GM and § hospital is 300 
miles (Portland, Oreg., or Vancouver, Wash.), where members now have to be 
transported by plane or ambulance when necessary, it appears to me that a 
GM and § hospital here is a necessity if we are to give the proper medical care 
not only to the veterans domiciled here but also to the veterans living in this area. 
Therefore, I make the following recommendation: 

Recommendation No. 1: That the Veterans’ Administration establish a 400-bed 
GM and § hospital at the VA domiciliary, Camp White, Oreg., with 300 beds to 
be used for chronic conditions and 100 beds for general medical and surgical 
conditions. If this is accomplished, it will relieve the chronic bed situation in a 
large western area. 

During my visit here (Camp White) I read a news item in the local paper that 
(then) Administrator Higley, while attending a convention in Florida, made the 
statement, “Between 16,000 and 17,000 veterans are on the waiting list for 
medical attention, which is giving the Veterans’ Administration much concern.” 
He also stated, ‘“‘This situation was caused by the shortage of trained personnel.” 

There is no shortage of trained personnel in this area. Medford, Oreg., is a 
very progressive city and is growing rapidly. It is considered a medical center 
for a large area, and has 5 medical clinics, 2 hospitals, and a new hospital being 
erected. I am informed, and I believe reliably, that personnel sufficient to man 
the hospital I recommend can be secured without difficulty as soon as funds are 
made available. 
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I ask that the complete text of Mr. Heller’s comments be placed in 
the hearing record at the close of my remarks. 

Let me say here that the third hospital has opened and that more 
medical doctors have come to live in the Medford area. Mr. Orr has 
a survey report as part of his remarks which show the increases specifi- 
cally. 

To digress for a moment, let me say that on March 27, 1958, after 
study and after Mr. Orr had provided me with the census of practicing 
physicians and surgeons in Jackson County, Oreg., 1958, I wrote to 
VA Administrator Sumner G. Whittier and officially requested that 
the Veterans’ Administration make, as soon as possible, a full survey 
of the need and feasibility of establishing a veterans’ hospital at 
Camp White. 

I should like to place in the record at this point the correspondence 
relating to this request: 

A March 20, 1958, letter from Mr. Orr, my March 27, 1958, letter 
to Mr. Whittier, my news report to the district and the answer I re- 
ceived from the Deputy Chief Medical Director of the Veterans’ Ad- 
ministration on April 3, 1958. 

And with these I would like to include a letter from the American 
Legion’s Oregon Department, Commander Charles H. Huggins, 
Portland, in which he notes: 


* * * we are proposing that 1 or 2 of the existing buildings now available at 
Camp White, in Medford, be turned into a Veterans’ hospital to relieve the con- 
gested condition now existing there. 


(The material referred to follows:) 


Weeks & Orr, 
Medford, Oreg., March 20, 1958. 
Representative CHARLES O. PorTER, 
House Office Building, Washington, D. C. 


Dear CuHaARLEs: I am enclosing some information in regards to our conference 
we had in your office with the VA official. 

No. 1. A survey just completed of the physicians and surgeons of Jackson 
County with the increase we have had in the last few years. I am sending an 
extra copy of this that you can give to Dr. Cohen to bring his records up to date. 

No. 2. A map of southern Oregon and northern California, giving the veteran 
pagent. by counties; we have 60,050 within 100 miles of Medford. 

o. 3. Enclosed report from county assessor’s office of Jackson County show- 
ing the condition of the buildings at Camp White, Oreg. 

The engineer at Camp White says it is costing them approximately $30 per 
building maintenance upon the buildings that are not in use, which is 444 buildings. 
To rehabilitate these buildings to the same condition as the buildings being used 
is $8,400 per building and each building will accommodate 87 patients. As of 
Tuesday, March 18, 1958, there were 231 eligible veterans for domiciliary care 
on the waiting list to get into Camp White. 

We should keep the buildings that are not in use now for future use and not 
let them be declared surplus as they are better buildings than some that the VA 
are using at the present time. I will send you more information as to the durabil- 
ity of the buildings when the other engineers and contractors have finished their 
inspection for me. 

I have an appointment with Governor Holmes to take him through Camp 
White on Saturday March 22, and I hope to have a proclamation from him to 
extend the usage of the buildings at the camp. 

Any other information I can obtain for you please let me know. I will have 
the information as to the number of veterans in this area going to other VA 
hospitals in the near future. 

Yours truly, 
A. EvGENE Orr. 
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Marcu 27, 1958. 
Hon. SuMNER G, WHITTIER, 
Administrator, Veterans’ Administration, 
Washington, D. C. 

Dear Mr. WuittieR: An ever-increasing number of residents in southwestern 
Oregon are expressing interest in the rehabilitation of facilities at the Camp White 
domiciliary near Medford, Oreg., in my district. Statistics and background infor- 
mation pointing to the need of establishing a veterans’ hospital at the site have 
been sent me. Particularly pertinent items are enclosed with this letter, and I 
will be happy to supply you with others as I receive them. 

My purpose in writing is to request, officially, that the Veterans’ Adminis- 
tration make, as soon as possible, a full survey of the need and feasibility of such 
an undertaking. 

Mr. A. Eugene Orr, of Medford, has collected valuable data about the existing 
domiciliary facilities and the unused buildings at Camp White. Mr. Orr also 
discussed this matter with me and with Dr, Irving J. Cohen of your office while he 
was in Washington, D. C., earlier this year. He has prepared a map giving veteran 
population in southern Oregon and northern California and writes, ‘We have 
60,050 within 100 miles of Medford.” 

I should tell you that Dr. William 8. Middleton, Chief Medical Director, 
Veterans’ Administration, advised me in his letter of February 26, 1958, that, 
“We cannot see any possibility of expanding Camp White into a hospital in the 
foreseeable future.’ 

In the same letter Dr. Middleton expressed the opinion that the main deterrent 
is ‘‘the difficulties which would be experienced in obtaining and retaining the pro- 
fessional personnel necessary to maintain the desired standard of care and treat- 
ment for veteran patients.’’ It is for this reason that Mr. Orr has provided the 
census of practicing physicians and surgeons in Jackson County, Oreg. 

I am sending you his letter and attached enclosures which I would like returned 
when they have served their purpose. 

Sincerely, 
CHARLES P. PorTER, 
Member of Congress. 


Press RELEASE FROM THE OFFICE OF REPRESENTATIVE CHARLES O. PorTER, 
Wasuineton, D. C., Marcu 27, 1958 


An official request that the Veterans’ Administration make a full survey of 
the need and feasibility of establishing a veterans hospital at the Camp White 
(Medford, Oreg.) domiciliary site has been made by Congressman Charles O. 
Porter (Democrat, Oregon). 

Porter directed his request to VA Administrator Sumner G, Whittier. 

Residents of southwestern Oregon, the Medford area particularly, have written 
and talked to the Congressman of the need for a hospital at Camp White. The 
representative then conferred with VA officials at length and was told the need 
was not evidenced, nor were budgetary funds available for such work. 

Dr. William S. Middleton, chief medical director of the Veterans’ Administra- 
tion, advised Porter on February 26, 1958, that ‘“‘we cannot see any possibility 
of expanding Camp White into a hospital in the foreseeable future.” 

The VA official said ‘‘the difficulties which would be experienced in obtaining 
and retaining the professional personnel necessary to maintain the desired stand- 
ard of care and treatment for veteran patients,” along with need, were the main 
deterrents. About that time, the Congressman conferred with A. Eugene Orr 
of Medford and others concerning possible rehabilitation of the domiciliary. 

On March 24, 1958, Orr supplied Porter with information concerning the 
number of veterans in the area (60,050 within 100 miles), the number of physicians 
in Jackson County (a new survey published March 19, 1958) and a map of 
southern Oregon and northern California showing veteran distribution per county. 

Porter told the VA Administrator that Mr. Orr’s information and other factors 
placed the situation in a new light and indicated need for a reappraisal of earlier 
statements concerning the proposed facility. 

The Congressman said he had received scores of letters requesting the hopsital 
and thought it was ‘‘about time” the Veterans’ Administration produced con- 
firming or denying evidence for the need of hospital facilities in Medford on the 
basis of the new information. 
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VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SuRGERY, 
Washington, D. C., April 8, 1958. 
Hon. Cuarues O. Porter, 
House of Representatives, 
Washington, D. C. 


Dear Mr. Porter: We have reviewed the information submitted with your 
letter of March 27, 1958, concerning the possibility of establishing a hospital at 
our Camp White (Oreg.) domiciliary. 

The Jackson County census of practicing physicians does not show any special- 
ists available in cardiology, lung and chest diseases, and proctology. The number 
of other specialists is quite limited. This bears out our contention that it would 
be exceedingly difficult to obtain and retain the professional personnel required to 
maintain the desired standard of care and treatment. Therefore, we could not 
in good conscience request authority to establish a hospital at Camp White. 

The limited staffing potential is not the only problem we would encounter if we 
attempted to secure authority to establish a hospital at Camp White. It would 
also be necessary to justify an increase in the number of beds already being 
provided to meet the hospitalization demands of veterans residing in that section 
of the country. This we could not do at this time, because our hospitals at 
Portland, Vancouver, and Roseburg have been adequately meeting the hospitali- 
zation demand of veterans. Furthermore, the question of whether beds should 
be increased is one of high policy involving, among other things, the extent to 
which the Federal Government should provide facilities for non-service-connected 
disabilities. 

Thank you for giving us an opportunity to provide this additional clarifving 
information. Mr. Orr’s letter and attachments are returned as requested. 

Sincerely yours, 





Deputy Chief Medical Director 
(For and in the absence of William 8. Middleton, M. D., Chief Medical 
Director). 


THE AMERICAN LEGION, 
DEPARTMENT OF OREGON, 
Portland, Oreg., February 17, 1958. 
Hon. CHArRLEs O. PORTER, 
United States Congressman (Oregon), 
House Office Building, Washington, D. C. 

DEAR CONGRESSMAN Porter: I regret we did not have time at the auxiliary 
bauquet and party in the Statler, at Washington, the other night, to further 
discuss Veterans’ program, and how it will affect Oregon. 

Veterans and Legionnaires in Oregon are much concerned over any proposed 
reduction in veterans’ benefits, compensation, and VA hospital beds. On behalf 
of the Department of Oregon, The American Legion, I hope you will vote against 
any proposed veterans’ cutbacks, or reduction in veterans’ hospital beds, as it 
may affect Oregon. In fact, Oregon already ha a shortage of hospital beds, and 
there is a continual waiting list of over 150 veterans waiting for admittance to 
the Portland Hospital, which is the only hospital in Oregon having general medical 
and surgical beds. In fact, we are proposing that 1 or 2 of the existing buildings 
now available at Camp White, in Medford, be turned into a veterans hospital to 
relieve the congested condition now existing here. Senator Neuberger is already 
working on this project, and we would appreciate your assistance. 

Sincerely, 
CHARLES H. Hvuaains, 
Department Commander, 


Mr. Porter. During the Easter recess of Congress this year, I 
again visited Camp White. I found, as I had noted before, that a 
GM and S hospital was not a wild dream, but rather a goal that could 
be realized with minimum expenditure. 

On April 19, 1958, I wrote to Dr. Irvin J. Cohen, Director of Hospi- 
~ Veterans’ Administration, and reported my findings. On May 

, 1958, Dr. Middleton, replying for Dr. Cohen, pointed to the lack 
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of specialists available in cardiology, lung and chest diseases, and 
proctology and added that— 

our hospitals at Portland, Vancouver, and Roseburg, which are adequately staffed, 
have been meeting the hospitalization demand of veterans in the geographic 
sections they serve, including Jackson County, Oreg. 

Before placing my letter and Dr. Middleton’s reply ih the record, I 
want to make these observations: 

1. Specialists are coming to Oregon. There is no reason to feel 
they will stop coming or will not come if aware of a need for their 
services. 

2. If the salary scale of the Veterans’ Administration is poor by 
comparison to private practice, for example, let the VA correct this 
and shore up a sagging oversight. Let it persuade the President and 
the Bureau of the Budget that this country’s veterans deserve the 
finest medical care available and let it assure veterans that the field of 
medical services is not one in which false economy is practiced to the 
obvious detriment of the veterans. 

3. Let the Veterans’ Administration remember which hat it wears 
at which specific time and cease mixing its headgear. 

Dr. Middleton tells us on May 5, 1958, that the Roseburg Hospital 
is “adequately staffed.”” On June 29, 1958, the Portland Oregonian 
carried a news story which stated that one ward in the VA hospital 
in Roseburg would be closed during fiscal year 1959— 
and the number of employees assigned to the hospital probably will be reduced 
because of a cut in the hospital budget. 

This provides a complex plot. The budget is cut and staff may be 
cut and a 45-bed ward is to be closed. Why? 

Hospital Manager Doering doesn’t really say why, but he points out 
that— 

A reduction of about 60 patients will be made during the budget year * * * 
by gradually restricting admission to a number less than discharges. 

A prompt inquiry by Senator Richard Neuberger brought Mr. 
Doering word from the Washington VA office 





to defer action on reducing the hospital staff pending receipt from the 1959 planned 
monetary allocation. 

[ certainly feel that a cutback at this time is unwise and unjustified. 

I feel that a cutback at the Roseburg Hospital now would be harmful 
to veterans throughout Oregon. Yet such action is consistent with the 
blurred vision of the Administration which I fear too often has con- 
fronted the good men and women who seek to solve this problem of 
veterans’ care. 

In line with this problem I respectfully request permission to place 
in the record a resolution and letter sent from the 37th Annual Con- 
vention of the Oregon Department of Veterans of Foreign Wars of the 
United States. The resolution was adopted when that group met 
recently in Redmond, Oreg. The letter and resolution follows corre- 
spondence I mentioned earlier. 

(The material referred to follows:) 
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ApRIL 19, 1958. 
Dr. Irvin J. ConHEN, 


Director of Hospitals, 
Veterans’ Administration, Washington, D. C. 


Dear Dr. Conen: When I was home during the Easter recess I visited the 
hospital facility at Camp White. They seem to have a complete laboratory and 
an impressive roster of specialists. 

In fact, their assertion is that they have the specialists available and the 
facilities. All that they need, they say, is the authority to act as a general 
hospital, which would mean they would get about three times as much a day per 
patient as they do now. They point out that the present situation is unfair 
because it costs about $10 a day to keep a patient in their infirmary and that 
they get only a little over $5 a day per capita. 

hey indicated to me how the empty buildings could be used by incorporating 
the buildings close to the infirmary into the hospital and converting those empty 
buildings into barracks. 

They assert it would cost about $300 per bed for a 100-bed hospital rather 
than the $30,000 per bed they tell me is the usual cost today. 

The point was made that it costs more than $5,000 a year to transport patients 
to general hospitals in Portland or California. They say that the sum is closer 
to twice that amount because many of the costs are hidden in operating expenses. 
They also assert that it is psychologically very hard on a patient to be sent 
away after 30 days in the infirmary and that it would be much better for the 
patients if they were allowed to stay there. 

So you see they continue to assert that there is a sufficient need and that the 
necessary specialists are readily available. 1 should like to have your comments 
on the matters presented in this letter along with your suggestions for any further 
particular queries to put to the local group with respect to establishing a basis 
for VA approval of a bill to make the medical facilities at Camp White a general 
hospital. 

With best personal regards, 

Sincerely, 
CHARLES QO. PorRTER, 
Member of Congress. 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C. 
Hon. Cuarzes O. Porter, 
House of Representatives, Washington, D. C. 


Dear Mr. Porter: I have reviewed the information submitted in your letter 
dated April 19, 1958, to Dr. Cohen concerning the possibility of establishing a 
hospital at our Camp White domiciliary. 

The points you outline in favor of establishing a hospital at Camp White have 
been considered previously. Even though local authorities report that specialists 
are readily available, the Jackson County, Oreg., census of practicing physicians 
and surgeons which was made on March 19, 1958, does not show specialists avail- 
able in cardiology, lung and chest diseases, and proctology. The list also shows 
a very limited number of specialists in several other categories. 

As pointed out in my letter of April 3, 1958, our hospitals at Portland, Van- 
couver, and Roseburg, which are adequately staffed, have been meeting the hos- 
pitalization demand of veterans in the geographical sections they serve, including 
Jackson County, Oreg. In view of this fact and because of the limited staffing 
potential, we would not recommend expansion of the present infirmary at our 
Camp White domiciliary into a general hospital. 

Sincerely yours, 
WiiuiaM 8. Mipp.eton, M. D., 
Chief Medical Director. 


EC 
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VETERANS OF ForREIGN WARS OF THE UNITED STATEs, 
DEPARTMENT OF OREGON, 


Portland, Oreg., June 30, 1958. 
CHARLES O. PorTER, 


Representative, House of Representatives, 
Washington, D. C. 

Dear Mr. Porter: Enclosed herewith find resolution adopted at the 37th 
Annual Department of Oregon Convention held at Redmond, Oreg. This resolu- 
tion is submitted to you in compliance with the mandates of the delegation. 

Thanking you for your consideration, I am, 

Yours very truly, 
E. G. McKinney, Adjutant. 


RESOLUTION No. RL-19—DEPARTMENT oF OREGON PRotTESTS CLOSURE OF 
HospiraL BEps 


Whereas the Veterans’ Administration has, in the past few months, been 
faced with the necessity of closing some hospital beds because of the shortage 
of budgeted funds; and 

Whereas it is now rumored again, that a number of beds will have to be closed 
at the Roseburg Veterans’ Administration Hospital because of the shortage of 
budgeted funds; and 

Whereas our congressional delegation have insisted that the Congress of the 
United States has not denied any justified requested appropriation for the 
Veterans’ Administration; and 

Whereas it has been alleged that funds appropriated by Congress have not 
been properly released for Veterans’ Administration intended use; and 

Whereas many, many veterans in Oregon in need of neuropsychiatric treat- 
ment have been denied hospitalization in the Veterans’ Administration hospital 
because of the alleged shortage of beds and have been cared for in private or 
State hospitals; and 

Whereas any further reduction in the number of available beds can only result 
in the discharge of patients to State or local care which patients are clearly in 
need of such hospitalization as proven by the fact that they are now hospitalized; 
and 

Whereas such reduction would also result in more and more veterans being 
refused proper and indicated care which has been authorized by Congress: Now, 
therefore, be it 

Resolved, That the Department of Oregon, Veterans of Foreign Wars of the 
United States, does vigorously protest any further closure of beds in any Veterans’ 
Administration Hospital in Oregon; and be it further 

Resolved, That copies of this resolution be directed to the national convention, 
the commander in chief, the legislative rehabilitation director, Veterans of 
Foreign Wars, the Administrator of Veterans’ Affairs, the Oregon congressional 
delegation, and the President of the United States; and be it further 

Resolved, That the Oregon congressional delegation be advised by wire of the 
context of this resolution. 

tespectfully submitted. 

Ron DIcKEn, 
Chairman, Rehabilitation Committee, Department of Oregon, VF W. 





RESOLUTION No, RL—-2—Prorect REEMPLOYMENT R1iGHTs, PEACETIME VETERANS 


Whereas reemployment rights provide an important economic aid to returning 
ex-servicemen and reservists, often their only right upon separation from active 
duty or training duty; and 

Whereas reemployment rights protection extends to men suffering disabilities 
during military service; and 

Whereas the Bureau of Veterans’ Reemployment Rights, United States Depart- 
ment of Labor, has effected cooperative problems with the Army, Navy, Air 
Force, Marine Corps, Coast Guard, and the National Guard and Air National 
Guard, to improve uniformity of counseling service to all separatees and reservists; 
Now, therefore, be it 

Resolved, That the Secretary of Labor and the Secretary of Defense be petitioned 
to continue and, as feasible, improve their cooperative program; and be it further 


mite ror 
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Resolved, That we reaffirm our support for the program of job protection for 
ex-servicemen, reservists, and members of the National Guard through the 
Bureau of Veterans’ Reemployment Rights, providing uniform information and 
assistance to all ex-servicemen and reservists through the service facilities of the 
Veterans of Foreign Wars and with the cooperation of State, county, and local 
reemployment committeemen such as employees of the State department of 
veterans’ affairs and county service officers so as to furnish guidance also to em- 
ployers and union officials facing reemployment problems: and be it further 

Resolved, That copies of this resolution be sent to the Secretaries of Labor and 
Defense, and to the Director of the Bureau of Veterans’ Reemployment Rights, 
and to the congressional delegation of this State. 

Submitted by Vere A. McCarty, Past Department Commander, VFW and 
referred to committee on rehabilitation and legislation. 


Mr. Porter. This specific problem of veteran’s care in southern 
Oregon isn’t new. 

Senator Wayne Morse introduced a bill to provide for the establish- 
ment of hospital facilities suitable for GM&S care at Camp White 
on March 12, 1954. His interest in this matter has not decreased. 

Senator Neuberger has kept his attention trained on the field, as 
have other delegation members. And the interest and efforts aren’t 
left to one political party. Certainly the establishment of the Camp 
White domiciliary in 1948 came because Democrats and Republicans 
from Oregon presented a united front for a humanitarian cause. 

The veteran who is injured in battle and finds that he needs care 
then and in later years must not be booted around a political football 
field. The veteran with inadequate finances in later years must not 
be neglected. He did not neglect his country in its time of need. 

I believe that the Veterans’ Administration, the Congress, the 
American Medical Association, the service organizations, the private 
citizens and the administration have a common goal and a common 
meeting ground. The goal is fair care. The meeting area is humane 
action without fear of politics, budget, or ‘‘me firstness.”’ 

As a Member of Congress and veteran, I have appeared before you 
today to outline a few thoughts concerning a ah problem in one 
portion of this country. There are a good number of similar prob- 
lems. It is my hope this committee can help resolve the problems 
confronting veteran’s care, can work out a program to use now empty 
hospital beds and can create a saving by utilizing facilities which are 
available today at a minimum cost. 

I appreciate the opportunity of appearing before you on behalf of 
my constituents. I will be glad to supply the committee with any 
information it needs as the questions may apply to the care of the 
veteran in my district. 

(Additional material referred to follows:) 


NATIONAL FIELD SERVICE, THE AMERICAN LEGION—REPORT OF VisIT OF GEORGE 
E. HELLER, NATIONAL FIELD REPRESENTATIVE, C/O VETERANS’ ADMINISTRATION, 
ROANOKE, Va. 


Agency visited: Veterans’ Administration Domiciliary, Camp White, Oreg. 
Dates of visit: August 29-30, 1957. 
Reprinted: Courtesy Jackson County Chamber of Commerce, December 10, 1957. 


INTRODUCTION 


Before visiting this domiciliary I conferred with Mr. Eugene Orr of Medford, 
Oreg., a member of the executive section, national rehabilitation commission, 
who very graciously volunteered to accompany me on my first visit here. In 
Portland I talked with Department Service Officer Glen Howe. 

The manager was away on annual leave, but we met witu the assistant manager, 
Mr. Jaffrey, who is a most enthusiastic and pleasing personality. He invited me 
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to attend the staff meeting, which I did, and enjoyed the discussions relative to 
the conduct of the business. Letters were read from central office and area office. 
Each member of the staff had the opportunity to talk about any problem encoun- 
tered in their division. A very pleasant surprise awaited me at this staff meeting, 


as I visited with a lady who had just been transferred here from Perry Point,, 


Md., where I had known her. 

This site is about 10 miles from Medford, Oreg., and is composed of 157 acres 
which includes a cemetery for deceased members, located about 4 miles from 
the domiciliary. The domiciliary buildings were erected in 1942 as an Army 
general hospital and were a part of the 91st Division Camp. It was taken over 
by the Veterans’ Administration in 1948, and the first member arrived in June 
1949. There are veterans here from 38 States, but the majority of them are 
from Washington, Oregon, California, Nevada, and Idaho. The buildings are 
brick, mostly two-story, with long ramps. The grounds are well kept. Flowers 
are everywhere, and they are beautiful, especially between some of the buildings, 

Some of the members take considerable pride in caring for them. As this 
home is in a desert area, topsoil has to be brought in and an immense quantity of 
water is required for any and all vegetation. 


PROFESSIONAL SERVICES 


The members receive excellent medical services here as far as existing facilities 
will permit. There are no beds for chronic or seriously ill patients, as they are 
transferred when deemed necessary to VA hospitals in Portland, Oreg., or 
Vancouver, Wash., a distance of some 300 miles, by ambulance, or, if necessary, 
by plane. This is commented upon later in a recommendation. There is a well- 
equipped infirmary here of 50 beds, and a full-time staff of 5 doctors and 8 nurses. 
The services of 9 consultants are available; also 12 fee-basis physicians located in 
Medford. 

The dental clinic is well equipped; three dentists are on duty. The clinic is 
very well arranged. The members can go to the dentist of their choice when 
visiting here. 

The amount and degree of service given by the professional staff here is best 
illustrated by giving some statistical information: 

During the fiscal year 1957, there were 957 members admitted to the infirmary, 
127 minor surgeries were performed, Member visits to the clinic—16,690. There 
were 5,714 treatments given. There were 2,922 chest X-rays and 1,780 electro- 
cardiograms taken. There were 18,575 laboratory examinations made, The 
chiropodist treated 519 members. The pharmacy filled 17,533 prescriptions. 
The consultants made 202 visits, and there were 246 visits to fee-basis physicians. 
There were 4,656 visits to the dental clinic, where 436 fillings were made, 1,462 
extractions were made, and 788 dental prosthetics were supplied. 

The dental laboratory was completed in April 1957. It is staffed with 2 
full-time civil service technicians and 1 member employee technician, The 
laboratory is well equipped and staffed adequately at the present for the need 
here. Since the laboratory is located in the dental clinic, prosthetic treatment 
is expedited considerably. 

REGISTRAR 


There are 65 non-service-connected veterans on waiting list. The present 
operating capacity is 1,000; average daily member load per budget is 860. The 
present number of members is 843; approximately 300 of these are nonduty 
members. During 1957, 253 members were transferred to hospitals because of 
their critical conditions. Approximately 80 percent of the members are drawing 
pension or compensation. 

There has been no difficulty with the planned living program. It has improved 
living conditions, and the members are more contented. The program has 
practically eliminated disagreeable incidents in town. 

There has been a 10 percent inerease in World War II admissions this year. 
During 1957, 1,179 members were admitted; 1,063 were discharged. 

The average daily cost per member was $5.03. This is a remarkable accom- 
plishment when you consider the wage scale here is 35 percent above the national 
average. There are 136 member employees, 


DIETETIC SERVICE 


The most important part to members after medical care is, I suppose, the 
food which is provided, The service here is cafeteria style. It is well prepared, 
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and if they complain about quantity served it is surely their fault. The sections 
are assigned places in the line to enter so there was no difficulty or line bucking. 

During my visit I observed there — ——— asked questions about the 
food and service. To my surprise, I could not elicit a single complaint, and this 
is unusual in a domiciliary. 

All food is prepared in one kitchen and served in one dining hall. 

The ration cost here is $0.761, and the diet included 163,841 pounds of meat 
and 32,244 pounds of poultry in 1957. 





PHYSICAL MEDICINE AND REHABILITATION 


I visited the clinics and the rooms for the therapy programs. They were well 
equipped, and much interest shown by the members. Because of the age and 
disabilities of the majority of the members, special emphasis seemed to be placed 
upon creative and incentive activities. The members were occupied in making 
things out of stone, wood, and skins. The Elks keep the shops well supplied with 
elk and deer hides for the members’ use. The skins are soft, pliable, and make 
wonderful purses, vests, gloves, ete. A ceramic program will soon be initiated 
here that I feel certain will interest many of the members. 


HOUSING 


It is most difficult to show in a written report the excellent housing conditions 
for members here. The members are divided into sections with section leaders 
and aides, all members of the domiciliary. On the wall in each section leader’s 
room is a list of the members with a card showing what activity each member can 
engage in. These cards are different in color, showing the physical rating of the 
members, 1 to 6. 

The wards are in different color schemes, bedspreads, curtains and flooring ap- 
propriately harmonized. The wards are separated by partitions, each partition 
having four comfortable beds, chairs, and four large lockers. Sprinkler system 
is installed throughout the whole living area. There are small day rooms made 
by enclosing a part of a porch for members who want to meet in small groups 
and view television. 

The baggage room here is the most orderly and well arranged I have ever 
seen anywhere. 

SPECIAL SERVICE 


There are 23 organizations on the VAVS committee, and the attendance at 
meetings is excellent. Much has been accomplished here during the fiscal year 
1957. 

The baseball park and grandstand is one that any community would be proud 
to have. Built by station labor with funds from post funds, it is concrete con- 
struction with dugouts, dressing rooms, and first aid station. It is well lighted. 
Soft ball and/or hard ball teams from this area play here nearly every night in 
the week. 

The new picnic area and fish pool were dedicated August 25. The American 
Legion of Oregon donated $500 for this project. 

The theater has been completely renovated this year; new stage 35 feet in width, 
new comfortable chairs seating 300, new ceiling, and new paint throughout the 
theater. 

A new 4-alley bowling alley was completed here recently, with the newest 
equipment and chairs for spectators. Teams from the area hold tournaments. 

They have a 5-hole “‘pitch and putt’’ golf course, and a pro from Medford comes 
out 1 night each week, giving instruction free. 

Just to give some idea of the program of special service here it is well to record 
the following: During the fiscal year 1957, the Volunteers gave 42 bingo parties, 
10 variety shows in the theater, 15 birthday parties, 43 garden club meetings, 
37 musical instructions, 38 stamp club meetings, and 20 other activities. During 
this same time the recreation activities included 490 bowling contests, 283 minia- 
ture golf contests, 1,056 hobby shop activities, 184 horseshoe contests and many 
other events. 

During 1957, 22,975 library books were circulated, and 20,319 magazines. One 
librarian is on duty. 

During July 1957, 8 American Legion and 30 American Legion Auxiliary mem- 
bers served 196 hours. 
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CHAPLAIN 


One Protestant and one Catholic chaplain are on duty. Services are held in the 
chapel. 


SUMMATION 


If I have appeared to be overly enthusiastic about the care of the domiciliary 
members may I state that I have not exaggerated in any respect. This is, in my 
opinion, the ideal way to operate a domiciliary, except the absence of hospital 
facilities. I am informed that sufficient space is available here for 500 additional 
beds. Since the nearest Veterans’ Administration GM and § hospital is 300 miles 
(Portland, Oreg. or Vancouver, Wash.), where members now have to be trans- 
ported by plane or ambulance when necessary, it appears to me that a GM and 8 
hospital here is a necessity if we are to give the proper medical care to not only 
the veterans domiciled here, but also to the veterans living in this area. There- 
fore, I make the following recommendation: 


RECOMMENDATION NO. 1 


That the Veterans’ Administration establish a 400-bed GM and § hospital, at 
the VA domiciliary, Camp White, Oreg., with 300 beds to be used for chronic 
conditions and 100 beds for general medical and surgical conditions. If this is 
accomplished, it will relieve the chronic bed situation in a large western area. 

During my visit here, I read a news item in the local paper that Administrator 
Higley, while attending a convention in Florida, made the statement, ‘Between 
16,000 and 17,000 veterans are on the waiting list for medical attention, which is 
giving the Veterans’ Administration much concern.” He also stated, ‘‘This 
situation was caused by the shortage of trained personnel.” 

There is no shortage of trained personnel in this area. Medford, Oreg. is a 
very progressive city and is growing rapidly. 

It is considered a medical center for a large area, and has 5 medical clinics, 3 
hospitals, and a new hospital being erected. I am informed, and I believe re- 
liably, that personnel sufficient to man the hospital I recommend can be secured 
without difficulty as soon as funds are made available. 

No one knows in advance what kind of hand he may be dealt by fate, but if I 
ever have to take advantage of domiciliary care, I hope I can come here, or a place 
that has the services that are available here. 


I wish to express my appreciation to the entire staff for their courtesies while I 
was in their midst. 

The CuHarrMAN. Any questions? 

Mrs. Rogers. I did not hear all your statement. 

Mr. Porrer. Briefly, we have at Camp White a domiciliary now. 
It has a 50-bed infirmary now. These are facilities available for a 
general surgical and medical hospital. The cost would be much 
less than building another hospital. Portland is the nearest veterans 
hospital, and veterans go over 300 miles now to be sent up there from 
the domiciliary as well as other veterans with service-connected ail- 
ments. They have to go all the way to Portland, which is some- 
what overcrowded. 

There is a case which Mr. Orr makes in some detail, that the appro- 
priate medical facilities exist there, the right kind of distribution, and 
then we have at Camp White buildings which are all ready to be made 
into a hospital, and, with very small price per bed, could be turned into 
a hospital. 

Mrs. Roarrs. Fireproof buildings are they? 

Mr. Porter. I wouldn’t say fireproof. They are fire-resistant. 
They are a very high type of production. 

Mrs. Rocers. I visited your State. I visited your Portland 
hospital. 

The CHarrMan. I might say that the gentleman that was here had 
with him the manager of this hospital, and certainly he does not agree 
with Mr. Whittier or Dr. Middleton that their hospital care is not 
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going to go down, down, down unless we get some more money for 
the program. 

Of course, Mr. Porter, I am sure you realize that unless we get 
sufficient money to operate what we have, we are not going to activate 
*y other beds in the whole country. 

Mr. Porter. I understand that. 

Mrs. Rocers. I think the people will really understand it if we get 
more money, Mr. Chairman. . 

The Cuarrman. I think we would, too. 

Thank you very much, Mr. Porter. 

Mr. Porter. I thank you, Mr. Chairman. 

Mrs. Rogers. I enjoyed you very much. Say hello to Oregon for 
me. 

Mr. Porrer. I will be glad to. 


Unitep States SENATE, 
COMMITTEE ON INTERIOR AND INSULAR AFFAIRS, 
July 24, 1958. 
Hon. Ourn E. TEaAGue, 
Chairman, Veterans’ Affairs Committee, 
House of Representatives, Washington, D. C. 

DEAR CONGRESSMAN TEAGUE: I am forwarding to you a copy of my statement 
with respect to the Veterans’ Administration hospital program and the establish- 
ment of a VA hospital at Camp White, Oreg. I would appreciate your incorporat- 
ing my statement in your hearings on the VA hospital program dealing with the 
establishment of the hospital at Camp White. 

I am, indeed, pleased that you and the members of your committee are holding 
hearings on the entire VA hospital program and calling attention to the urgent 
hospital situation. 

With best wishes, I am, 

Sincerely, 
Ricuarp L. NEUBERGER, 
United States Senator. 


STATEMENT BY SENATOR Ricwarp L. NEUBERGER WitTH RESPECT TO VETERANS’ 
ADMINISTRATION HospiraL PROGRAM AND THE ESTABLISHMENT OF A VA 
Hospitat aT Camp Waits, OrREG. 


Mr. Chairman, the Veterans’ Administration hospital program, the largest 
hospital program in the United States, faces a severe crisis. While the need for 
hospital facilities and beds continues to increase, the Veterans’ Administration 
reflects the administration’s philosophy on economizing and reducing medical 
care for our veterans. 

Congress has provided that a veteran of any war who has seen honorable service 
is entitled to hospitalization for a service-connected disability, and for any other 
disability if the veteran is unable to defray the expenses of necessary hospital 
care. Thus, a veteran is entitled to hospitalization for a non-service-connected 
disability if he is unable to defray the expense of hospital care. 

To deny necessary hospitalization to a veteran who is in financial need means 
that either the veteran goes without needed hospitalization or the financial burden 
of hospitalization must be borne by the State or county. It is, indeed, cruel to 
deny necessary hospitalization to a veteran or anyone else, and it is a fact that 
the States and counties lack the resources and facilities to provide hospitaliza- 
tion to veterans with non-service-connected disabilities who do not have funds to 
defray hospital care. 

Let us take a specific example of what the present Veterans’ Administration 
hospital program means. At the VA hospital at Roseburg, Oreg., the Administra- 
tion plans to reduce the average annual patient load by 60, from 630 to 570, for 
the fiscal year 1959. At the same time, I was advised on July 7, 1958, by the 
Director of the Veterans’ Administration Congressional Liaison Service that ‘‘as 
of May 31, 1958, there was a total of 65 eligible applicants awaiting admission 
to the Roseburg hospital.”” So, while 65 eligible applicants wait for hospitaliza- 
tion, the Veterans’ Administration plans to reduce by 60 the number of hospital 
beds. The Roseburg hospital is a neuropsychiatric hospital, where hospitalization 
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is especially important. In April of this year, the Veterans’ Administration 
threatened to close a ward at the Portland Veterans’ Administration hospital, 
lay off hospital personnel, and further increase the waiting list. This was pre- 
vented from happening by an emergency allocation of funds which I urged the 
Veterans’ Administration to make. 

The managers of the 23 Veterans’ Administration hospitals, medical centers, 
and domiciliaries located in the 7 Western States of Oregon, California, Washing- 
ton, Arizona, Idaho, Nevada, and Montana, in a meeting at Oakland, Calif., on 
March 19-21, 1958, adopted. a resolution pointing out the urgent need of their 
hospitals. Their resolution, which I sland in the Congressional Record on April 
1, 1958, reads in part: 

“Our Veterans’ Administration hospitals have not received funds over the past 
several years sufficient to keep abreast of ascending costs. We are endeavoring 
to maintain a medical program equal to that offered in the community on pre- 
inflation appropriation levels. Neither have managers had funds adequate to 
discharge their specific responsibility in protecting the Government’s investment 
in the physical plant and in equipment. We have economized to the extent that 
essential care to our patients is inevitably deteriorating * * *” 

The Veterans’ Administration hospital program is being slowly strangled by 
the administration. There is a vast difference between what the Bureau of the 
Budget permits the Veterans’ Administration to request and what the Veterans’ 
Administration actually needs. I would like to discuss briefly the need for a new 
Veterans’ Administration hospital at Camp White, Oreg., which is located just 
outside of Medford, Oreg. This subject has been ably covered in detail by Con- 
gressman Charles O. Porter. 

Medford, a city of slightly over 22,000 people, is located 300 miles south of 
Portland, Oreg., and 340 miles north of Oakland, Calif. The Veterans’ Admin- 
istration operates general medical hospitals in Portland and Oakland, but there 
is no Veterans’ Administration general medical hospital located between these 
two cities. To the east there is a Veterans’ Administration hospital located at 
Boise, Idaho, some 400 miles distant. Within a radius of 125 miles from Med- 
ford, there lives a population of a half-million people, and the veteran population 
totals almost 100,000. Southern Oregon and northern California are rapidiy 
increasing in population, at a rate much faster than the national average. The 
Veterans’ Administration presently operates a 950-bed domiciliary at Camp White, 
including a 50-bed infirmary. Camp White was built originally by the Army in 
1942-43 and provided a 1,754-bed hospital. The buildings are of brick construc- 
tion, having a useful life expectancy of 50 years. There are permanent buildings 
at Camp White, presently unused, which are fully equipped to accommodate a 
400-bed hospital. 

The 50-bed infirmary has adequate space for a 100-bed hospital. At the present 
time, the infirmary operates a laboratory, operating rooms, X-ray rooms, and a 
dental clinie at the infirmary. The infirmary is operated for those veterans at 
the domiciliary, and patients are allowed to stay at the infirmary for not more 
than 30 days. 

The Administrator of Veterans’ Affairs has told me that it would not be possible 
to obtain a hospital staff if a hospital were established at Camp White. I do not 
believe that this is so, due to the rapidly increasing number of physicians and 
specialists in Jackson County, Oreg., where Camp White is located. In 1946, 
there were 36 practicing doctors in Jackson County; in 1958, there are 73 prac- 
ticing physicians there. In 1954, there were 18 certified specialists; in 1958, there 
are 42 certified specialists. There has been no trouble in keeping an adequate 
medical staff at the domiciliary establishment. 

I do not think that it is fair to our sick and disabled veterans to force them to be 
transported several hundreds of miles to VA hospitals at Portland or Oakland 
when a hospital can be established at Camp White. 

The establishment of a Veterans’ Administration hospital at Camp White has 
the unanimous support of all members of the Oregon congressional delegation, 
State officials, and civic groups within the area it would serve. I believe that 
it is also worth noting that the manager of the domiciliary establishment, when 
asked the question: ‘“‘What, in your opinion, are the most pressing needs in your 
installation?”’ replied that, “Conversion from a domiciliary to a center having a 
hospital, intermediate beds, and domiciliary activities with supporting person- 
nel.” This statement by the manager is found on page 728 of House Committee 
Print No. 30, entitled “Operations of Veterans’ Administration Hospital and 
Medical Program.” 

I believe that we have demonstrated the need for a veterans’ hospital to be 
located at Camp White, and I would like to thank the House Committee on 
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Veterans’ Affairs for holding hearings on this matter. It would be desirable at 
this time to establish a 100-bed general medical hospital at Camp White to serve 
the veterans of southern Oregon and northern California. 

I am, indeed, pleased that the House Committee on Veterans’ Affairs has held 
hearings on the entire VA hospital program. By doing so, the committee has 
spotlighted a most urgent problem. 


STATEMENT BY SENATOR WAYNE MorsE (DEMOCRAT, OREGON) ON BEHALF OF 
A 100-Bep GreNERAL MEDICAL AND SurGicaL Hosprrat at Camp WHITE, 
OreEG., BEFORE THE House CoMMITTEE ON VETERANS’ AFFAIRS, JULY 30, 1958 


Mr. Morse. Mr. Chairman, I appreciate this opportunity to urge once again 
establishment of a general medical and surgical hospital at Camp White, Oreg. 
As many of my constituents know, as well as my colleagues in the Senate and 
House, I feel very strongly about the welfare of the more than 60,000 veterans 
in the area served by Camp White. In fact, I have a particular interest in this 
veterans domiciliary since it was I who originally introduced the bill in the Senate 
that was responsible for establishment of the camp. I have visited Camp White 
many times in the past few years, and I am thoroughly aware of the importance 
and urgency of providing adequate medical facilities there for the thousands of 
deserving veterans whom it is supposed to serve. 

As long ago as March 1954, I introduced a bill for the establishment of just such 
a medical and surgical hospital at Camp White, a bill which, unhappily, did not 
meet with favorable action. But I have not forgotten, nor have I given up the 
hope that the Veterans’ Administration will again examine the facts and reconsider 
its decision. Let me once again point out that the need for medical facilities at 
Camp White is of paramount urgency—more than 60,000 veterans, many of 
whom are in constant need of medical attention, await this committee’s favorable 
action. 

As I pointed out on the Senate floor in 1954, buildings erected by the Federal 
Government at Camp White are standing idle, while patients in need of care 
must travel 300 miles north to Portland or even farther to the south in search 
of professional treatment. This is an utter waste of time and money, to say 
nothing of needless neglect of the health of veterans who were willing to risk 
their lives for their country in time of war. The lack of a hospital for these 
veterans seems inexcusable in view of the plant now in existence at Camp White. 
A medical and surgical hospital could be installed at this location at a cost of about 
$750 to $1,000 per bed, as compared with approximately $18,000 per bed for 
a new veterans’ hospital. 

We have been told that such an installation is impracticable because of in- 
adequate medical personnel. From my own personal observation and from 
statements made to me by physicians and businessmen in the Medford area, 
however, I have the feeling that highly competent physicians, surgeons, nurses, 
and laboratory technicians are anxious and able to cooperate in staffing a hospital 
at Camp White should the funds be made available. 

Mr. Chairman, I again point up the extreme need for a general medical and 
surgical hospital at Camp White, Oreg., and I urge the cooperation of this 
committee in every way possible. 


The CHarrMAN. We would like this morning to try to get through 
with both the American Legion and VFW, and I would like to have 
the one, first, who expects to take the least amount of time. 

Mrs. Rogers. Mr. Chairman, do you think you know what they 
are pong to say? 

The CHarrman. I expect, Omar, you are going to take the least 
amount of time. So, we will hear you first. 
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STATEMENTS OF OMAR B. KETCHUM, NATIONAL LEGISLATIVE 
AND REHABILITATION DIRECTOR; DR. ROBERT BELL, MEDICAL 
CONSULTANT; AND GERALD H. WHITE, CHIEF APPEALS CON- 
SULTANT, VETERANS OF FOREIGN WARS 


Mr. Ketcuum. Will it be all right if I bring up a couple of members 
of my staff to prod my memory? 

The CuarrMan. Bring up anybody you want to. 

Mr. Ketcuum. Dr. Bell and Gerald White. 

The CuHatrMan. You give your full name and address for the 
reporter. 

Mr. Ketcuum. My name is Omar B. Ketchum, and I am the 
national legislative and rehabilitation director for the Veterans of 
Foreign Wars of the United States. 

My associates here this morning are Dr. Robert Bell, medical 
consultant for the Veterans of Foreign Wars, and Mr. Gerald White, 
who is in charge of our appeals work with the Veterans’ Administra- 
tion. 

The CHairMan. I hope you will start off by telling this committee 
what you think of the testimony so far from the Veterans’ Adminis- 
tration. 

Mr. Kercuum. Mr. Chairman, the first thing that I would like to 
say is to thank the chairman and the committee for holding these 
hearings because I believe these hearings were badly needed, and I 
predict, as a result of these hearings, there will be a substantial im- 
provement in the hospital and medical treatment program for veterans, 
and that in the next year or so we will be able'to get additional vet- 
erans in hospitals for medical treatment. 

The CuarrMan. | hope you are right, but I am not sure you are. 

Mr. Kercuum. Certainly, Mr. Chairman, if we don’t hold the hear- 
ings, if we don’t explore the problems and the issues, then it seems to 
me we are going to continue right on in the muddled, confused way 
that we have been doing for several years. 

The Cuarrman. I had been very familiar with the study that the 
Legion has made in our hospitals. I had not been familiar with the 
fact that the VF W was making a study until I was with your national 
commander in Memphis this last weekend. 

Mr. Kercuvum. I think the difference, Mr. Chairman, in the studies 
made is, I believe, the Legion made an actual study of certain types 
of cases in the hospitals while we made a study of the physical aspects 
of all the Veterans’ Administration hospitals. 

The CHarrMAN. Are you going to include your study for the 
record? 

Mr. Kercuvum. Yes; I will this morning. I am going to submit a 
digest of it, and then later on, if the committee would like, we have 
two huge looseleaf volumes that might clutter up your record con- 
siderably. So I wouldn’t even want to include that in the record 
unless the committee would ask for it. 

The CuarrMan. I don’t mind including it if it will do some good. 

Mr. Ketcuum. I have a summary that will more or less answer the 
purpose. 

Mrs. Rocers. Do you not feel that these hearings are very helpful, 
because at least some of them leak out to the public, and today it 








4544 VETERANS’ ADMINISTRATION HOSPITALS 


seems to me the press believes that the veterans are no longer news 
because they do not care much about the veterans. 

Mr. Kercuum. Certainly, Mrs. Rogers, I said in the beginning I 
think these hearings are going to be very helpful, and I think they 
will help solve some of the problems. They will not straighten out 
everything, but I certainly want to again congratulate the committee 
for holding these hearings. 

You asked me the question, Mr. Chairman; I believe you are bring- 
ing out some very valuable information that this committee ought to 
have and that we and the public needs. 

I haven’t attended all of these hearings, as you know. I have had 
staff members here, and, of course, I haven’t had the personal advan- 
tage of listening to all of the testimony, but I have been pretty well 
briefed each day as to what has gone on up here, and I want you to 
know that I am very gratified at the information that is being devel- 
oped and brought out as a result of these hearings. 

The Cuarrman. I certainly hope that you people in the national 
level will take some action on the hospital program. I do not think 
there is a more important thing any veteran organization can do next 
year. 

If you people will raise as much heck with the Bureau of the Budget 
and the White House as you do with me when you disagree with me, 
you will get a whole lot done. But I do not believe you are doing 
it. I will tell you that, too. 

Mrs. Rogers. May T say they do quite a bit of it. It trickles 
down to me that they have. 

The CuHarrMan. I hope they do. 

You do not have a copy of your statement? 

Mr. Kercuum. No. These are merely notes. 

I want to warn the reporter that these are notes, and I am going 
to follow this through. So don’t depend on this. 

First, Mr. Chairman, insofar as veterans are concerned, next to 
compensation for service-connected disabilities, hospitalization and 
medical treatment is the most precious benefit bestowed by a grateful 
people through the Veterans’ Administration. 

Hospitalization and medical treatment as a precious benefit should 
be applied generously. To those who question the Government’s 
obligation to provide for those veterans who cannot afford to pay for 
hospitalization and medical treatment for non-service-connected dis- 
abilities, it should be pointed out that the Government also provides 
educational aid and training, insurance privileges, and certain death 
privileges such as burial allowance without regard as to whether the 
veteran has a service-connected disability. 

I might add, Mr. Chairman and members of the committee, that 
the veterans are the only group of citizens in this country who the 
Federal Government presses into service, and, without any right or 
determination of their own, can send them anyplace in the world 
and order them to almost any kind of duty. And I believe the Federal 
Government, by reason of that, creates a special class of citizens 
whom we refer to as the veterans. 

The Chief Medical Director of the Veterans’ Administration, who is 
one of the great directors and one of the great medical deans of this 
country, Dr. William Middleton of Wisconsin, has told this committee 
that, in his opinion, the hospitalization and medical treatment program 
as conducted by the Veterans’ Administration is sound and reasonable. 
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In other words, Dr. Middleton apparently does not agree with 
many of his colleagues that treatment of non-service-connected 
disabilities of veterans should be discontinued and is not a sound and 
reasonable program. 

We believe that thousands upon thousands of veterans who cannot 
afford to pay for private hospitalization and medical treatment are 
being denied treatment in a Veterans’ Administration hospital because 
(a) there is perhaps a lack of more specific legislation by the Congress 
which will enable the Veterans’ Administration to stand pat and do 
something instead of being able to evade their responsibility. 

It seems to me that that is one point, that the Congress can tighten 
up the legislation pertaining to hos italization. 

The CHarrMAN. You do not really believe it is necessary? 

Mr. Ketcuum. No, no, but I think you are going to have to. 

The CuarrMan. To get them to do it. 

Mr. Kercuvum. I believe you are going to have to change the legis- 
lation. 

The CHarrMAN. We are working on legislation. We think we have 
some that will spell out each hospital bed by bed, which we should 
not have to do. 

Mr. Kercuum. In other words, the Congress, to provide specific 
guidelines for the Veterans’ Administration to provide immediate 
hospitalization and medical treatment-——— 

The CuarrMan. Actually he has all the guidelines he needs right 
now. He has hospital beds. 

Mr. Kercuum. I am going to get into that in just a minute. That 
was one thing. 

Next, and this is important, (6) failure of the executive branch of 
the Government to liberally interpret the existing congressional policy 
with respect to hospitalization and medical treatment for veterans, 
and (ce) and this is important, opposition from spokesmen for the 
American Medical Association, United States Chamber of Commerce, 
and business and industry leaders in general to granting special con- 
sideration to veterans who have worn the uniform of the Armed 
Forces in defense of the Nation, and (d) and this is very important, 
consideration of the problem in terms of dollars and cents rather than 
in terms of human needs. 

The Bureau of the Budget relates appropriations for the hospitali- 
zation and medical treatment of veterans to the overall Federal 
budget in accordance with estimated tax receipts, and the Congress 
is denied a clear picture of past experience and anticipated need 
when the Budget requests for the Veterans’ Administration hospitali- 
zation and medical-treatment program is submitted. 

Notwithstanding and despite anticipated needs as determined by 
the Veterans’ Administration on the basis of experience and cur- 
rent waiting lists, the Bureau of the Budget recommends in terms 
of dollars and cents, and the Congress appropriates accordingly, 
thereby establishing a definite ceiling on the number of veterans 
who can be treated in any given year regardless of the number of 
operating beds. This results in charges and countercharges as to 
whether the Congress or the Bureau of Budget is responsible for 
thousands of veterans being denied hospitalization and medical 
treatment because of the lack of funds and/or beds. 

I want you to know, Mr. Chairman, that is a pressing problem. 
There is much confusion among the veterans of this country as to 








4546 VETERANS’ ADMINISTRATION HOSPITALS 


where the blame lies for their failure to be admitted to a hospital, 
and quite frequently they are told that the Congress doesn’t appro- 
priate enough money to provide the beds and the staff for medical 
treatment. 

That is a question that ought to be resolved so that the veterans 
themselves will know whether the Veterans’ Administration did not 
ask for enough money or whether they asked for money and the 
Congress would not appropriate it. 

Certainly we ought to resolve that question. 

I am inclined to believe at this point that the Congress will give 
them more money if they will ask for it. 

The Cuarrman. If you will read the hearings this year I do not 
know how any clearer it could be when the Administrator was asked 
a dozen times “Tell us how much money you want.” 

Mr. Ketrcuum. The manner in which waiting lists of veterans 
seeking admission to VA hospitals is controlled fails to give a clear 
picture of the number of veterans who are seeking admission. After 
a period of time, if the veteran has not been scheduled for admission 
or fails to reapply, his name is removed from the waiting list; or where 
the veteran is scheduled for admission, regardless of when he is ad- 
mitted, his name is removed from the waiting list. 

Mrs. Rocers. Whose fault is that, do you think? 

Mr. Ketcuum. It is the manner in which the waiting lists are con- 
trolled. It would have to be the Veterans’ Administration. They 
are the ones who handle it. 

The CuarrMan. Actually there are 50,000 on the waiting list, and 
they have reported 25,000. 

Mr. Kercuum. We have pleaded with them to correct that situa- 
tion, and I think in the last year we have made some little progress 
with them. 

Mrs. Rogers. Do you think that is sent to the central office, or is 
it a matter for each office? 

Mr. Ketrcuum. Well anything that happens which is wrong in our 
office eventually falls on my back, Mrs. Rogers. As the director of 
the central office functions here in Washington, whenever our people 
do something that is wrong the blame and responsibility falls on me. 

I would say if there is something happening in the field that is not 
proper, the central office therefore must accept the blame because they 
are the administration. 

Thousands of veterans become discouraged over the apparent 
hopelessness of a waiting list, and do not reapply, and either neglect 
needed medical treatment or they seek it as a charity patient in other 
public or charity hospitals. 

Mrs. Rogers. And they have great difficulty in getting in civilian 
hospitals because there are no beds there. 

Mr. Kercuum. That is right. There is a shortage of beds there, 
and money is requested in many instances, advance deposits, in order 
to get into some of those hospitals. 

Now we come to the staffing of hospitals. 

Beds are frequently closed or left closed in hospitals because of the 
contention that the Veterans’ Administration is unable or will be 
unable to staff said beds. 

Now there is a serious question as to whether these contentions are 
always valid and as to whether the Veterans’ Administration has made 
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the necessary effort to obtain the necessary staff. For example, there 
is evidence that in some areas a challenge has been issued to the 
Veterans’ Administration to provide additional beds or to open 
saeting beds and the area will provide the necessary staffing of said 
beds. 

I think already in these hearings a delegation from one of the States 
down South made the statement that if the VA will open the beds, 
if the VA will build the hospital, they will see to it that adequate 
staffing will be obtained for the hospital and for those extra beds. 

The Administrator of Veterans’ Affairs insists that the average 
operating beds of the Veterans’ Administration is increasing rather 
than decreasing notwithstanding the closing of some beds, and he 
submits statistics which indicate that from fiscal year 1954 to fiscal 
year 1958 the number of operating beds has increased from 114,244 
to 121,257. 

It is significant to note, however, that a corresponding increase in 
the average daily patient load has not kept pace with the increase in 
the number of average operating beds. These statistics absolutely 
confirm the contention of the Veterans of Foreign Wars that, regard- 
less of past experience and anticipated needs, the number of patients 
who can be cared for annually in the Veterans’ Administration is 
determined by the establishment of a ceiling which is controlled by 
X dollars rather than by anticipated need. 

The long waiting lists of veterans seeking admission to VA hospitals 
clearly reveal the need to substantially increase both the number of 
cpenene hospital beds and the accomplished average daily patient 
oad. 

Now the issue, as the VF W sees it, is, Shall the Congress enact new 
legislation establishing clear-cut policies and directives to the Vet- 
erans’ Administration in liberalizing and expanding hospitalization 
and medical treatment for veterans, or shall the Bureau of the Budget 
and the Veterans’ Administration generously interpret the existing 
law to increase the operating bed capacity and the accomplished 
average daily patient load? 

The VFW offers the following proposals: 

First, temporary and immediate remedies to the confused and 
inadequate hospitalization and medical-treatment situation, and, 
second, a permanent solution to the said program. 

(A) Unless and until Congress enacts legislation setting up positive 
and definite guidelines for the Veterans’ Administration in providing 
hospitalization and medical treatment for veterans, we urge the 
President of the United States, as the chief executive officer of the 
executive branch, through the Bureau of the Budget, to establish a 
ceiling of not less than 130,000 Veterans’ Administration operating 
beds with authority to the Administrator of Veterans’ Affairs to 
recommend the building of new hospitals and opening of closed beds 
to reach the ceiling as rapidly as the Congress will appropriate, and 
with the Administrator having the authority to operate beds to the 
capacity of the ceiling at all times. 

(B) We recommend as an immediate method to increase the number 
of veterans who can be cared for in the existing VA hospital system 
that the utilization of available beds be increased from 90 percent 
of the total to 95 percent of total, thereby substantially increasing 
the number of patients that can be cared for in existing beds. 
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Now I know that the Veterans’ Administration has been violently 
opposed to increasing the percentage use of the beds. I believe a 
survey of the private hospitals in this country will indicate that in 
the present desperate demand and need for beds, they are being uti- 
lized well above 90 percent in the average private hospital throughout 
the country. 

I have here at my left a doctor whom we believe to be one of the 
finest doctors in this country and who has had a wealth of experience 
and knowledge and background, and I would like at this time to ask 
Dr. Robert Bell, our medical consultant, if he believes that the 
Veterans’ Administration would not be rendering proper service to 
the veterans if the VA increased the rate of occupancy of the available 
beds from 90 percent to 95 percent. 

Doctor, would you like to comment on that? 

The CuarrMan. First, it is not a set policy by the VA that they 
will operate at that level, is it? 

Mr. Kercuum. Pretty generally. 

The CuatrMan. I thought it was strictly up to each hospital ac- 
cording to the condition of patients and what they can do with them. 

Mr. Kercuum. We find that they are running pretty closely on a 
90-percent average occupancy. 

The CuarrMan. I certainly realize no hospital could operate at 100 
percent capacity, but I did not know there was a set level. I thought 
it was determined by the condition of the patients. 

Dr. Betu. Mr. Chairman, we have corresponded with the Vet- 
erans’ Administration on this issue, feeling they could go at least to 
a 95 percent occupancy rate, and we have a reply in our files to the 
effect that they feel that the 90 percent operating capacity load is the 
most that they can operate efficiently. 

Our community hospital over in Arlington runs up to 128 percent 
of capacity at times. We run close to 100 percent all the time. 

I would guess—and I haven’t checked on Doctors Hospital in 
Washington, which is a privately owned hospital, but I would guess 
that they run close to 100 percent. 

The Veterans’ Administration has waiting lists. They don’t have 
to wait for patients to be sentin. They can getthemin. The matter 
of timing a bed as soon as it is vacated is merely a matter of having 
the staff there to take care of the technical details. 

Particularly where you have large wards I see no reason why you 
can’t run close to 100 percent capacity at all times. 

The CuartrMan. I suspect you figure capacity different from what 
they do. You couldn’t run a hospital more than 100 percent capacity 
unless you figured differently from the way the VA figures it. 

Dr. Bev. That’s right. But another point on this is that beds 
are generally set on 8-foot centers. When you have an epidemic or 
emergency or catastrophe, you move those beds to 6-foot centers, and 
you put beds on your porches and so forth. But where you are figur- 
ing your bed capacity on 8-foot centers, as is done generally, then that 
type of bed operation should be able to be run efficiently and economi- 
cally at somewhere around 95 percent. 

Mrs. Rocrrs. Mr. Chairman? 

The CuatrMan. Mrs. Rogers. 

Mrs. Rogers. You pointed out there was a shortage of VA doctors. 

Dr. Bet. We are told that that is the case, yes. 
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Mrs. Rocers. You find that in your survey? 

Dr. Betu. Yes, in certain areas. 

. oe Rocers. Do you think the increase in pay for the nurses will 
1elp? 

Dr. Bei. I think that was a very fine thing. It was needed and 
it is a very good thing. 

Mrs. Rocers. We can take care of that somewhat in that way? 

Dr. Bet. It should help a great deal. 

Mr. Kercuum. I have just a few more recommendations, Mr. 
Chairman, and we will get out of here so you can get your other wit- 
nesses on. 

(C) That the Congress, through its appropriations committees, 
should insist that the request of the Veterans’ Administration for 
money to provide hospitalization and medical treatment for veterans, 
based on experience and anticipated need, be submitted directly to 
said appropriations committees for consideration, rather than the 
estimate submitted by the Bureau of the Budget, which is based on 
dollars and cents in relation to the total Federal budget rather than 
on the basis of human needs. 

May I clarify that? 

I think the committee understands fully that the Veterans’ Admin- 
istration, on the basis of experience and anticipated needs, comes up 
with a recommended budget. That budget is further trimmed in the 
central office of the Veterans’ Administration. Then it goes to the 
Bureau of the Budget where it undergoes a reduction not on the basis 
of need but on the basis of so many X dollars that they feel they can 
allocate to this fund, and that request comes to the Appropriations 
Committees of the Congress. 

I would like to know how the Appropriations Committees of the 
Congress actually know what the needs of veterans are on that sort 
of an estimate based on X dollars rather than on the needs of veterans, 
and that is why we say the Appropriations Committees ought to insist 
that the Veterans’ Administration submit their recommendations on 
the basis of their experience and anticipated needs rather than con- 
fining their consideration to a dollar estimate made by the Bureau of 
the Budget in relation to the total Federal budget. 

If Congress does not agree with the request of the Veterans’ Ad- 
ministration for hospital and medical treatment funds, it would be the 
prerogative of the Congress to revise same. Under present procedure, 
congressional Appropriations Committees receive a budget request 
based on the number of dollars which the Bureau of the Budget believes 
can be spared for hospitalization and medical treatment of veterans 
rather than an estimate of genuine needs based on past experience and 
anticipated needs as determined by the waiting list. 

(D) The VFW strongly recommends that existing facilities of VA 
hospitals in need of renovation and modernization be scheduled for 
such work. The VFW recommended to the President several weeks 
ago that the sum of not less than $100 million, as a special fund, be 
allocated to the renovation and modernization of existing Veterans’ 
Adminisiration hospitals as a part of the overall program to curb the 
depression and restore employment. 

In connection with this recommendation, the commander in chief 
of the VFW ordered our national rehabilitation service to make a 
survey of the physical aspects of all existing VA hospitals to determine 
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needs for modernization, renovation, maintenance and equipment. 
A comprehensive survey of all hospitals was made, including full 
reports and recommendations as well as actual graphs of outstanding 
defects. Two huge loose-leaf volumes incorporating all information 
with respect to the survey were submitted to the Administrator of 
Veterans’ Affairs by VF W Commander in Chief Richard L. Roude- 
bush, of Indianapolis, to provide a quick summary of the needs of all 
VA hospitals. 

Said hospitals were divided into three categories of priority: 

Priority 1 (urgent) ; 

Priority 2 (work needed) ; and 

Priority 3 (good condition; work needed). 

I would like to offer for the record a list of VA hospitals which we 
have placed under priority 1 (urgent); priority 2 (work needed); and 
priority 3 (good condition; work needed). 

The CuarrMan. Without objection, it will be placed in the record 
at this point. 

(The material referred to follows:) 


CoMMANDER IN CuHIEF’s HospPITaL SURVEY AND ANALYSIS ACCORDING TO PRIORITY 
Wirn Respect To NEEDS FOR MODERNIZATION, RENOVATION, MAINTENANCE; 
AND EQUIPMENT 


Priority 1 (urgent): : Priority 1 (urgent)—-Continued 
Augusta, Ga. Roanoke, Va. 
Bath, N. Y. (Dom.) San Fernando, Calif 
Battle Creek, Mich. Sheridan, Wyo. 
Bedford, Mass. Temple, Tex. 
Boise, Idaho Tuskegee, Ala. 
Brecksville, Ohio Vancouver, Wash. 
Camp White, Oreg. Wadsworth, Kans. 
Canandaigua, N. Y. Walla Walla, Wash 
Cleveland, Ohio Washington, D. C. 
Columbia, 8. C. Wood, Wis. 
Coral Gables, Fla. Priority 2 (work needed): 
Danville, Ill. Albany, N. Y. 
Des Moines, Iowa Albuquerque, N. Mex. 
Downey, [Il. Alexandria, La. 
Dublin, Ga. Altoona, Pa. 
Dwight, II. Amarillo, Tex. 
Fort Harrison, Mont. American Lake, Wash. 
Fort Howard, Md. Ann Arbor, Mich. 
Fort Meade, S. Dak. Aspinwall, Pa. 
Gulfport, Miss. Atlanta, Ga. 
Hines, Il. Augusta, Ga. (annex). 
Jackson, Miss. Bath, N. Y. 
Kecoughtan, Va. Bay Pines, Fla. (domiciliary) 
Knoxville, lowa Bay Pines, Fla. 
Long Beach, Calif. Beckley, W. Va. 
Los Angeles, Calif. Big Spring, Tex. 
Marion, IIl. Biloxi, Miss. 
Martinsburg, W. Va. Birmingham, Ala. 
Memphis, Tenn. Boston, Mass. , 
Murfreesboro, Tenn. Brockton, Mass. 
Muskogee, Okla. Bronx, N. Y. 
Nashville, Tenn. Brooklyn, N. Y. 
Newington, Conn. Buffalo, N. Y. 
Northampton, Mass. Butler, Pa. 
Oakland, Calif. Castle Point, N. Y. 
Oteen, N. C. Cheyenne, Wyo. 
Palo Alto, Calif. Chicago, Ill. (research) 
Perry Point, Md. Chillicothe, Ohio. 


Richmond, Va. Clarksburg, W. Va. 
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Priority 2 (work needed)—Continued 


Coatesville, Pa.., 
Dayton, Ohio. 
Dearborn, Mich. 
Denver, Colo. 
Erie, Pa. 
Excelsior Springs, Mo. 
Fargo, N. Dak. 
Fayetteville, Ark. 
Fayetteville, N. C. 
Fort Bayard, N. Mex. 
Fort Lyon, Colo. 
Fort Thomas, Ky. 
Fresno, Calif. 
Grand Island, Nebr. 
Grand Junction, Colo. 
Hot Springs, 8S. Dak. 
Houston, Tex. 
Huntington, W. Va. 
Indianapolis, Ind. (Cold Spring 
Road Hospital) 
Indianapolis, Ind. (West 10th 
Street) 
Iowa City, Lowa. 
Iron Mountain, Mich. 
Jefferson Barracks, Mo. 
Kansas City, Mo. 
Kerrville, Tex. 
Lake City, Fla. 
Lebanon, Pa. 
Lexington, Ky. 
Lincoln, Nebr. 
Little Rock, Ark. 
Livermore, Calif. 
Louisville, Ky. 
Lyons, N. J. 
McKinney, Tex. 
Madison, Wis. 
Marion, Ind. 
Marlin, Tex. 
Miles City, Mont. 
Minneapolis, Minn. 
Minot, N. Dak. 
Montgomery, Ala. 
Montrose, N. Y. 
North Little Rock, Ark. 
New York, N. Y. 
Northport, Long Island, N. Y. 
Oklahoma City, Okla. 
Omaha, Nebr. 
Outwood, Ky. 
Pittsburgh, Pa. (GM and §8) 
Phoenix, Ariz. 
Portland, Oreg. 


Priority 2 (work needed)—Continued 


Providence, R. I 

Reno, Nev. 

Roseburg, Oreg. 

Rutland Heights, Mass. 
St. Cloud, Minn. 

St. Louis, Mo. 

Salt Lake City, Utah (NP). 
Salt Lake City, Utah (GM and §). 
San Francisco, Calif. 

San Juan, P. R. 

Seattle, Wash. 

Sepulveda, Calif. 
Shreveport, La. 

Spokane, Wash. 
Sunmount, N. Y. 
Syracuse, N. Y. 

Temple, Tex. (domiciliary) 
Thomasville, Ga. (domiciliary) 
Togus, Maine 

Tomah, Wis. 

Tuscaloosa, Ala. 

Waco, Tex. 

Waukesha, Wis. 

West Haven, Conn. 

West Roxbury, Mass. 
Whipple, Ariz. 

White River Junction, Vt. 
Wichita, Kans. 
Wilkes-Barre, Pa. 
Wilmington, Del. 


Priority 3 (good condition): 


Baltimore, Md. 
Batavia, N. Y. 
Bonham, Tex. 

Chicago, Ill. (West Side) 
Cincinnati, Ohio. 
Clinton, Iowa (domiciliary) 
Dallas, Tex. 

Durham, N. C. 

East Orange, N. J. 
Fort Wayne, Ind. 
Manchester, N. H. 
Mountain Home, Tenn. 
New Orleans, La. 
Philadelphia, Pa. 
Pittsburgh, Pa. (NP) 
Poplar Bluff, Mo. 
Saginaw, Mich. 
Salisbury, N. C. 

Sioux Falls, S. Dak. 
Topeak, Kans. 

Tucson, Ariz. 
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Commander in chief’s hospital survey and analysis of total bed status information as of 
Apr. 15, 1958 





General | Neuropsy- | Tubercu- 
medicaland; chiatric losis Total 
surgical 
| | 
ESSE AO ee | 52,187] 61, 308 13, 939 127, 434 
NMR 00008 55.)-2300d5.22ike o-oo. | 48,819 | 60, 868 11, 963 121, 650 
I | 3, 728 | 1, 827 1, 681 7, 236 
Average daily patient load.._........___- Sl tt cal 42, 577 | 57, 757 10, 842 111, 176 
ee acd cae 44, 057 | 56, 018 10, 770 110, 845 
Vacant beds-____- th cattcnbo dl dcwceninns 5, 151 2, 853 1, 187 | 9, 191 
Veterans awaiting OTS ke. 10, 285 | 6, 274 378 | 16, 937 
ee ee 320 | 536 | 87 | 943 
| 


Note.— The above statistics were compiled from figures contained herein. We can assume that where 
data was furnished, it was reasonably accurate. It can further be assumed; however, that these are only 
approximate figures. 


Mr. Ketcuum. I believe that this information will be helpful to 
the committee as well as to the Veterans’ Administration, and at this 
point, Mr. Chairman, I am going to offer to the committee for their 
use a set of these two looseleaf binders comparable to what we sub- 
mitted to the Veterans’ Administration. I am going to offer it to 
you for your consideration rather than ask you to sade them a part 
of the record because it is so voluminous it would be very expensive 
to incorporate in the record. But I will submit to the committee 
for their consideration the actual looseleaf binders containing these 
reports, these recommendations, and the photographs hich were 
taken of the actual defects in the hospitals. 

(e) We recommend that the Congress enact positive legislation 
authorizing and directing the Administrator of Veterans’ Affairs to 
provide, as rapidly as facilities can be made available, hospitalization 
and medical treatment for all honorably discharged war veterans who 
need hospitalization and medical treatment and who can demonstrate 
their inability to pay for private hospitalization and medical treat- 
ment. Such positive legislation would end the uncertainty and con- 
fusion which now exists as a result of the interpretation of existing 
legislative authority which says that 

The Administrator of the Veterans’ Administration, within the limits of Vet- 
erans’ Administration facilities, may furnish hospital care which he determines 
is needed for both service-disabled war veterans and non-service-disabled war 
veterans who cannot afford to pay for private treatment, for peacetime veterans 
whose disabilities were incurred or aggravated in line of duty, and for a person 
who is in receipt of disability compensation, 

That, in essence, is the existing law. 

I would like to point out that the existing law actually makes no 
distinction between providing treatment for a service-connected disa- 
bility war veteran or a non-service-connected disability war veteran 
except in the latter case the veteran must be unable to defray the 
expenses of the necessary hospital care. Consequently, the Bureau 
of the Budget and the Veterans’ Administration is providing hospital 
care under the general terms of ‘‘within the limits of the Veterans’ 
Administration facilities,’ and the use of the verb “may.” 

It is only natural, Mr. Chairman and members of the committee, 
that those persons who are charged with the administration of existing 
law and who are not enthusiastic in their efforts to provide spec ial 
consideration for war veterans who do not have proven service-con- 
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nected disabilities will question what are the limits of the Veterans’ 
Administration facilities and the interpretation of the word “may” 
which, in turn, lends encouragement to provide a minimum, not a 
maximum, but a minimum of hospitalization and medical treatment 
except for those veterans with proven service-connected disability. 

In other words, Mr. Chairman, we insist that the interpretation of 
the existing law in the hands of those who may not be too favorably 
inclined toward special consideration for veterans leaves a wide loop- 
hole to provide minimum treatment rather than maximum, which 
could be interpreted under the existing law. And that is why we 
believe, Mr. Chairman, it is going to be necessary for this committee 
to recommend to the Congress legislation which will lay down more 
positive directives and guidelines to the Veterans’ Administration in 
helping to solve this problem. And that is why we believe that once 
the Veterans’ Administration understands fully that they are to pro- 
vide hospitalization and medical treatment under a broad and generous 
application of the congressional intent, then maybe we will get the 
situation satisfactorily resolved. 

Now, Mr. Chairman, that concludes our comment concerning the 
question of hospitalization and medical treatment, but it is so easy, 
if time would permit, many other points could be developed. 

Again I want to say to those who raise the question as to why this 
Government should be obligated to furnish hospitalization and medical 
treatment to veterans whose disabilities are not proven to be service- 
incurred, or why should veterans have this particular consideration, 
well, I have tried desperately to answer that, because the Government 
itself created this special class of citizens by calling upon them to 
perform a service that no other group of citizens are called upon to 
perform, and, thereby, we think these citizens are entitled to special 
consideration. 

But, more than that, the records reveal, based upon reliable studies 
that as time goes on the need for this non-service-connected hospital- 
ization is going to increase and increase while, barring any additional 
new wars, the need for service-connected hospitalization is going to 
decrease. As veterans grow older, as was pointed out in these surveys, 
they are going to need more treatment and more consideration. 

Certainly their incomes are mot going to increase because a survey 
of income levels shows that veterans, including all persons similarly 
situated as they reach their declining years, their incomes also decline. 
Consequently it is becoming increasingly difficult for the older veterans 
to pay for private hospitalization and medical treatment, and I say 
there is a real and pressing problem confronting this Nation. We are 
going to have to decide whether we are going to do something for these 
men, whether they are going to become objects of charity subject to 
trying to wrangle their admission into some private or public hospital 
as charity patients or whether the Government is going to do the 
decent thing and provide at least a reasonable minimum hospitaliza- 
tion of medical treatment when they cannot afford to pay. We favor 
the latter position. 

The CHarirMAN. Omar, are you aware of the fact that I asked Dr. 
Middleton twice whether or not he asked for the money he wanted 
or thought he needed, or whether he asked for the amount of money 
he thought he could get, and he wouldn’t answer the question either 
time. 
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Mr. Kercnum. I wasn’t here. I don’t know whether one of my 
colleagues here was present. I wouldn’t be able to personally answer 
that question. 

The CuarrMan. I asked Dr. Middleton that question twice, and 
he hasn’t answered it yet. 

I want you and every other group who comes before this committee 
to read at least a part of the acalivel testimony where the VA this 
year went before our Appropriations Committee, and I want you to 
tell this committee whether you think they tried to get the money 
that they needed to operate these hospitals. I do not think they did. 
I do not think they could have. I do not think the Bureau of the 
Budget would let them. 

Mr. Ketrcuum. Again I say Dr. Middleton is one of the finest 
doctors, one of the finest medical deans in this country. I think his 
sympathies are with the veterans in need of hospital and medical 
treatment, but, as I said a moment ago—and I repeat—the requests 
for funds are based upon X dollars which the Bureau of the Budget 
believes they can allocate to the hospitalization and medical treatment 
program rather than on the basis of needs, and that, in our opinion, 
is the answer to the problem here today. 

The CHarrMAN. Any questions? 

Mrs. Rogers. I would just like to say you have always been enor- 
mously interested in the hospital program of the veterans. I know 
that very well. 

Mr. Kercuum. Thank you very much. 

The CHarrmMan. We have the pages marked here of the discussion 
that took place. Before you leave here I wish you would read those 
pages and tell this committee whether you think the VA really made 
the effort they should have. 

This is not a critical thing. The same thing happened under the 
Democratic administration that is happening right now, exactly the 
same, but I do not think that the Administrator himself did what 
he should have done to have gotten money for the hospital program 
this time, and that is the reason Dr. Middleton would not answer my 
questions. 

Mr. Kercuum. My attention has just been called to another matter. 
I think you have been having a queson of home laundry or commer- 
cial-laundry before this committee. 

The CHarrMan. Let’s not even talk about it. 

Mr. Kercuum. I was prepared to say something, but it doesn’t 
make any difference to me. You will get to that some other time. 
That is a separate subject. 

Mr. Dorn. Omar, have you or has the VFW taken any stand on 
the idea of having a Bureau of the Budget for the Congress? 

Mr. Kercuum. No, I haven’t. 

Mr. Dorn. It was discussed a year or two ago pretty widely through- 
out the country, and I am convinced that what we need is a Bureau of 
the Budget for the Congress. 

Mr. Kertcuvum. No, I will have to say, Mr. Dorn, that we haven’t 
given any particular consideration to that. problem. 

Mr. Dorn. What do you think just briefly about this laundry 
business? 


—— a 
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Mr. Kercuum. Mr. Chairman, it is up to you. 

The CuarrMan. Mr. Ketchum, Mr. Dorn has a specific case down 
in his area. 

Mr. Kercuum. Our position is this, Mr. Chairman: 

If the Veterans’ Administration can obtain better service at less 
cost by engaging private laundry facilities, we would not oppose it. 
The VFW generally stands for the free enterprise system, but insofar 
as laundries are concerned we operate our own laundry at home, and 
I think the great majority of the American people operate their own 
laundries at home. 

Laundry is for the convenience of those who cannot get it laundered 
at home. I think the burden of the evidence indicates that in many 
instances commercial laundry costs would be more than the costs to 
operate their own laundry facilities. But I say again if the VA 
demonstrates they can send their laundry out at less cost than they 
are paying for their own laundry and they can get quick service, 
certainly we would have no objection to that. We doubt, however, 
that this can be done. 

The CHartrMAN. Do you believe the great majority of the private 
hospitals across the country would run their own laundries unless 
they knew they couldn’t get it cheaper? 

Mr. Kercuum. No; Ido not. I say the burden of the evidence is 
in favor of their own-operated laundries because they wouldn’t be 
operating them. Certainly a service is one of the most important 
things in addition to cost. 

The CHarrMAN. As far as I am concerned, it is just another case 
of the Administrator bowing down completely to the Bureau of the 
Budget. We tried every way we could to get the evidence, and, I 
would agree with you if they can get it done as cheap, not cheaper 
but as cheap and as well, | would say go to private laundries. 

Mr. Ketrcuum. That’s right. 

The CuarrMan. Thank you, Mr. Ketchum. 

Mr. Ketcuum. I want you to know, on behalf of myself and my 
colleagues, we certainly appreciate the privilege of being heard here 
this morning. Unless there are no more questions, I will be glad to 
vacate the stand. 

The CuaarrmMan. Thank you so much, and we appreciate the study 
you made of the physical plant of hospitals. 

Mr. Ketcuum. Thank you very much, Mr. Chairman. 

The CHarrMAN. Now we have Mr. Davis, Mr. Corcoran, Mr. 
Kraabel, Dr. Shapiro, and Mr. McGrail. 

Dr. Shapiro, I think I have seen you and T. O. Kraabel here at 
every hearing we have had. I do not know whether the other two 
gentlemen have been here or not. 
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STATEMENT OF BERTRAM G. DAVIS, LEGISLATIVE ASSISTANT 
TO THE DIRECTOR, NATIONAL LEGISLATIVE COMMISSION; 
ACCOMPANIED BY JOHN J. CORCORAN, DIRECTOR, NATIONAL 
REHABILITATION COMMISSION; T. 0. KRAABEL, SPECIAL 
CONSULTANT TO THE DIRECTOR, NATIONAL REHABILITA- 
TION COMMISSION; DR. HYMAN D. SHAPIRO, CHIEF MEDICAL 
CONSULTANT, NATIONAL REHABILITATION COMMISSION; 
AND EDWARD McGRAIL, CHIEF OF INFORMATION AND RE- 
SEARCH, NATIONAL REHABILITATION COMMISSION, THE 
AMERICAN LEGION 


Mr. Davis. We have tried to cover them, Mr. Teague. 

My name is Bertram G. Davis, legislative assistant to the director, 
national legislative commission. 

Our principal witness this morning is Mr. Corcoran, director of our 
rehabilitation commission. 

I furnished the committee with 27 copies of our statement plus an 
addendum which I ask be incorporated in the record at the end of the 
testimony. 

The CuarrMan. Without objection, it will be incorporated in the 
record. 

Before we start, I am sure you know we used your study on the 
Oklahoma City hospital on veterans, and I do not know how many 
studies you have made. I do not know that we would want to put 
them all in the record, but we would like to have them. 

Mr. Corcoran. We do have, Mr. Teague, a considerable number. 
I think it is the goal of our national field service to try to hit every 
hospital once a year, but they don’t do that. There are not enough 
representatives for hospitals, and, in addition to that, they visit 
regional offices and domiciliary homes. 

We have with us sample surveys for the hospitals in every State 
of members of this committee. But again, as was indicated earlier, 
they constitute a rather voluminous amount of material. 

We have made it a practice, as the chairman knows, to submit to 
the committee summaries of all surveys made periodically. 

The CuarrMan. All right, sir. Go right ahead. 

Mr. Corcoran. Mr. Chairman, before I begin may I make a 
reference to the fact, as Mr. Davis did, that we have with us this 
morning T. O. Kraabel who was the director for 17 years, and since 
January of this year has been consultant. And also Dr. Shapiro, 
our senior medical consultant, who has been engaged and engrossed 
in this work for many, many years, since the early twenties, and 
also Ed McGrail, our chief of information and research. 

The committee knows how interested these people are and how 
well informed these people are, and I ask them to supplement and 
help me on any points that may come up during the hearing. 

Mrs. Rocers. They have given very dedicated service over many, 
many years, I know very well. 

Mr. Corcoran. In addition, with your permission and in the 
interest of time, as Mr. Davis also indicated, we would submit an 
addendum which covers certain specific issues raised during the 
hearing, and, also with your permission, I would like to paraphrase 
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briefly and give some comments on those issues when I reach that 
olnt, 
m The Cuarrman. Without objection, that will be done. 

Mr. Corcoran. The national rehabilitation commission of the 
American Legion is very appreciative of the opportunity to be heard 
before this committee on the important and challenging subject of 
the veterans’ hospitalization program. We are grateful to the chair- 
man and members of the House Committee on Veterans’ Affairs for 
their penetrating and persistent inquiry of the plans and policies 
governing this great humanitarian project. 

It is a salutary and constructive move to have these hearings. 
They should serve to clarify and stress the fundamentals written into 
law by the Congress. They will, we hope, afford guidelines to a 
fuller understanding of administrative problems and the solutions 
proposed. And, certainly, we look forward to a declaration or state- 
ment by this committee, after due consideration to all that will have 
been brought forth by the committee’s own findings, the statements 
of the Executive Office of the President—Bureau of the Budget— 
the presentation of the Administrator of Veterans Affairs, the allega- 
tions of groups and individuals opposed to certain features of the 
program, the testimony of organized veterandom as submitted by: 
congressionally chartered veterans’ associations and others recognized 
by this committee, and the Veterans’ Administration. That state- 
ment or resolution will loom most important to Government and 
citizens alike in the immediate and future assessment and planning 
for the sick and disabled war veterans of this country. 

We respectfully submit that the veterans’ hospitalization program 
as inaugurated and supported by Congress has become and will remain 
an integral part of the American scene. It is, as has been often stated 
by the chairman and members of this committee, the greatest beneficial 
program for sick and disabled veterans this or any other country has’ 
instituted. 

It is so often misunderstood, however, or it is only partially compre-’ 
hended by those who would see only the part to which they are 
opposed. Or facts as to admissions and discharges, cost per bed 
per day, length of stay, service connected versus nonservice connected, 
are miscontrued or twisted in an attempt to make the whole enterprise 
one of such exorbitant cost as to startle the public to a demand for 
its drastic curtailment or even elimination. ‘The oft-expressed creed 
of these opponents is: the best the Federal Government can provide 
for those sick and disabled because of their war service, but the so- 
called nonservice connected should be cared for through their own 
devices, their local communities, counties, and States. 

Such a belief fails to acknowledge the fact that the high quality 
of medical and hospital care rendered the service connected at VA 
hospitals is maintained and fortified by the extent to which VA 
doctors, consultants, and attendants have opportunity to practice 
modern medicine and surgery on the great variety of afflictions 
which eligible patients classified as nonservice connected bring to the 
VA. This was eloquently expressed a few years ago by Dr. Derrick 
T. Vail of Chicago, when he stated the position of the Veterans’ 
Administration Special Medical Advisory Group. 

Careful consideration of just what would ensue should this program 
be restricted to only the service connected impels the conclusion 
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4558 VETERANS’ ADMINISTRATION HOSPITALS 


that the high quality of medical and hospital care would deteriorate. 
The validity of this is borne out by the opinion of our medical advisory 
board, our medical consultants, and other professional persons with 
experience in this field. 

Underlying all the surveys, investigations and projections of this 
program are certain firm essentials. They have been set forth and 
stressed by this committee and by the chairman in his inquiry of the 
President last April. They bear repeating. They have survived 
the infamous Economy Act of 1933, the impact of World War II, 
the opposition of the then Administrator of Veterans Affairs to their 
extension to veterans of that conflict, and the repeated and con- 
tinuing attacks of the American Medical Association, the Chamber 
of Commerce of the United States, National Association of Manu- 
facturers, and others whose motives rarely have been described as 
humanitarian. 

These essentials have been recognized and supported by the Con- 
gress, by at least three Presidents— Mr. Coolidge, Mr. Hoover and 
Mr. Truman— by outstanding men of medicine serving on the Medical 
Advisory Board of the American Legion, by equally distinguished 
physicians and surgeons serving the Veterans’ Administration, by 
organized veterandom, by organized labor and by the people back 
home who are close to their service-disabled veterans and to their 
veterans who may be ill, with inadequate means or none at all, to 
care for themselves and have no place to turn except to the Federal 
Government which they helped preserve. 

Mrs. Rogers. Mr. Chairman? 

The CHarrman. Mrs. Rogers. 

Mrs. Rocrrs. I would like to ask a question. 

You speak of the three Presidents, Coolidge, Hoover and Truman. 
Do you feel that President Eisenhower and the Congress now are not 
trying to do all we should for the veterans? 

Mr. Corcoran. Mrs. Rogers, what we had reference to there 
are specific public declarations by the Presidents in support of the 
nonservice-connected hospital program, and that is why it is so 
limited. 

Mrs. Rogers. Those three Presidents? 

Mr. Corcoran. Yes, ma’am. 

Mrs. Rocrmrs. However, you do feel that the Veterans’ Adminis- 
tration is trying to have the best medical care they can have today? 

Mr. Corcoran. I certainly do, Mrs. Rogers. 

Mrs. Rocerrs. I would like to know because we are going into the 
whole program and it is very important to have your point of view 
and make a study of it all. 

Mr. Corcoran. We recognize that the Budget Bureau wields 
great power over what the VA may request and spend in the admin- 
istration of the veterans hospitalization program. We think that the 
Budget Bureau has taken over much that Congress intended the 
Administrator should have by way of administrative powers and 
latitude of judgment. 

We have observed that endowment of intellect, prudence, foresight, 
good judgment, ability and patriotism among VA officials is at least 
equal to that of those who, in sheltered jobs within the murals of the 
Bureau of the Budget, presume through slide rules, calibration and 


statistics to restrict and reduce the operation of VA’s Department of 
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Medicine and Surgery. The mission of the Department of Medicine 
and Surgery is to care for sick veterans, legally eligible and requiri 
hospital attention. The mission of the Budget Bureau is to ceaneel 
expenditures and save dollars. We hope that these hearings will 
suggest reasonable and effective procedures to insure that the mission 
of the Veterans’ Administration and the will of Congress cannot be 
thwarted. 

‘ The Veterans’ Administration is a creature of Congress. It is a 
great institution. It has a humanitarian mission. And the most 
appealing part of this mission perhaps is the program under discussion 
today. In the conduct of that program the Veterans’ Administration 
has contributed in a most telling way to the advancement of medical 
science and care for all humanity. The document prepared by this 
committee telling the story of VA research confirms this. 

Is this a fair question: 

If it were possible to compute or assess the value of what the 
Veterans’ Administration has contributed to the total of medical and 
hospital science through treatment, studies and research of veterans’ 
ailments, how would that amount compare to the “excessive burden 
on taxpayers” about which opponents of the program continue to 
cry from year to year? 

We are convinced that a fair appraisal would return the verdict 
that the-American people are the composite beneficiary of what has 
been brought forth and will continue to be brought forth by VA ex- 
perience with the greatest reservoir of clinical data and material ever 
gathered in this country, that of the American war veterans. Should 
that be found to be true there would still be an objection. The 
program is under Federal auspices, and Federal medicine will be 
ruinous. 

Hearken to the words of a distinguished Member of Congress just 
a few years ago when he said, in substance: The doctors of this 
country; will have only themselves to blame if socialized medicine 
should be enacted. 

The conduct of this program calls for meticulous attention to and 
observance of the provisions of law enacted by Congress and the 
regulations promulgated by the Administrator of Veterans’. Affairs. 
These “devolve upon veterans themselves, upon service officers of 
veterans’ organizations, upon practicing physicians, upon VA officials 
and upon Members of Congress. Each of us has a part to play. 

The program should be conserved for and used by those found 
eligible according to rules laid down by both Congress and the VA. 

Although projections for the next 20 to 50 years may show a steady 
decline in the number of service-connected requiring hospitalization, 
realism and the uncertainties of the future would demand the pres- 
ervation of the VA system of hospitals. There is the ever-growing 
problem of the aged and aging. Latitude of judgment and authority 
to convert where and when required should be the Administrator’s 
and the Chief Medical Director’s. Adequacy of funds for the opera- 
tion of the enterprise from year to year, without fear of sudden 
restrictions or curtailments, is essential. Some assurance to the 
dedicated doctors, professional personnel, and all who make up the 
team ‘giving medical and hospital care should not be lacking in their 
respective assignments. 
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The plight in which the program finds itself in some quarters of the 
country is explicitly set forth in the resolution by the 23 VA managers 
coming out of a meeting at San Francisco some months ago. 

We of the American Legion pledge to this committee, to the VA, 
to the Executive Office of the President, to Congress, to the veterans 
of our Nation, and to the people that we will continue to do our 
utmost to make sure that this great and humanitarian program is 
preserved and made as effective as Congress intended. : 

I thank you again, Mr. Chairman, for the privilege of appearing. 
I oe tytn request permission to submit the attached addendum 
which sets forth specific comments on certain issues raised by the 
correspondence from the chairman of this committee and the replies 
thereto. 

(The material referred to follows:) 


ADDENDUM TO STATEMENT OF JOHN J. CORCORAN ON SUBJECT OF VETERANS’ 
HOSPITALIZATION, JULY 23, 1958 


The following specific comments are respectfully submitted on certain questions 
being considered by the House Veterans’ Affairs Committee and on related mat- 
ters: 

HOSPITALIZATION OF THE NON-SERVICE-CONNECTED 


All agree that the service-connected are entitled to and must receive the best 
possible medical care. The American Legion is grateful to this committee and to 
the Congress for the fine hospital system which now serves veterans. The Nation 
can be justly proud of the medical care furnished. The Legion is proud, too, of 
the part it played in the history of events leading up to the present highly com- 
mendable situation. Significant, we think, was the resolution adopted by our 
national convention at Milwaukee in 1941 which required ‘“‘that a complete re- 
organization be made by the Veterans’ Administration of its medical service.” 

he area of controversy, at least for the present, centers about the hospitaliza- 
tion of the non-service-connected. The American Legion supports the existing 
law providing hospitalization for the non-service-connected. Many of our 
national conventions and national executive committees have stated this to be the 
position of our organization. The national convention in 1934 explained the 
underlying philosophy in this way: ‘“The Legion is proponent for hospitalization 
in Federal hospitals for disabilities not service-incurred only when:it is actually 
necessary and in cases where the veteran is unable to pay for care privately. This 
is a privilege granted to all citizens in similar circumstances in private or public 
hospitals. The responsibility for the medical care of the civilian group is in‘ the 
community; the responsibility for the care of the veteran who fought for the 
whole people is vested in the Federal Government.” 

The American Legion supports the hospitalization resolution adopted by this 
committee on March 24, 1954, after exhaustive hearings. That resolution, stated 
in part that the committee approved the continued hospitalization of non-service- 
connected neuropsychiatric and tubercular veterans and also approved the con- 
tinued hospitalization of other groups of non-service-connected veterans where 
beds are available and the veteran does not have the ability to pay for private 
hospitalization. 

At our most recent national convention (1957) the delegates resolved that ‘“‘the 
veterans hospitalization program established by Congress and administered by 
the Veterans’ Administration shall be preserved for those suffering from service- 
connected disabilities and for other war veterans who are unable to obtain and 
pay for hospital care and who may be suffering from nonservice ailments,’’ The 
delegates also noted that “the limited number of VA hospital beds calls for strict 
observance of the requirements laid down by Congress and the order of ‘priority 
established under the law.” 

Hospital care of the non-service-connected has been authorized since the act 
of April 20, 1922, when Congress permitted such care for veterans of the Spanish- 
American War, the Philippine Insurrection, and the Boxer Rebellion who were 
suffering from specifically described non-service-connected disabilities. The World 
War Veterans Act of 1924 authorized hospitalization for non-service-connhected 
disabilities when existing Government facilities permitted and when the veteran 
was unable to defray the cost of such care himself. 
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The VA hospital system employs, on a full-time basis, about 2 percent of the 
active physicians in the Nation, and about 3 percent of the professional nurses. 

The VA hospitalization program has rendered the very best medical service 
not only to the veterans of this Nation but also to American medicine as a whole 
and, indeed, to world medicine. 

A program which has been in being for 36 years, which has done so much for 
so many with such a small portion of the profession, must be continued. 


HOSPITALIZE ONLY THE SERVICE-CONNECTED 


Critics of the present program urge that only the service-connected be hospital- 
ized by VA. The answer to this recommendation was made with great eloquence 
by Dr. Derrick T. Vail in a letter dated November 27, 1953, to officials of the 
AMA. Dr. Vail was chairman of the VA Special Medical Advisory Group, a 
committee established by Congress, composed of representative physicians in 
association with others involved in the problems of medical care. The Medical 
Advisory Group, the majority of its members being also members of the American 
Medical Association, was in a uniquely favorable position clearly to see both 
sides of the controversy, completely unbiased by pressure considerations of 
either the AMA or the VA. he American Medical Association had taken the 
stand that veterans with tuberculosis or mental disease, nonservice in origin, 
should be permitted VA hospitalization only unitl States and local communities 
are able to assume the burden, and that all other veterans with non-service- 
connected disabilities unable to support the financial burden should be treated by 
municipal, county, or State facilities. Commenting on this for the Medical 
Advisory Group, Dr. Vail wrote: 

“We sincerely believe that should the policy of the AMA, * * * prevail, the 
excellent medical care that the veteran with a service-connected disability is now 
receiving will rapidly sink to a very low level of simply long-term chronic care. 
The reasons for this should be self-evident. 

“1. The VA will not attract, as it does now, the exceedingly high type of physi- 
cians required for first-class professional care of the sick. 

“2. The Deans committees, key factors in the high level of professional care 
provided by the VA hospitals under their influence, will cease to interest them- 
selves in the staffing of these hospitals with proper attending and consulting 
physicians or with residents who are essential for the proper care of the sick. 
Nor will they be interested in establishing proper training, education, and re- 
search programs when the patient material available is only that found in chronic 
hospitals. 

“3. The research programs, since 1946, resulting in the solution of many medical 
problems of great value to all people everywhere will be abolished. It is doubtful 
that some of these problems could have been solved so readily or quickly in 


+ non-VA hospitals. * * * 


“4. As the result of limiting VA hospitalization only to the service-connected 
disability patient, the present essential and valuable resident program will dis- 
integrate and the veteran ‘who deserves the finest medical care’ will be given 
indifferent care by incompetent medical hacks and politically appointed lame 
ducks of medicine who are the only ones interested in sinecures that offer neither 
stimulating problems of diagnosis and treatment nor opportunities for their ad- 
vancement in education and possibilities for research. or these problems require 
a keen sense of duty and responsibility for the care of the patient and advancement 
of knowledge. These qualities are not possessed by the ‘lame ducks’ of medicine, 
the failures, the alcoholics, and misfits. 

“We believe, further, that the veteran is a citizen particularly worthy of extra 
attention and special consideration, when he is financially unable to support the 
cost of medical treatment and the necessary hospitalization, regardless of whether 
his condition is due to service- or non-service-connected disabilities. In other 
words, historically he is and always has been a citizen set apart and above other 
citizens * * *” 

The American Legion believes that this expression by a distinguished doctor, 
not a member of the VA staff, refutes the argument of those who would eliminate 
care of the non-service-connected. It establishes that the recommendations to 
serve only the service-connected and to furnish them the best possible medical 
care are mutually exclusive, for if you treat only the service-connected the standard 
of care will sink to an unacceptable level. 
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NUMBER OF BEDS 


Before discussing the position of the American Legion on how many hospital 
beds there should be in the future, we should like to make 1 or 2 observations on 
the past and the present. As of June 30, 1940, the VA was operating 86 hospitals 
with 59,367 beds for a veteran population of 4,286,000—a ratio of 1 bed for each 
73 veterans. About that time President Roosevelt approved a hospital program 
that would provide 100,000 beds for the World War I and other veterans, the 
program to be completed by 1950. World War II, of course, intervened and 
prevented the completion of that program. 

As of June 30, 1957, VA had 173 hospitals (now 172) with a rated or constructed 
capacity of 128,421 beds. Since the war veteran population had grown to 
22,633,000, this hospital system would provide 1 bed for each 177 veterans. 
Bed capacity, then, has decreased from 1 bed for each 73 veterans to 1 bed for 
each 177 veterans. 

Nor is the forecast for fiscal year 1959 reassuring. According to information 
furnished, there is a contemplated reduction both in average operating beds and 
in average daily patient load. And this is predicted despite the activation of 
beds in new construction. 

In February 1957 Mr. Harvey Higley, as the Administrator of Veterans’ Affairs, 
advanced the idea to this committee that consideration should be given to estab- 
lishing a “‘plateau’”’ of 125,000 beds for VA. That testimony has been interpreted 
as indicating that Mr. Higley meant a hospital system where all facilities had a 
total of 125,000 operating beds. 

Mr. Higiey’s proposal would call for a slight inerease in the number of operat- 
ing beds now available. In addition, the plan would previde more flexibility in 
the administration of the system. Shifts in veteran population would:be- met ‘by 
additional beds in Florida, Texas, southern California, New Orleans; and the 
New York area. 

Mr. Higley’s plan would require an expression of congressional policy on the 
number of beds to be operated and made available to sick and disabled war vet- 
erans. A plateau would be established from which the Veterans’ Administration 
could work upward or downward, as necessary. The enunciation of such a policy 
would have many beneficial effects. 

The American Legion has taken no official stand on the Higley proposal. In 
1952 the delegates to the New York national convention indicated that they felt 
no fixed and arbitrary limit could be placed on the number of hospital beds needed 
but that the Congress should determine the number to be provided on the basis 
of needs as the needs arise and as staffing can be secured. 

It seems likely that the national convention meeting in Chicago September 
1-4, 1958, will again consider this subject. The convention will have the benefit 


of the survey-projection, dated June 4, 1958, prepared by the Veterans’ Adminis-; 


tration and the Bureau of the Budget. The convention also will have the valuable 
information elicited in these hearings. This committee will be advised, of course, 
of any action taken on this important subject. 


WAITING LISTS 


In a discussion of the hospitalization program a word must be said about the 
waiting lists. The term “waiting list’’ as defined by the Veterans’ Administration 
does not include all the applicants whose eligibility has already been established 
and who are awaiting admission to a VA hospital. If it did it would be at least 
2 times the 25,000 figure reported on June 30, 1958. Not carried on the waiting 
lists, for example, are those thousands who have been given some future date on 
which to report (usually within 30 days), those on CBOC (completed bed occu- 
paney care) status (a small percentage of whom will return each month), those on 
leave of absence, ete. Nor can the waiting list ever reflect the number of appli- 
cants whose eligibility is in the process of being determined, or the many who 
decline to file when thev are apprised of the long delay to be anticipated, or those 
who are medically rejected (improperly, in our opinion) because of the tight 
situation. 

It is important to know that the waiting lists are not representative of the num- 
ber waiting to be admitted. tecently we saw a situation in which a hospital 
manager reported none on the waiting list. Yet, upon inquiry, he stated that the 
number 107 more realistically represented his immediate 15-day load than did 
the statement “‘no waiting list.’ Aud this was in a hospital with an average 
daily patient load of 225. 
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THE FISCAL SITUATION 


The amount of money provided by the Congress is an inherent part of any 
consideration of the VA hospitalization program. If insufficient funds are appro- 
priated, or if the funds appropriated are inefficiently managed, then the standard 
of medical care will sink. 

We have seen some evidence lately which indicates that positive steps must be 
taken lest the standard of medical care deteriorate. We recall that the managers 
of 23 western hospitals declared that due to rising costs the funds being provided 
were, in their professional opinions, inadequate. One of our national field repre- 
sentatives recently interviewed a hospital manager who said that supplies were low 
and that replacing or purchasing equipment was impossible. The standard ration 
pattern, a dietary criterion approved even by the Budget Bureau, may go down in 
some hospitals this year. Where a TB bed is discontinued, the hospital’s budget is 
reduced $7,000. Since it costs far less to operate the bed, the rest of the system 
must absorb the balance of the loss. 

The situation which occurred in the fourth quarter of fiscal year 1958 had 
a devastating effect upon the hospitalization program. In March the Chief 
Medical Director advised his managers that it would be necessary to cut expendi- 
tures 2 percent for the final 3 months of the fiseal year. Many employees were 
given r. i. f. notices and managers indicated that a large number of beds would 
be closed. Subsequently Congress appropriated the necessary funds but mueh 
damage had been done. Reports received indicate several cases in which valuable, 
needed, technical and professional personnel resigned as a direct result of the 
conditions which obtained in the fourth quarter of fiscal year 1958. 

Consider the effect on the efficiency and morale of the employees of the VA 
Department of Medicine and Surgery. This unquestionably contributes to the 
already difficult recruitment problem. 

The American Legion has long urged that adequate funds be provided for the 
hospitalization program. We believe there should be a continuous program, one 
not subject to boom and bust tactics. The VA should be permitted to develop 
and maintain its hospital program. VA personnel should be paid at the going rate. 
A secure career service should replace the feeling that reductions in force lie 
always just ahead. 

CARE OF THE AGED AND AGING 


To an increasing degree the problems of the aged and aging are an integral 
part of the programs now covered in veterans affairs. By whatever title such 
programs for the aged and aging are covered, whether it is in care for the chronic 
long-term, gerontology, or any other designation, it is apparent that VA has a 
big responsibility. This is recognized in the inclusion of VA representatives on 
the President’s Commission considering care of this group. 

To a small degree VA has experimented with special units established to meet 
the needs of such war veterans. There is another medical opinion that such 
groups should not be handled separately, but should get a special type of care as 
a part of the general grouping of patients in general medical and surgical hos- 
pitals. The modern 500-bed VA hospital is a compact unit designed to treat all 
types of care. 

In consideration of non-VA medical facilities, such as Hill-Burton, the idea now 
is being advanced that “emphasis needs to be directed toward construction of 
facilities for the chronically ill as a part of a general hospital, toward construction 
of nursing home facilities, and toward the modernization, renovation, and re- 
modeling of existing hospitals.’’ 

Collaterally with consideration of this type of construction as adjuncts to 
general hospitals there is the thinking that to devote large institutions to mental 
patients is outmoded. 

And again there is the modern thinking which holds ‘‘there is an urgent neces- 
sity for making every effort to hold the cost of medical care for the individual to 
the minimum by sharply tailoring medical care to the individual’s particular 
needs.” 

In terms of VA facilities this might mean establishing institutions adjacent to 
existing VA facilities where a type of care somewhere between that given in domi- 
ciliaries and that provided by VA hospitals could be provided. 

Such institutions could be helpful in caring for the veterans who have recovered 
from mental illnesses and need a place where they may be cared for during the 
interim period that exists between time of discharge from hospital and complete 
aeceptance in the community. 
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There are other groups who might be benefited through such a type of facility 
during the time they are on a trial period in going back to employed status. 


BUREAU OF THE BUDGET 


The repeated and consistent recommendations of the American Legion for 
betterment of Veterans’ Administration medical and hospital services found 
their most forceful expression in Resolution 528 of the 1941 national convention. 
Despite delays following substantial approval of what this resolution proposed by 
referee committees, it was not until the close of World War II that fruition of the 
recommendations began to be realized. Under Dr. Paul R. Hawley and Dr. 
Paul B. Magnuson the concept of VA medicine was to provide a quality of medical 
care second to none. Through the programs established by these administrative 
and professional leaders that goal was accomplished to an outstanding degree. 
Adm. Joel T. Boone and Dr. William 8. Middleton have valiantly put forth efforts 
to maintain this same high standard. However, during their regimes the intrusion 
of Budget Bureau policies of control of expenditures, reduction of beds, curtail- 
ment or delay in purchases of equipment, medical supplies, etc., and deferment 
of repairs and replacements became more manifest. The effect of such policies 
is set forth in a vigorous manner in the resolution adopted by the 23 VA managers 
above referred to. Quality of medical practice is impaired, morale of personnel 
is lowered, valuable professional people resign, and the whole program suffers. 
It is the contention of the National Rehabilitation Commission that the Ad- 
ministrator and Chief Medical Director must have the authority, latitude of 
judgment and adequacy of funds to run the VA hospital system if this important 
program is to be preserved and operated as intended by Congress and the American 
people. 

The Cuarrman. Thank you, sir. 

; Omar, do you want to answer that question now so we can turn you 
oose? 


FURTHER STATEMENT OF OMAR B. KETCHUM, NATIONAL LEGIS- 
LATIVE AND REHABILITATION DIRECTOR, VETERANS OF 
FOREIGN WARS 


Mr. Kzetrcuum. Mr. Chairman, all I can say is that the testimony 
as recorded in the hearing record certainly justifies and supports our 
contention that the Administrator of Veterans’ Affairs and the Chief 
Medical Director are operating under wraps, and that they are being 
given each year they come before the Congress definite limitations of 
X number of dollars that they are supposed to ask for rather than X 
number of beds, and they do their best to try and protect, apparently, 
those who give them the orders. 

It is very apparent to me that they in this testimony haven’t asked 
for enough beds and enough money. 

The CuarrMan. That is the point I was trying to make. They 
didn’t even ask for the money. 

Mr. Kertcuvum. I think, in fairness to the Administrator and the 
Chief Medical Director, they are appointees of the White House and 
I don’t think in good conscience that they can come before the Appro- 
priations Committee and go all out in stating what they really need 
as compared with what they have been asked to take. I think this 
more or less justifies it and certainly supports our contention, Mr. 
Chairman, that they simply are not asking for enough beds or enough 
money to operate enough beds to take care of enough patients because 
they are given a ceiling in terms of X dollars which the administra- 
tion or the Bureau of the Budget believes can be allocated for this 
p se in relation to the total Federal budget, and it is not based on 
needs, on experience or waiting lists. 
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The CHarrMan. Thank you, Omar. 

John, I want to congratulate you on your statement. In my 
opinion, you have a good one. 

Mr. Corcoran. Thank you, sir. 

The Cuarrman. I want to say to you people, just like I said to the 
VFW, if you people will try as hard to get the message across the 
country as to what our problem is in this hospital field as you do when 
you disagree with me on something, I think you will do a lot of good. 
I do not think you have. 

Your national commander put a fine article in your magazine, in 
the July issue. I would like to put that article in the record. 

(The material referred to is as follows:) 


e [The American Legion Magazine, July 1958} 
News of the American Legion and Veterans’ Affairs 


Dry Rot Eatinc Vets Program UNpER HippEN FEpERAL POLIcIEs 


The United States veterans medical program, once the pride of the world, 
moves into the Government fiscal year of 1959 suffering dry rot as the result 
of deliberate but undeclared Federal policies of erosion and attrition of its staff, 
facilities, and services. 

The Veterans’ Administration is closing from daily use some 850 of its hospital 
beds for 1958-59. There is no declared policy of the Congress or the President 
to close the beds, simply a denial of funds to keep them open. 

The use of nearly 5,000 VA hospital beds was denied eligible patients in recent 
years without any declared policy of the Congress or the administration to deny it. 

As the beds are closed out, VA staff members who man them are discharged 
or transferred, without any declared policy of the Congress or the President to 
reduce the staff. 

As some VA staff members are let out in the continuing attrition, the morale 
of the remaining staff dwindles and they look around for new places to work 
before the hidden ax swung by undeclared policy catches them unprepared. 

The Veterans’ Administration has not recommended any policy of closing 
hospital beds, firing staff, or demoralizing the remaining staff. When he knew 
he was going to resign, the last Administrator publicly declared himself in favor 
of opening more beds—in the face of a waiting list of eligible patients now swelled 
to 27,000, of whom some 16,000 or more are mental cases. 

The VA hospital system has a rated capacity of some 128,000 beds. Its daily 
patient load is now some 17,000 below rated capacity. The daily load is shrink- 
ing not for want of eligible patients, but through fiscal policies imposed by the 
Bureau of the Budget, unsanctioned by any law or any publicly declared policy 
of the President or the Congress. 

The physical plant of the United States veterans hospitals is beginning to 
deteriorate, bit by bit, for lack of proper current maintenance and modernization. 

There is no declared policy of the President to permit the splendid plant to 
deteriorate. 

There is a definite policy of the Congress to maintain and modernize the 
physical plant of the hospitals. 

Ordinarly maintenance of the physical plant is suffering because of under- 
budgeting by the Budget Bureau. 

In some instances, funds appropriated by Congress for plant improvement 
have gone unspent by delaying tactics of the Budget Bureau—such as quibbling 
from 1 year’s end to the next about minor technicalities of new construction 
such as the width of corridors or the size of doors. 


OWN POLICY 


Apparently the Budget Bureau has a policy of its own. which it prefers to that 
of the Congress. A year or so ago, Assistant Budget Director Robert Merriam 
told the House Committee on Veterans’ Affairs that there should be 40,000 VA 
hospital beds, instead of the 128,000 which the coe had provided. The 
present pattern smacks of outright conspiracy of the Budget Bureau to impose 
its own “legislative policy”, eroding the veterans hospitals down to size by financial 
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tte through practices completely contrary to the true purpose of a Budget 
ureau. 

Beyond question this assumption of devious legislative powers by the Bureau 
must erupt in a public scandal, a congressional rebellion and possible reorganiza- 
tion of the Budget Bureau with tighter legal controls on its authority, given only 
time. 

Having been denied the use of five thousand-odd available beds in recent years 
under budgetary pressure, the Veterans’ Administration continued in May and 
June to close down more beds in anticipation of the 1959 budget. 

The new withdrawal of operating beds was spread around the country—5 here, 
10 there, 90 elsewhere. 

TB beds got the biggest slash (550 more beds closing down). TB needs have 
slackened off, but the VA could convert the beds to more pressing needs, especially 
for the chronically ill and the aged. To check any such progressive step, the 
Budget Bureau recently ordered the VA not to convert any TB beds to other uses— 
in short, to compel the national investment in the TB beds to become useless. 

Beds for mental patients were being cut back by 250 in the face of a waiting 
list of 16,000. General medical beds felt a 150 bed reduction. With the beds 
went more staff—doctors, nurses, technicians who had manned them. 

Some national economy groups had been asking for such savings. They 
presumably admired the budgetary way of doing the job expeditiously without any 
annoying public debate or congressional sanction. 

Nationally, the chamber of commerce was among those which had asked 
month in and month out that the Federal veterans program be cut back in some 
such way. 

Locally, it was a different picture. When the VA began shutting down 90 beds 
at its Martinsburg, W. Va., hospital and laid off 48 employees, the Martinsburg 
Chamber of Commerce became the spokesman of many local protesting groups. 

But there was small chance that the 90 beds would be restored to Martinsburg. 
VA Administrator Sumner Whittier was there in person to explain the technicali- 
ties to the local people. Only hope seemed to be that Congress would pass specific 
laws to reopen the particular beds and provide money that the Budget Bureau 
wasn’t asking for and wouldn’t let the VA request. That’s the kind of legislation 
that amounts to congressional war with the administration. But some Congress- 
men were ready for it. 

The citizens and businessmen of Martinsburg would feel the cutback in business 
lost, employed persons suddenly unemployed or gone elsewhere, Federal funds that 
used to be spent not being spent. 

Something was said now and then about the sick veterans who would be denied 
care at Martinsburg, but mostly the talk was about what was good for business, 
how the local economy would be hurt, how little money the VA had. 


SIDETRACK 


Somehow, both sides of the argument revolved around the interests of everyone 
but the patients in need of the beds. It was a not so funny frame of reference for 
discussion of a hospital operation. 

Meanwhile, not only in Martinsburg but elsewhere around the country, it 
seemed that the dairy and pharmaceutical businesses were being hurt too. 

Was it true that less milk was being sold to the VA hospitals? Visitors re- 
ported that patients in the remaining beds were being denied their usual glass of 
milk at bedtime and other rations were being curtailed. 

Was it true that less medicine was being sold to the VA? Reports were going 
the rounds that veterans entitled to medicine from the VA were getting it slower— 
and slower meant less of it. 

Veterans entitled to outpatient care were being cut down in the frequency of 
their visits, it was reported. 

Those in the know confirmed some of the rumors, and said it was a helluva way 
to run a hospital. 

They included the 23 managers of VA hospitals in 7 Western States who got 
up on their hind legs in March and laid it on the line. 

The 23 managers said they could neither maintain the quality of medical care 
nor the condition of their hospital buildings and facilities on the amount of money 
the Budget Bureau was letting the VA request to carry out its program, 

By 1960, said the 23 managers, they would need $10 million more for their 23 
hospitals alone than they got in 1958. It was a plain public statement which 
showed that the 23 managers had the guts, if not the money, to do their jobs. 

But as the new budget for 1959 shaped up they were again getting less, not 
more. Hence the new wave of cutbacks. 
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THE $64 QUESTION 


Representative Olin Teague of Texas, chairman of the House Veterans’ Affairs 
Committee, said flatly that the cutbacks and the scrimping were not the policy 
of Congress. They were contrary to existing law, he said, and the Budget Bureau 
was responsible, 

On April 22 he wrote the President, cited the laws being obstructed, stated that 
the President’s Budget Bureau was doing the obstructing, and asked the President 
directly if the Bureau were obstructing the law with the President’s knowledge 
and approval, 

That was the $64 question. When the executive branch of the Government 
pledges to carry out the laws of the land, may it abandon any laws for which 
it lacks enthusiasm by the ruse of not asking for the money to carry them out, 
or refusing the money to the responsible agency? 

That is what the Budget Bureau is doing, Teague told the President. The 
law authorizes the Veterans’ Administration to put its available beds to use 
for the care of eligible patients. The Congress has made the beds available. 
The Budget Bureau, with its financial control over VA operations, has, on its 
own initiative, made about 6,000 of the beds unavailable over recent years. 

Teague offered to make the question clearer. He would offer bills in Congress 
to spell out exactly how many beds the VA would operate, but would delay in- 
troducing such drastic legislation pending an answer from the President as to 
his future plans. 

By June 1, Teague had not reported any answer from the President, and the 
VA was continuing to close out more beds. 


THE LEGION’S POSITION 


In the face of the continued erosion of VA hospital facilities and staff, the 
national executive committee of the American Legion passed the following reso- 
lution in May, and National Commander Gleason immediately wrote the Presi- 
dent urging that he take appropriate action: 


Resolution 37, national executive committee, May 1958 


“The certified waiting list of eligible applicants for hospitalization at VA hos- 
pitals as of April 24, 1958, has grown to more than 28,000. 

“This eligible list does not reflect the true number of prospective needy appli- 
cants (seriously ill veterans) for whom local physicians call VA hospitals, and no 
applications are filed because there are no beds available in the foreseeable future, 
thus increasing the burden in already overcrowded local hospitals and on the local 
taxpayer. 

oThe need for VA hospital beds is accentuated by the economic distress many 
veterans are suffering. 

“The Budget Bureau has denied VA that latitude of action which would permit 
VA to utilize for the care of long-term chronic and other seriously ill patients a 
TB or other type bed not currently needed as such. 

“The chairman of the House Veterans’ Affairs Committee has clearly and fully 
pointed out to the President that current policies being followed by the VA at the 
direction of the Budget Bureau have resulted in the withdrawal from use by vet- 
erans effective December 31, 1957, nearly 5,000 beds (4,974). 

“One thousand six hundred and eighty-two beds were closed in the VA system 
during fiscal year 1957. 

“The Budget Bureau plans for a further decrease in the number of beds avail- 
able to veterans for fiscal year 1959. 

“The American Legion urges the President to reverse the Budget Bureau policy 
of constantly and continuously reducing the number of beds available for care and 
treatment of sick and disabled veterans, through the control of fiscal policy, and, 
further, that the President use the power of his office to secure an increase, rather 
than a decrease, in the number of usable VA beds in fiscal year 1959.” 


The Cuairman. I know that the American people will support this 
hospital program from A to Z, if we operate it the way the law says, 
and keep it clean. But I do not think you people have even scratched 
the surface in getting the message out across the country the way you 
do when you disagree with me on something. 

Mr. Corcoran. I would have to disagree with the chairman’s com- 
ment on that. I think that we have been fighting the Bureau of the 
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Budget on the points that we disagree with them on just as hard as 
we differ with any Member of Congress on similar points. 

The Cuarrman. I think one of the biggest points would be news- 
paper clippings, and if you can show clippings where you have been 
raising the devil with the Bureau of the Budget I would like to see it, 
because I have not seen it. 

Mr. Corcoran. Every chance we get, in public speeches and before 
congressional committees, we have pointed out the weakness in the 
present situation of the Bureau of the Budget imposing upon the 
medical judgment and discretion of the Veterans’ Administration. 

At our last national executive committee, we passed two resolutions 
in which we criticized very strongly the Bureau of the Budget, and 
urged the Executive Office of the President to reverse the Bureau 
of the Budget and its policies and increase, rather than decrease, the 
number of beds available. 

The CaarrMan. Any questions? 

Mrs. Rogers. 

Mrs. Rogers. Is there somebody ahead of me? 

The Cuarrman. Mr. Meadows. 

Starr Director. I was going to suggest, Mr. Chairman, we put 
the resolutions in at this point, if possible. 

The CHatrMan. They will be placed in the record. 

(The resolutions referred to follow :) 


NATIONAL HEADQUARTERS, THE AMERICAN LEGION 
National executive committee meeting, April 30—-May 2, 1958 
RESOLUTION NO. 34. SPEED UP CONSTRUCTION OF APPROVED VA HOSPITAL PROJECTS 


Whereas the Federal Government is seeking and stimulating means of combat- 
ing the current economic recession; and 

Whereas there is pending a number of hospital construction and rehabilitation 
projects, as well as an approved construction program of new hospitals to replace 
older or outmoded institutions; and 

Whereas the national commander has been assured by the White Hotise that 
the “entire Veterans’ Administration hospital construction program is proceeding 
with the utmost dispatch consistent with prudent planning’’: Therefore be it 

Resolved by the national executive committee of the American Legion, meeting at 
Indianapolis, Ind., April 30, May 1 and 2, 1958, That the American Legion 
strongly urges a speedup on the part of the Bureau of the Budget and Veterans’ 
Administration in the preparation of drawings, specifications, planning, and 
actual building of these approved and necessary projects. 





RESOLUTION NO. 37. INCREASE NUMBER OF USABLE VA HOSPITAL BEDS 


Whereas the certified waiting list of eligible applicants for hospitalization at 
VA hospitals as of April 24, 1958, has grown to more than 28,000; and 

Whereas this eligible list does not reflect the true number of prospective needy 
applicants (seriously ill veterans) for whom local physicians call VA hospitals, 
and no applications are filed because there are no beds available in the foreseeable 
future, thus increasing the burden on already overcrowded local hospitals and on 
the local taxpayer; and 

Whereas the need for VA hospital beds is accentuated by the economic distress 
many veterans are suffering; and 

Whereas the Budget Bureau has denied VA that latitude of action which would 
permit VA to utilize for the care of long-term chronic and other seriously ill 
patients a TB or other type bed not currently needed as such; and 

Whereas the chairman of the House Veterans’ Affairs Committee has clearly 
and fully pointed out to the President that current policies being followed by the 
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VA at the direction of the Budget Bureau have resulted in the withdrawal from 
use by veterans, effective December 31, 1957, nearly 5,000 beds (4,974); and 

Whereas 1,682 beds were closed in the VA system during fiscal year 1957; and 

Whereas the Budget Bureau plans call for a further decrease in the number of 
beds available to veterans for fiscal year 1959; Therefore be it 

Resolved by the national executive committee of the American Legion, meeting at 
Indianapolis, Ind., April 30, May 1 and 2, 1958, That the President be urged to 
reverse the Budget Bureau policy of constantly and continuously reducing the 
number of beds available for care and treatment of sick and disabled war veterans, 
through the control of fiscal policy, and further, that the President use the power 
of his Office to secure an increase, rather than a decrease, in the number of usable 
VA beds in fiscal year 1959. 


Mrs. Rogers. To be fair to the American Legion and other organ- 
izations, I think that many statements that they make are not carried 
by the press. I know reporters tell me that they send news out and 
it is not carried. 

Mr. Corcoran. We find great difficulty, Mrs. Rogers. 

Mrs. Rocers. The gentleman is nodding his head there. They do 
not give you the publicity they would give you if you were fighting 
a watat the present time. We are fighting a world war. It is a very 
great service, but I do not think that the press is anxious for one 
reason or another. I do not mean the reporters are not anxious to 
tell the story, but those who control the press are not anxious. 

Mr. Corcoran. I agree with you, Mrs. Rogers. 

T. O., do you have something to supplement? 

Mr. Kraaset. Mr. Chairman and members of the committee, about 
5 years ago I was approached by a writer who wanted to get some 
facts about veterans’ programs and, particularly, about the hospital 
situation. I supplied him with all the material we had up to that 
time, including these surveys of hospitalized GM and S patients and 
how they had expended funds beyond their own limit before they 
were sent to the Veterans’ Administration, and how private doctors 
were instrumental in seeing that they got to the Veterans’ Admin- 
istration in many cases. I gave him all of this material and answered 
questions for about two days. 

The product of that interview was an article in Reader’s Digest, 
just taking the whole program and all of us over the coals for being 
a privileged class and that we were not entitled to it, the war veterans 
of this country. 

In reply to that, the national commander and the staff of the 
National Rehabilitation Commission finally prevailed upon Dr. 
Charlés*W. Mayo, at that time a member of our medical advisory 
board, to submit his comments and opinions about the total program. 
Dr. Mayo had come out of World War II from the Southwest Pacific 
area, had been engaged in combat and in treating the wounded of 
combat. He had a good viewpoint besides being a member of a very 
noted ‘clinical staff in Rochester, Minn. 

He did prepare the article, and we then asked the Reader’s Digest 
if they would run that article by this illustrious man giving the other 
side, the other view from the professional viewpoint and also from 
the viewpoint of the American Legion. 

They would not do that. 

We published it in The American Legion magazine. 

The point is the reluctance, it seems—that’s our experience—of 
the press to give the publicity on the side of the war veteran in its 
broad ‘terms. Specifically, when any one of them is in trouble or has 
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a problem he will come to a service officer of a veterans’ organization 
for help, and he will want the man admitted to a hospital or want the 
man’s case represented before the regional rating board or the Board 
of Veterans’ Appeals. They ask for that help in specific cases. But 
on the broad theory of it, no, they won’t buy that at all. 

That has been the experience of our organization down through 
the years. 

Mrs. Rocers. It is the policymakers, and I think that many 
Members of Congress are criticized for their interest in the veterans 
just as if Members of Congress should not feel that we have a great 
debt to you. 

Many veterans lost their jobs and were never able to get a good job 
back as a result of the war. Their purchasing power was taken away. 
Many of them have been ill. And, speaking of alcoholics, you mean 
in your added statement here that the doctors would be alcoholics? 

Mr. Corcoran. We are quoting from Dr. Derrick T. Vail, and 
apparently he is referring to the type of physician who he feels would 
drift into the VA hospital system if it were confined to the treatment 
of only the service connected. 

Mrs. Rocers. Of course, I think that many of the doctors, many 
of the veterans perhaps became alcoholics and drug addicts because 
of their service. 

Thank you very much. 

The Cuarrman, Mr. Dorn. 

Mr. Dorn. What the chairman had in mind a while ago was 
selling this program at the grassroots. 

Often at your national conventions there will be just a paragraph 
in the newspaper and nothing further down the line. 

You understand the situation here and you do at the national 
conventions, and I agree with the chairman. A lot of things have 
troubled Congress about this whole thing, and vou need to do a selling 
job back home at that local post. 

I can’t go through these big papers either, but I can go through 
the weekly and that is where your local post can always get publicity. 
They are the ones that put the advertisements in those papers. You 
are not going to get anything in Reader’s Digest, of course, or New 
York Times, but you can go back to those local posts and those posts 
in the Legion and other veteran organizations at the local level, and, 
in my opinion, they are not properly informed. 

I do not know how you go about it, but they need to know more 
about this program and what is going on in Washington and not let 
the Congress take all the blame for the inadequacies of a hospital 
program. 

Mr. Corcoran. Mr. Dorn, just let me assure the committee that 
we have been trying to reach the grassroots. If we haven’t done it 
it is a lack of success and not a lack of intention. 

To give you an example, when the VA cut back the 2 percent in 
the last quarter of fiscal 1958 we made it as plain as we could in our 
circulars from national headquarters, trying to get the assistance of 
the people in the field, that this was not the fault of the Congress, 
but that the request for the supplemental had been sent so late 
that you wondered whether or not there had been any real intention 
of getting the money. 

The CHAIRMAN. I think both the Legion and the Veterans of Foreign 
Wars in Florida and Georgia this year have done a fine job in both 
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States. It was because their need was such, Georgia’s not nearly 
as much as Florida’s, but they have been of much help in those two 
States. 

Mrs. Dwyer. 

Mrs. Dwyrr. Thank you, Mr. Chairman. 

On a local level, on a State level, and on a county level do you have 
a public relations man who goes to see the various groups of news- 
papers to explain the stand that you are going to take in support of a 
program of this committee? 

Mr. Corcoran. Mrs. Dwyer, this actually depends upon the 
individual department. The organization of the Legion is such that 
the individual departments or States, if you will, are autonomous. 
Therefore, with varying degrees of success, you will find the public 
relations program of the Legion in that area being sold. 

I think in New Jersey, for example, we have a very fine public 
relations man, very active, who does a terrific job. at it would 
be in another State would depend upon the organization there and 
the type of individual tnivohiedl 

But the answer, from an organizational standpoint, to your question 
is ‘‘Yes,’’ we should have provision for a public relations man in 
the department and, in fact, in the post. 

Mrs. Dwyer. I wondered how well you sold your program because 
I have never seen an editorial in support of any program that the 
Legion or the various organizations are supporting, and it has amazed 
me. It just seems as though patriotism is old-fashioned except when 
the men march off to war. 

Mr. Corcoran. Ed McGrail was a former editor of the newspaper 
and has been with the American Legion for a number of years and is 
now our Chief of Information and Research. I think he has had 
rather sad experience in trying to get coverage in newspapers, small 
ones. as well as large ones. You are so right. 

Mrs. Dwyer. It is just no fashionable in peacetime. 

Mr. Corcoran. That is right. 

The Cuarrman. I know that Dr. Shapiro and T. O. Kraabel know 
that a few years ago we had problems here in Congress with the 
hospital program, and it was under Republicans and it was under 
Democrats, and this committee did everything we could possibly do 
to correct that, and I think we have, and I think right now we have 
a very sympathetic appropriations subcommittee on the veterans’ 
hospital program. I think right now that 99 percent of our problem 
is down in the Bureau of the Budget and the VA itself. 

I just missed your national commander in Huntsville on Monday. 
I was out at the arsenal watching them put + the Jupiter missile, and 
he was speaking before the Legion and he left town before I could 
see him, 

I want to say to you, as I said to the commander of the VFW, I 
certainly hope that at your national convention this year you will do 
something on your hospital program. I know that you are all aware 
that when the Veterans’ Administration came to Congress this year 
they discussed closing seven hospitals. We have a lot more to cover 
- our hospital program than the veterans’ groups realize on an overall 
evel. 

Mr. Corcoran. I think much of it among the average veteran is a 
lack of understanding. I think when he finds out exactly what the 
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rovisions and the requirements of the hospitalization program are 
e is much more sympathetic than he is when he doesn’t know. 

The CuatrMan. Mr. Saylor. 

Mr. Sartor. Mr. Teague, I think it all goes back to what we have 
commented on when we have had the national commanders of the 
VFW and the American Legion before us when they made their report. 
It goes back to lack of membership. 

In the communities where you have an active post and you have a 
good membership you get publicity because the newspapers in every 
community take care of the active group, and until the veterans’ 
organizations get themselves in the position that they are going to 
sell, then sell 22,700,000 Americans and see to it that practically all 
of them belong, we are going to have difficulty selling your program. 

Take, for example, my own district. I can tell you from the mail 
I receive whether or not I have an active post of either the VFW or 
the American Legion. If your program that is reported in your 
national magazine is in a post or in an area where you have an active 
commander and an active group in your organization, I get mail, and 
in the community that may be a bigger community and you have a 
post that is not active, I just don’t get any mail because nobody brings 
it up at the meeting. And the average individual, whether he be in 
the VFW or the American Legion or the AMVETS, or the Catholic War 
Veterans or the Purple Heart, or anything else, just does not bother 
to take any interest unless the push is on in the local post. That is 
where the men who occupy the position that you do and the people 
on the staff of the American Legion and the VF W on a national basis 
have to me a tremendous problem of creating interest in the local post 
and to see to it that you get there the type of people who are interested 
in veterans’ affairs rather than a social affair or interested in the local 
horse show or anything but veterans, 

Mr. Corcoran. Mr. Saylor, I would like to agree with your 
statement with one added qualification, and that is that it is not 
correct, I don’t think, to measure the influence of an organization 
merely by the number of its members, As an illustration, of the 

eople that we represent, about 60 to 70 percent of them are not mem- 
ers of the American Legion. 

On spot surveys we have determined that to be true. We represent 
before the Discharge Review Board men who can never become 
members of the American Legion, but I like to think that those same 
persons would want us to represent them on a policy level just as 
vigorously and as earnestly as they do on an individual case basis. 

So I think that it is not the whole story to say that if you have 3 
million members you represent only 3 million veterans. 

Mr. Saytor. I will agree with you because I know, of my own 
personal knowledge, of cases where your organization has taken an 
active interest and processed cases where people were not members 
of your organization. In fact, not long ago Dr. Shapiro and I had a 
very interesting case, a man who had never been a member of your 
organization, and, yet, he had the benefit of all that your organization 
can furnish. And the same has been true of VFW. 

The CuarrmMan. Mr. Baring. 

Mr. Barine. Mr. Chairman, I would like to bring to the attention 
of the committee and also to the gentlemen here today a situation 
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out in Nevada, in Las Vegas. I introduced a bill about a month ago 
for a new hospital in the Las Vegas area. 

First, let me tell you that geographically Las Vegas is 465 miles 
from Reno and over 350 miles from Los Angeles. There are some 
oo veterans in that area and they are in dire need of a hospital 
there. 

I have not seen a report from the Bureau yet in regard to my bill, 
but if these gentlemen could, through their organization, help get some 
of the facts through the Bureau it would help a whole lot. 

We do need a hospital down there. The climate, too, is very nice, 
and possibly a TB hospital would be one of the greatest things that 
we could get in there at this time. But there are some 12,000 veterans 
that could use that. 

A family that wants to visit their sick one cannot go to Salt Lake or 
Reno or to Los Angeles from the veteran’s home area in Las Vegas. 
It is too far and too costly. 

Many times the veteran is denied transportation into the Reno 
hospital because they are filled up there. So if you could give a 
little assistance on that through your organization I would greatly 
appreciate it. 

Mr. Corcoran. Generally, Mr. Baring, the way we function in the 
national office is to assist and cooperate with the department in a 
matter like that. Obviously it is the department of Nevada which 
knows its needs and which can best present and justify any recom- 
mendation for a hospital. We would anticipate that the department’s. 
convention will adopt a resolution on that. 

Mr. Barina. You have that convention coming up in August. 

Mr. Corcoran. Yes. 

The function that we would serve professionally and as lay people 
would be to act as liaison here in Washington to give any advice of a 
professional nature that we might be able to give. 

Mr. Barina. That is all. 

The CuarrMan. Does anybody else have questions? 

Mrs. Rocrrs. May I make a statement? 

I would like to say that in Massachusetts the Boston American 
and Boston Record have been very fine in giving the veterans news, 
and editorials. The Boston Globe is being helpful, and the Lowell 
Sun in my own district has been extremely helpful. The press 
have been very, very helpful. 

Mr. Cuarrman. Mr. Corcoran, have you read the hearings which 
I gave to Mr. Ketchum? 

Mr. Corcoran. I have skimmed through them, Mr. Chairman. 
I know that T. O. has read them very carefully. 

The CuarrmMan. What about him answering my question then? 

In other words, Mr. Kraabel, from reading that testimony and 
talking to the members of the committee, I do not think the VA 
Administrator really tried to get the money to really operate his 
hospital program. 

Mr. Kraapet. Mr. Chairman, I would like to cite an experience 
I had over Monday and Tuesday of this week, a rather singular 
experience because it never happened before. 

he managers of the New England VA plants and installations met. 
at Togus, Maine. The manager there, Mr. Stoddard, a very personal 
friend, invited me to be present, and then asked that I talk to these 
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gentlemen. They were doctors and managers of all installations in 
New England. All States were represented. 

In our discussion I brought out what you brought out here during 
the past week, that these gentlemen who operate the plants had sub- 
mitted a request for a certain amount of money which they needed to 
run for the ensuing year. This is fiscai 1959. I said in the aggregate 
what the VA managers overall asked for was $734 million in round 
figures. ‘These requests come to the VA central office. There in 
turn—and here is this underwraps impression we get—the total was 
paseced to $724.5 million as being what was needed for all of these 
plants. 

I brought out the resolution of the 23 managers at San Francisco 
that had been published and made available here to the committee 
and to Members of Congress. They, in turn, said ‘We all did that 
at our meetings and we submitted what we needed through chan- 
nels.” It happened that the 23 managers out there made theirs 
public. After we went through the reduction by central office we 
pointed out that the budget bureau then reduced that further by $17 
million, and that is the way it came over to the House Appropriations 
Committee. 

Well, at that point, as has been pointed out by our good friend, 
Mr. Ketchum, the VA then appears before the Appropriations Com- 
mittees within the limitations of what the Bureau of the Budget. has 
asked, and then the VA testified how much they need, and that is the 
amount in the aggregate, which in this case was $26 million less than 
the managers themselves felt they needed to run their show. 

The CuarrmMan. Mr. Kraabel, if I understand the ground rules, an 
agency that comes up to Congress can only ask for the amount the 
Budget Bureau approved unless some Member of Congress on the 
committee says, ‘‘Do you need more?’”’ And if you have read those 
hearings, Mr. Thomas said to Mr. Whittier, ‘‘We have asked you a 
dozen times do you need more money to operate these beds, and we 
cannot get an answer.”’ 

If I had been the Administrator and he had asked me that question, 
I would have sure had some figures on the tip of my tongue that I 
could have given him right quick. It is all the way through these 
hearings. 

Mr. KraaBew. Our understanding is the same as yours, Mr. Chair- 
man, that this has never been answered beyond the aggregate figure 
of what comes over from the Budget Bureau. We have been puzzled 
about it since 1945 when we first started in to study the budget of the 
Veterans’ Administration and make it a part of our day-by-day activ- 
ity in our office. 

The Cuarrman. I do not think you have answered my question 
though. 

Mr. Kraapet. They did not. They did not ask for what they 
needed. That is my opinion and my impression. Moreover, this is 
obvious from the record. 

Mr. Corcoran. Mr. Chairman, during these hearings some refer- 
ence from time to time was made to the function of the Budget 
Bureau. I think all recognize that it performs a needed function, but 
you have, I think, to distinguish this situation from its ordinary,func- 
tion because the Budget Bureau has appeared before this committee 
and said that in its opinion we need about 40,000 beds to take care of 
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the service connected. Now, in pursuance of that policy, not a policy 
adopted by the Congress and as clearly manifested, in my opinion, in 
authorizations for beds and in auchorizations of money but in pursu- 
ance of the 40,000-bed policy, the Budget Bureau restricts VA, 
imposes policies on conversion, imposes policies on not replacing beds 
taken out for alteration and modernization, and slows up the program 
for the chronically ill. So I think that when one discusses the proper 
function of the Budget Bureau you must distinguish between this 
case from the ordinary application. 

The CuHarrmMan. My whole point with the Budget Bureau is that 
they are just completely wrong when they change a law passed by 
Congress by withholding money. That is my whole point and I think 
they da it over and over and over. 

Mrs. Rogers. They do it in all of the departments, I think. 

The Cuarrman. Not like they do in this particular program. 

Mrs. Rogers. You think it is more here in this particular program? 

The CuarrMan. I think Mr. Meadows wanted to ask Dr. Biante a 
question on this subject of the chronically ill. 

SrarF Director. Dr. Shapiro and Dr. Bell, I would like to address 
this question to the two of you, and I ask for an opinion from both of 
you, your personal medical opinion of this question. 

The chairman during the course of these. hearings has repeatedly 
asked the Veterans’ Administration why they did not use some of 
these beds that are now closed and called ‘‘not needed” to meet 
current operating plans. He has asked them repeatedly why selected 
patients from mental hospitals could not be transferred into some of 
these beds. For instance, down at Dublin, Ga., there are 24 vacant 
beds; in Jackson, Miss., 126; in McKinney, Tex., 194; and in Alex- 
andria, La., 373. And we never got a clearcut answer from the 
Veterans’ Administration. All we got was a discussion by the 
Administrator of two schools of thought that are involved here. 

The question to you is this: 

What is your personal opinion from a medical standpoint as to 
whether progress could be made in the Veterans’ Administration in 
utilizing some of these 5,000 closed beds for the transfer of selected 
mental cases from VA mental hospitals? 

First, would you please answer, Dr. Shapiro? 

Dr. Suaprro. Yes, sir. I have been very much interested in this 
program. In fact, I discussed this with Dr. Casey who heads up the 
VA’s Division of Neurology and Psychiatry. I am very close to Dr. 
Casey because he was a former student of mine at George Washing- 
ton. I think he is an excellent psychiatrist and he has done some long- 
range planning. As a matter of fact, I was responsible, when the 
Southern Medical Association met here 2 years ago, in his having a 
paper presented to the Southern Medical on exactly this program, 
showing how the VA, by utilizing this type of program, was able to 
make available over 1,700 beds for the treatment of mental cases by 
transferring the older people with predominantly general medical 
problems from mental hospitals to hospitals that had these empty 
beds, and I was asked to discuss this paper, and it is a matter of 
record in the journal of the Southern Medical Association. 

In discussing this program I ran into something, and I think all 
you have to do is to refer back to a chart that was presented to this 
committee. 
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No; it was another chart, and I copied it. 

It is shown that on this transfer of selected mental cases—and J am 
speaking of those who have predominantly general medical and 
surgical disabilities, whose mental condition is secondary at the 
moment—between July 1, 1953, to December 31, 1954, a period of 18 
months, when this program was started, there were 897 such patients 
transferred, making available 897 beds for the much needed acute 
mental cases and utilizing that many beds in hospitals where the 
beds weren’t utilized. As a matter of fact, this program started and 
I want to pay a tribute to an area medical director, Dr. Carroll, in 
the New England area. We met this Dr. Carroll before this program 
was initiated. 

Mrs. Rogers. One of the finest in the world. 

Dr. SHaprro. They had a large number of empty beds in some of 
the thousand-bed GM and S hospitals that they constructed in New 
York State. There was a waiting list of 2,000 to 3,000 at Northport 
for mental cases, if youremember. There were 897 in that 18 months. 
The program then got into full swing and the next 6 months, from 
January 1, 1955, to July 1, 1955, there were 602 patients transferred 
in that 6-month period. Then in the next 6 months it slowed down 
to 122, making 724 of these patients for the year of 1955. 

Now we then come to the next 6 months, January 1, 1956, to 
June 30, 1956. It had dropped to 109, and then for the next year, 
the whole year, from July 1, 1956, to June 30, 1957, it dropped down 
to 180, not that there weren’t that many patients. It dropped down 
to 180. And the last figure, from July 1, 1957, to December 31, 1957, 
it dropped to 94. 

I do not want to divulge the source of my information, but I think 
it can be obtained if proper questioning was asked. But I was told, 
after this wonderful program of utilizing beds in GM and S hospitals 
for over 1,700 of these cases, and now it is over 2,000, and making 
beds available for NP cases in proper facilities, that a slowdown 
occurred. The pressure was put on the VA to slow down that 
program. 

Now I have that from very good authority. All you have to do is 
to look at these statistics to see what happened. 

In answering specifically your question, I would state that if any 
type of neuropsychiatric consultation is available, you do not 
necessarily have to have a fulltime psychiatrist where you have 
beds that are not used by GM and S cases for these patients. There 
are empty beds for TB cases. 

The Cuarrman. That is what the local doctors have told us over 
and over and over. 

Dr. SHaprro. You can remove most of them, the cerebral arterio- 
sclerotic cases, people whose mental condition is due to hardening of 
the arteries. Itis the set of symptoms associated with their particu- 
lar disability. You have the same trouble at St. Elizabeths where 
Dr. Overholser has been suggesting, rather than hospitalize these 
people at St. Elizabeths, that the District government provide other 
facilities for these people, for these old, infirm, and feeble types of 
cases. 

In many of the areas that the VA claims you cannot get staffs, if 
you had money available you could get the staffs, especially by provid- 
ing halftime or part-time personnel with a skeleton force of VA 
people. If you had the money you could have them. 
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We have had experience in certain areas in getting staff, and just 
let me take 1 minute to show a classic example where they said they 
could not get staffs in a city such as Indianapolis. 

Shortly after I came out of World War II I was advised that the 
Federal Government was letting Fort Harrison, Ind., go to the Gen- 
eral Services Administration, especially the hospital there I mean, 
and they were going to close it. 

Our local American Legion men met with the local medical society, 
and they claimed that they could not staff the hospital. They had 
only this small hospital which is now a TB hospital operating in Indi- 
anapolis at the time. They asked for my help, and I came there and 
met with members of the local medical society, and 1 gave them the 
true picture of what was needed. 

They pledged themselves that, if what I told them was true, they 
were all willing to support and help operate this second hospital in 
Indianapolis. I reported that back to the chief medical director who 
ordered Dr. Delmar Goode, the area medical man, to go out with me 
at a second meeting, and, as a result of that meeting, the hospital was 
taken over and staffed with 500 beds and ran continuously until closed. 

I am just giving you a typical case of where, when you had the 
money and the needs were put to the local people, we had no trouble 
in staffing it. And, incidentally, this was not a dean’s committee 
staffed hospital because at that time the dean’s committee group 
were not interested in staffing Fort Harrison. They were staffing 
the hospital downtown. 

Starr Director. Dr. Shapiro, simply to use an example, Dallas, 
Tex., has a new building of 500 beds. That includes 70 closed in 
NP beds in two wards. Those beds have been constructed for 2 
years and there has never been a patient in those beds, just sitting 
vacant. Yet there is adequate staff for the remainder of the hospital. 

Are you saying that even if a part-time consultant could be ob- 
tained in the neurological department we could move the patients in 
the category you described, and we could make use of them? 

Dr. Suaprro. If they were primarily men of the type I have men- 
tioned, which, incidentally, in many places the VA is trying to move 
out into nursing homes where they would get a lesser degree of care; 
specifically Dallas, and I am glad you brought that up, is a very large 
medical center. I do not know whether you are familiar with the 
VA career training program in psychiatry. That is another thing 
that I like very much because, as my colleagues in the American 
Legion know, this program was brought about because of sponsorship 
of the American Legion through our Legion’s medical advisory board 
where we originally proposed setting up that sort of a training program 
at St. Elizabeths Hospital. Dr. Overholser, who is in charge of our 
Legion’s medical advisory board, was agreeable to make the facilities 
of St. Elizabeths Hospital and its staff available to the VA for the 
purpose of training these career residents. We knew we would not 
get enough residents if we just offered them the $2,400 to $3,000. We 
wanted older and mature men who had family responsibilities who 
wanted to specialize but could not specialize because they could not 
afford at that stage in their lives to go in as ordinary residents. 

As you know, this program has been growing from year to year 
and these men spend 5 years with the VA. Two years they have to 
go on obligated service. 
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The difficulty has been that in some outlying hospitals these men 
have refused to go and have returned to the VA the $5,600—whatever 
it is; the differential between what pay they drew as ordinary residents 
and that of these career residents—rather than be ordered there. 

I would say if you had 25 career residents in psychiatry now and 
you offer 25 of them a choice of Dallas as one of the places to go, the 

argest majority would go to a place like Dallas. 

Srarr Drrecror. Do you see an excuse for those beds remaining 
unused in Dallas? 

Dr. Suarrro. I do not. 

Starr Drrecror. Now this categorical question to close this line 
of questioning, and then we will hear from Dr. Bell: 

Is it your opinion that substantial use of the 5,000 unused GM and 
S and TB beds which are now listed by veterans as not needed to meet 
current operating plans could be made if the Veterans’ Administration 
would reactivate the program which you have described? 

Dr. Suaptro. Yes. 

May I enlarge the question? 

If you will include all chronic, long-term cases and not necessarily 
limit yourself to the types of selective psychiatric cases, I would state 
that in almost every instance practically every bed could be utilized 
if you had money available for medical staffs and you could get the 
nurses, and I think in most of these places you could get the medical 
staffs. In some instances you may not be successful in getting the 
nurses, but in certain areas like Dallas I feel sure you would have no 
difficulty. 

The Cuarruan. Doctor, with respect to the two groups, you are 
talking about— are both groups sick? Is one just as sick as the other? 

Dr. Suapirno. Yes. I was going to speak on this other group and 
cite you something specific that happened yesterday afternoon after 
I left here, and it is happening continuously. 

The pressure on the VA is so terrific to make beds available in 
VA hospitals—and I don’t believe these waiting lists, and I would like 
to say something about that later—that there has been a concentrated 
effort to get every long-term case out of the hospital, get them almost 
anywhere, get them into nursing homes or anywhere, to get them out 
of there. 

Yesterday I had a former writer of the Stars and Stripes of World 
War I come in to see me. His wife was a World War I nurse who 
has cancer with metastasis. This is a retired man who is living on 
a pittance right now. His wife is no longer able to work because of 
her condition. They exhausted all their funds, and her doctor sug- 
gested she be sent to a VA hospital in her terminal stages of cancer. 

I was interested in getting her in Mount Alto some 16 or 17 weeks 
ago. A few days after she was put in—and I had her put in there 
although she was at first refused admission—after contacting people 
in the central office—heat was on to move her out of the hospital, 
but that died within a short time. 

A few days ago the husband was approached and was told, ‘““You 
have to get your wife out of here because this is a diagnostic center 
for the eastern part of the United States. You get your wife out to 
a nursing home. We cannot take care of her any longer. She may 
live a week or a month or she may live a number of months. We 
can’t keep her here.”’ 
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This gentleman went around to look for an adequate nursing home 
even though his funds were limited, and he had to go a distance out 
of the city to get a proper nursing home within his means. He did 
not have a car for this. 

At the hospital he was told, “I am the doctor here. We do not 
want these chronic cases in here.” And I reported that to Dr. 
Wolford. 

This is something that is constantly being repeated week in and 
week out all over the country. 

I think there could be a place made for these people. You men- 
tioned Martinsburg here with a waiting list of 80. I don’t think 
that is the proper waiting list. I spoke to Colonel Leonard who 
handles the District of Columbia veterans, and they come to me also. 
If you opened 80 closed beds at Martinsburg today you would have 
them filled by District of Columbia veterans within 24 hours irrespec- 
tive of what you call the waiting list. 

With the large number of beds at Hines, IIl., a big city like Chicago, 
of course they have a nursing problem there. But I am sure that a 
very large percentage of these beds that are listed as unavailable 
could be utilized if the VA had the money to get the necessary per- 
sonnel to take care of them. 

Mrs. Rogers. Do you not think, Doctor, that it is a national 
scandal that there is no good-sized hospital in the District for veterans? 

Dr. SHapiro. It is a very terrible local situation not only for the 
District but for the nearby Maryland and Virginia counties. 

Mrs. Rogers. I know that, and something should be done about it. 

Dr. Suaptro. I tell you it is almost impossible to get a GM and S 
case into Mount Alto unless he is an extreme emergency. And we 
have had instances, isolated instances, of a man being refused admis- 
sion to Mount Alto dying within 24 to 48 hours. 

The Cuarrman. The Administrator has promised me that he will 
make the hospital here one of the first priorities. He will do every- 
thing he can to speed its construction. 

Mrs. Roerrs. I think some beds could be used in the service 
hospital, too, Mr. Chairman. 

Mr. Dorn. Doctor, do you think that this constantly repeated 
statement here by the VA about personnel and staffing is more or less 
a smokescreen, that you would not have any trouble at all if they 
had the money? 

Dr. SHaprro. Not in every case, and I do not think that the gentle- 
men in the VA use it as a smokescreen. They cannot recruit doctors 
when they don’t have the money. I think this was clearly illustrated 
when the Administrator, during the course of the hearing in Dublin, 
Ga., says, “You get the doctors; we'll operate the beds.” and Mrs. 
Blitch said, ‘‘All right, I will give you a challenge. I will get the 
doctors. Will you open the beds?” And you know what happened. 

The Cuarrman. They do not have the money. 

Dr. Shapiro, going back to that slowing up program in this chronic 
program, you are aware of the letter of June 20, 1956, from the Director 
of the Budget to the Administrator, Mr. Higley, which says that a 
proposal of the Veterans’ Administration to utilize for long-term 
chronic cases would “launch a new and far-reaching program of 
hospital care for what are termed intermediate patients.” 
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The Director of the Bureau of the Budget stated that he was unable 
to agree that this would represent sound public policy. 

Are these long-term chronic cases sick people? 

Dr. SHarrro. They are sick people. In fact, I would say they are 
sicker than the average veteran because that is the one type of facility 
that is generally not available. Practically every hospital wants 
acute cases and turn them out. They don’t want chronic cases. Even 
in my own unviersity hospital where people are willing to pay, they 
do not want chronic cases. That is the greatest shortage in the coun- 
try today. 

These people, I think, are too sick for nursing homes. They are 
too sick for domiciliaries, and no one wants them, and that is the load 
that is going to grow and that is what the AMA tells you they are 
afraid of, that it will be a costly thing if you are going to provide for 
these people, and the demands for them are going to get greater and 
greater. They are the forgotten people in this whole hospital program. 

The CuarrMan. That is our big problem ahead of us? 

Dr. SHapiro. Yes, sir. 

Starr Director. Dr. Bell has to leave. Could you defer? 

Mr. MircueE.u. I just wanted to make one brief statement to Dr. 
Shapiro. The illustration of Dublin as being one of the facilities 
which needs staff as you know has been eeaae to many times during 
these hearings. I talked to Dr. Quinn ia Macon, Ga. He has right 
now 4 or 5 doctors interested in coming to the Dublin Hospital. 

Of course, you realize the pressure goes right down the line and I 
gather the impression, although it was not just said definitely, that if 
the money is there I won’t have a bit of trouble in staffing. 

Dr. Suarrro. That is absolutely correct and may I state here also 
that I helped recruit Dr. Quinn for the VA and he is another one of 
my former students and he is a dedicated man, just as many of the 
managers are, and you give them the money and it will cure your ills. 

The CHarrman. Dr. Bell. 

Dr. Bextu. Yes, sir, Mr. Chairman. Dr. Shapiro has stated this 
problem quite well and he has covered most of these points. I find 
no major area of disagreement with this. I would point out a few 

oints. I have no doubt that the Veterans’ Administration Medical’ 

seamen has a great problem in staffing at all levels. But I agree 
with Dr. Shapiro on that if you break down some of the rigid concepts 
and go out with enthusiasm to get a staff and you can get local prac- 
titioners to come in on a part-time basis, have a maintenance force, 
you can staff these and I don’t think there would be very much doubt 
on that basis. 

This program of transferring chronic mental patients to GM and S 
beds as has gone on in the past has been a fine program because it has 
lessened the waiting list where it has been so huge. That is with the 
NP patients. But I point out this: That every patient that is trans- 
ferred into a GM and S bed on that basis is taking a bed away from a 
GM and S applicant and it would be much preferable to open some of 
these beds that are labeled not needed in the current operating plan. 
Those are the beds that these patients should be transferred to. 

Starr Director. Dr. Bell, that was specifically the question. Is it 

your opinion that substantial use could be made of these 5,000 beds 
isted as not needed to meet the current operating plans by this 
transfer program? 
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Dr. Bei. That is my opinion but I point out again it is going to 
take some shaking up of some rigid concepts and statements of polic , 
One of these is a one standard of medical care for veterans. Nobody 
disagrees with the point that there should be the best medical care 
you can get, but I don’t think anybody would attempt to say that the 
acute GM and S patient or the acute psychotic is getting the same 
standard of care as this chronic patient. They are not getting the 
same standard of care. 

Furthermore, we have these long waiting lists of NP patients 
and a lot of them are in nursing homes throughout the country and 
getting pee no medical care, and certainly it would be better 
to put them in these beds you are talking about with some kind of 
medical care than it is to leave them out in a nursing home where 
they get very little. 

f we had a 95-percent occupancy rate instead of a 90-percent 
occupancy rate we would be using about 5,000 additional beds that 
are already in existence. That is the equivalent of 2 or 3 big hos- 
pitals. e don’t have to build 2 or 3 big hospitals. If we can just 
raise the bed-occupancy rate by 5 percent, and these beds cost some- 
thing like $20,000 a piece, we will be utilizing about 5,000 more beds 
in the present system. 

Starr Drrecror. That comes with reactivation of these closed 
beds would make a substantial impact on the hospital system; would 
it not? 

Dr. Beutu. Absolutely. 

Dr. Suarrro. I would like to add to that that Dr. Leonard Roun- 
tree, who is the former chairman of our national medical advisory 
board, proposed that to our national medical advisory board some 
years a and it was so recommended that these cases can be taken 
care of. 

A great many of them, under existing facilities, if you raise the bed 
occupancy by 5 percent. 

Mrs. Rocers. May I ask a question? 

The Cuarrman. Mrs. Rogers. 

Mrs. Roars. Does the question of moving the patient away from 
his family enter into it? I know of many of the older veterans, many 
of them mental cases, have no families apparently that go to see them. 

Dr. SHaprro. Mrs. Rogers, a large percentage of these people never 
have their relatives visit them. I think that should be the answer 
and every effort is made to correct this when they are transferred, and 
this is very interesting, why this program has been a success. First, 
the family has been contacted and, second, the receiving hospital has 
been contacted to come and see the patients that they propose te 
transfer so everyone is in agreement and there is no hassle with the 
family or the receiving hospital. 

Mrs. Rogers. I would like to say about Bedford that the patients 
that have been transferred from the hospital don’t want to.go back 
to their hospital. They want to stay at Bedford. 

The CuarrMan. Doctor, we get thousands of letters each week on 
non-service-connected patients. I wouldn’t guess that we have 
averaged one letter a week throughout the year on the hospital 
program. 

Srarr Director. Two or three now that these hearings are going on. 
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The CuairmMan. That is one reason we can’t do something. It is 
just like bumping your head against a stone wall. 

Dr. SHapiro. There seems to be a sense of frustration. 

The Cuarrman. I will admit mine. 

Dr. SHarrro. Even among our veterandom it is absolutely impossi- 
ble in many instances to get into a large number of our VA hospitals 
despite the fact there the reference is made, ‘‘Oh, this is just a normal 
or an average waiting list.’””’ There is one thing I would like to say 
along this line on this waiting list. In the figures which were given 
to you on the other day of these 53,000 on the waiting list, you will 
note 1 figure in item 18: ‘‘Admitted on June 30 without prior applica- 
tion, 1,079 patients,”’ In other words, those were the walk-ins. 
We have been assured that these veterans would be given priority 
when they get on the waiting list and then as I interpret this on that 
day there were 1,000 admitted that were walk-ins and if that happens 
day in and day out, what happens to those people who stay on the 
waiting lists? Here it is right here. This is entitled ‘Eligible appli- 
cants admitted.’”’ Line 18: ‘Admitted on June 30 without prior 
application.”’ 

Mr. MircuHx xu, I believe the statement there, doctor, as I recall 
the testimony, dealt with emergency situations. 

Dr. SHarriro. | was going to say those are the ones who are classi- 
fied as emergency situations, but what happens to the people who 
stay on the waiting list? This figure is never shown on any waiting 
list, and multiply that 365 times a year. 

Mr. Sisk. Mr. Chairman. 

I would like to ask you this question, Doctor. You mentioned this 
once or twice, and you may have already discussed it before I came 
in, because I am sorry that I did not hear all of your statement. I 
have been concerned about these figures that have been given to us 
with reference to a so-called waiting list. [ know that, in California, 
which happens to be the State I represent here, certainly, the Legion 
service officers and others who are writing to me pretty regularly on 
the situation in no sense agree with the figures given to me as to the 
waiting list in California, either in the bay area or in the southern 
California area, where, as you know, we have some rather acute prob- 
lems, and you mentioned those a little while ago and gave some com- 
ment on your feelings with reference to these waiting lists that they 
give. I just wondered if you had any further comment. 

Dr. SHaprro. Yes, sir; if I can take about 5 minutes or so. I 
became very much interested in these waiting lists shortly after I 
returned from my World War II duty and visited a number of hos- 
pitals. At that time there was also this clamor that men who were 
sick were not being admitted, stated not to be medically eligible, and, 
with very fine cooperation of the hospitals and regional officers that I 
visited, they showed me their rejected waiting list. 

It was a surprisingly lange number of men who have much-needed 
hospitalization who had been rejected merely because of the tight bed 
situation. I became very acutely aware of the waiting list when this 
projection was made by a certain gentleman from the Bureau of the 
Budget based upon a survey, I think, taken around Christmas in 1948, 
of the hospital load and the waiting list, which stated, “Oh, well, you 
have no waiting list at all. You don’t need this additional con- 
struction that Congress authorized.” 
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| am sure you and the chairman know about that. As a result of 
that prediction, 16,000 beds were cut out; immediately there was a 
flood of protests from our people in the field, claiming that these were 
not factual waiting lists. Then I started making a few. trips in the 
country, and it really was terrible as to what we found as to these 
waiting lists. In the first place, bear in mind that there are thousands 
of people who never apply because, when they apply or the doctor 
applies, they say, ‘‘We have such a long waiting list the chances are he 
won’t be reached for 30, 60, 90, or 120 days.” 

They just don’t apply. That never shows on the waiting list. 
Second, when applications are sent in by. the doctors through mail, 
and even when the man is examined in the regional office or in the 
outpatient department of a hospital, because of tight bed situations, 
frequently, they are rejected. I would like to state that, insofar as 
the official attitude of the central office is concerned, they want factual 
waiting lists, and I want to insert something in the record to show it, 
I have reported what I found to the various medical directors, General 
Hawley, Dr. Paul Magnuson, to Admiral Boone, and I have made a 
few references to it to the present medical director, but here is a typical 
example of what I found in the waiting list in one hospital in the 
Midwest. I walked in on a cold, snowy day and found a large number 
of people waiting to be examined for hospitalization. Toward the end 
of the day I was invited to go down and see the work done in that 
admitting office, and at that time I think they had had some ninety- 
odd men examined for hospitalization. 

I asked how many of these men were found to be medically eligible, 
and I was told that two had been found medically eligible. I said, 
‘Well, how about those rejected ones?’’ The doctor said, ““Would 
you like to see them?” I keep no record of names of C numbers, so 
there is no privilege involved, just to look at the medical data. The 
first case I picked up, Mr. Sisk, was a man who had a fever of 105 
and a fraction, who was diagnosed as bacteremia, which means blood 
poisoning, who was given 600,000. units of penicillin injection and 
sent'lteme in an ambulance and rejected medically. 

1 asked on what grounds that was done. They said, “We didn’t 
havea bed. Why put a man like that, who is acutely ill, on the waiting 
list? We only had two beds available. We filled therm up.”’ 

Out of those 80 or 90 examined that day, I found over 50 percent 
who were admitted by doctors to need hospitalization, but the reason 
they were not put on the waiting list was because of the waiting list 
and inability to admit them for a long time, and why put them on? 
The registrar stated he did not see any use of putting them on because 
his cabinets would start to bulge so soon and the administrative work 
in writing these people at periodic intervals would not justify it. That 
may be an extreme case, but I found many somewhat similar situa- 
tions. There is rarely an instance that I check a waiting list that, 
medically, [ don’t find these things. I went to another Midwest 
regional office and just checked for that month the rejections under 
the letter S. Because there are a substantial number of men whose 
name begins with S, and I found out, of about 60 or so under that 
heading, at least a half dozen men were acute mental illness who were 
marked medically not in the need of hospitalization, and the reason 
they were disposed of was due to shortage of beds and the impossi- 
bility of the man being admitted to a VA hospital. 
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The patient advised to see the mental hygiene department here 
so he could go to a State hospital. We felt that the waiting lists 
were not accurate on these two scores. First, the men who don’t 
apply because they are told there are no beds. Second, because of 
tight situations, many men are rejected medically who should not be. 
Then there is this list that was finally brought out here, the men who 
are placed on a sort of a list that doesn’t show up. They are told to 
report in the next 15 or 30 days. They are taken off the waiting list. 
What happens to the thousands who are waiting on the waiting list 
while they are waiting for these men to come in within 15 to 30 dave, 
and especially when you have that many walk-ins, so you can see 
that these men who are on the official waiting list frequently have to 
wait a long time to get in. 

The figure, as has been brought out, was 53,000 on the official 
waiting list, instead of the some 20,000. This was as we suspected, 
and then here you have these numbers of emergency situations that 
are walking in daily. When this was brought to the attention of 
Admiral Boone, he sent out an all-station letter on March 27, 1952, 
which I would like to insert in the record, where he told them that 
waiting list should be factual and also stated that— 

Applications submitted by veterans in person will be processed according to 


the criteria outlined above, and will not be afforded priority for administration 
over applications on the waiting list, other factors being equal. 


I don’t know how acute the emergency situation was on these thousand 
patients, but when you get on the doorstep of the hospital you are 
going to jump over the fellow on the waiting list. I found that had 
not been carried out. I made some surveys right after that, so, on 
June 18, 1952, Admiral Boone again sent out another letter stating 
that this had not been complied with. In his first letter when he 
stated, “It has been brought to my attention,” I was the one who 
brought this to his attention, who was responsible for this. There 
have been similar instructions gone out. 
(The document referred to follows:) 


VETERANS’ ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., March 27, 1952. 


To: All managers, VA hospitals, centers, regional offices, and area medical 
directors. 
Subject: Waiting lists. 

It has come to my attention that considerable inconsistency exists in the 
processing of VA Forms 10—P-10, Application for Hospital Treatment or Domi- 
ant Care, in hospitals, centers, and regional offices, with relation to waiting 
ists. 

Applications received by mail will be processed promptly to determine legal 
and medical eligibility for hospitalization, and the applicant shall be informed 
promptly of the status of his application. In determining medical eligibility, 
the primary concern is to determine whether or not hospitalization is indicated. 
Extreme care will be exercised in rejecting applications for medical reasons, 
and such decision should be clearly justified from an evaluation of the medical 
information recorded on the application. Doubtful cases, otherwise legally 
eligible, should be afforded hospitalization, or placement on the waiting list, but 
should not be rejected in the absence of soase medical reasons for such action. 
Applications declared medically and legally eligible are not to be denied formal 
placement on the waiting list, even though the likelihood of admission within a 
reasonable time appears highly remote. It should be remembered that the 
maintenance of waiting lists, if maintained in a current and active status, is sound 
operational procedure, and is an essential aid in the realistic evaluation of bed 
requirements. 
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Applications submitted by veterans in person will be processed according to 
the criteria outlined above, and will not be afforded priority for admission over 
applications on the waiting list, other factors being equal. 

o application will be retained in an indefinite status, i. e., without admission, 
lacement on the waiting list, or outright rejection, beyond a reasonable period 
oF processing. 

Professional representatives of the area medical directors will conduct periodic 
spot checks of waiting lists and files of rejected applications to insure compliance 
with the foregoing. 


J. T. Boong, 
Vice Admiral (Medical Corps) United States Navy, Retired, Chief Medical 
Director. 
VETERANS’ ADMINISTRATION 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C., June 18, 1962. 
To all managers, VA hospitals, centers, regional offices, and area medical directors: 
Subject: Waiting lists. 

I would like to take this opportunity to make reference to my all-station letter 
of March 27, 1952, subject, ‘‘Waiting Lists,’”’ which set forth the policy to be 
followed to eliminate certain inconsistencies in the processing of VA Forms 
10-P-10: Application for hospital treatment for domiciliary care, in hospitals, 
centers, and regional offices, with relation to waiting lists. 

(Certain facts have come to my attention which indicate that this letter has not 
received complete distribution within the stations, consequently the contents have 
not been brought to the attention of some of the professional personnal concerned. 

This letter is being issued to again bring this very important matter to your 
attention and to request that my all-station letter of March 27, 1952, be given 
wide distribution among the professional personnel in order that all concerned 
will be completely and fully aware of its contents. 

J. T. Boone, 
Vice Admiral (Medical Corps) United States Navy (Retired), 
Chief Medical Director. 

Dr. SHaprro. I have talked to the area medical directors. I have 
followed an area medical director into a hospital not so long ago and 
checked the rejected men—and I am sorry to state this was in the last 
2 years and a similar situation is still prevailing. So if you really had 
a true picture of the waiting list, 53,000 instead of 26,000 other factors 
I have mentioned, you can just see what an urgent situation there is. 
I have many Members of Congress of the House and the Senate call 
me to try to help to get a man into Mount Alto or a hospital in there, 
when it is just impossible to get these people in. 

There is one other thing about these men being taken care of in 
their local communities. It has been stated by certain groups, ‘Well, 
let the non-service-connected be taken care of by local communities 
where facilities are available.’’ Well, I am sure that there are many 
counties and areas in this country that do not have these facilities 
available and I am sure that the adjoining counties or some counties 
far removed are not going to take up the burden of public expense to 
take care of these individuals. 

I know we have this situation in the District of Columbia where we 
are not going to take care of the counties without medical facilities 
around Maryland and Virginia when they have facilities lacking, so in 
many instances these facilities are lacking. 

I am on the staff of a university hospital here; I am in charge of the 
neurologic and neurosurgical outpatient department and we have 
just two beds in the entire hospital limited to cases who cannot pay 
and even then there has to be a partial payment and we have diffi- 
culty in neurosurgical cases that I pick up in the clinic that need 
operations and procedures in getting them into our university hospital. 
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It is true that most of them get taken care of at our city hospital here. 
These local facilities are not always available and that is especially 
true in rural and semirural communities, so that as far as your so-called 
normal waitine list is concerned, I do not call them normal and [| 
agree with what Mr. Ketchum said about these waiting lists. 

I see Colonel Leonard is here now and I think he can verify the fact 
that, if you opened the 80 beds that was mentioned or the empty beds 
at Martinsburg, and they said they only had a waiting list of 80, you 
can fill them all at any time. 

Mr. Lreonarp. The manager at Mount Alto told me he had 100 
on the waiting list now and that certainly doesn’t include the large 
waiting list in the regional-office. In the Mount Alto Hospital alone 
the manager told me yesterday he had 100 on the waiting list. 

Mr. Sisk. Mr. Chairman, I thank the doctor for his comments on 
that because that is pretty much in line with the things I heard in 
California on the situation. 

The CuarrRMAN. One last question: Did you hear Mr. Whittier’s 
first testimony? 

Mr. Corcoran. I wasn’t here, but I read the transcript. 

The Cuarrman. Then you know the statements he made about all 
the confusion existing and how all the Administrators for 40 years 
have been confused and frustrated and haven’t known what the policy 
was and what to do and that‘kind of thing. One member of the-com- 
mittee said he tried to brainwash the committee, and I think that is a 
pretty good statement. When the Congress creates beds for an Admin- 
istrator and says, “You have 118,000 or 120,000 beds and you hos- 
pitalize this group of veterans,’ can you see any great confusion or 
frustration the Administrator should suffer because of that? 

Mr. Corcoran. I do not, sir. I think the Congress has clearly 
indicated since 1922 when it began taking care of specified cases of 
non-serviee-conneeted. 

The Cuarrman. If he has the beds and money and selects the staff, 
he should put the patient in if he has the patient? 

Mr. Corcoran. Thereis no confusion. There is just another policy 
in the Bureau of the Budget. 

The CuarrMAN. I agree with you completely. 

Mr. Corporan. In that connection may I say one very brief thing 
and that is that ‘confusion’ will continue until the Circular A—27 
of June 25, 1948, which was submitted for the record here earlier, is 
changed and modiffed so that control of the VA medical program will 
be in the VA and not in the Bureau of the Budget. 

The CuarrMan. I doubt very much that we can get legislation 
through this session of Congress. But I hope we can get the com. 
mittee to make a report on this whole situation and then I hope 
before next January we can spell this thing out in language that my 
12-year-old daughter could understand and carry out if she were Ad- 
ministrator of Veterans’ Affairs. In January as far as I am concerned 
I am going to make every effort within my power to pass some 
legislation to spell these things out saying they will use these beds. 

Mr. Corcoran. You get back to the old feeling of frustration. 
Most reasonable people will, I think, say that there has been a policy, 
so all you are trying to-dois'make it clearer in a different way with no 
assurance that the Bureau of the Budget will not find some means of 


VETERANS’ ADMINISTRATION HOSPITALS 4587 


circumventing it. When Mr. Higley asked for a policy, all he was 
asking for was the power. 

The CHarrMaN. | was very disappointed that Mr. Whittier came 
up and started off with that kind of a statement. I think he was as 
wrong as he could be. I think he has a policy and I think he would 
carry it out if he were permitted to. 

Are there any other questions? 

Thank you so much. 

Mr. Corcoran. Thank you, sir. 

The CuarrMan. The committee will meet tomorrow at 10 a. m. 

(Whereupon, at 12:05 p. m., the committee adjourned, to reconvene 
at 10 a. m., Thursday, July 24, 1958.) 
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THURSDAY, JULY 24, 1958 


House or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10 a. m., pursuant to notice in room 356, 
Old House Office Building, Hon. Elizabeth Kee, presiding. 

Mrs. Ker. The committee will come to order. 

Our chairman, Mr. Teague, has been temporarily delayed. Before 
proceeding with the witnesses this morning, I have been asked to 
place in the record a statement of our colleague, Congressman 
Broyhill of Virginia, dealing with this subject. 

Without objection it will be inserted in the record at this point. 

(The statement referred to follows:) 


STATEMENT OF REPRESENTATIVE JorL T. Broyuitt (REPRESENTATIVE F'RoM 
VIRGINIA) IN BEHALF OF HospiTAL LEGISLATION IN THE METROPOLITAN 
Area, JuLy 24, 1958 


Mr. Chairman, it is my desire to express to this committee my sincere and often- 
repeated belief that nowhere in the Nation is there a more urgent need for Vet- 
erans’ Administration hospital beds than right here in our Capital City area. 
The record of fsilure in meeting this need constitutes a rank disservice not only to 
the sick and dis»bled veterans in my congressional district, but also to veterans 
residing in the District of Columbia, and er Meryland. 

At the present time the only veterans’ hospit#] facilities in this area are provided 
at Mount Alto VA Hospital, an antiquated structure that was converted to hos- 
pital purposes from the old National School of Domestic Arts and Sciences. A 
total of 335 operating beds are in use at Mount Alto, and although the occupancy 
rate of 89 percent runs a bit high by accepted medical standards, there still are 
more than 100 veterans on the waiting list. The veterans who are able to obtein 
care are given splendid medicsl treatment, and, frankly, I am amazed that the 
manager, Dr. Thomas J. Ready, and his capable staff are able to do the good 
job they do in such an inefficient building. 

The need for a new and larger hospital in this area has long been recognized, 
In fact, a 750-bed hospital was approved by Congress in October of 1945—vrearl 
13 years ago. The size of the proposed hospital was reduced from 750 to 500 beds 
by Presidential order in January 1949. 

From the time the new hospital was authorized, its actual construction has been 
delayed by an almost incredi>le morass of events. In addition to the more than 
30-percent reduction in planned beds, the site for the hospital has been switched 
four times, preliminary plans several times have been drawn, then scrapped, and 
oe construction has been postponed through the years for one reason after 
another, 

From the day I was elected to Congress in November 1952, I have fought to 
end this unconscionable delay, and make this sorely needed hospital a reality. 
And, I want to say to you now that I will continue this fight until the veterans 
I am privileged to represent actually have the hospital facilities they deserve. 

I have pushed for favorable action in this regard in every way I know how. 
Technical services funds finally were obtained for the new hospital in fiscal year 
1957, and I am assured that actual construction money will be requested in the 
budget to be considered next year by Congress. 

I have conferred many times with VA officials in regard to this project, and I 
want to say at this time that I have found the present Administrator of Veterans’ 
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Affairs, Mr. Whittier, most understanding of our problems. The Washington 
area hospital was one of the proposed hospitals involved in the development of a 
so-called prototype plan. The delay involved in reaching agreement on the proto- 
type was ended by Mr. Whittier through mutually satisfactory negotiations with 
the Bureau of the Budget. He has also established specific target dates for 
completion of the manifold steps involved in preconstruction of the Washington 
hospital, and other new VA hospitals, and has pushed hard to see that these dates 
are met on schedule, 


VA officials recently informed me they hoped to advertise for bids, and have the 
construction contract for the Washington area hospital awarded by not later than 
the fall of 1959. That still means our new hospital will not be ready for occupancy 
for several years to come, but in view of the long delay dating back to near the 
end of World War II, the present positive action can be viewed as heartening 
news for veterans in this area. 

I thank you, Mr. Chairman, for permitting me to make this statement today, 
and I can assure you that I fully intend to “ride herd” on this project until proper 
and adequate hospital facilities for veterans are available in this area. 

Mrs. Kez. Our first witness this morning is Dr. Martin R. Steinberg 
of the American Hospital Association. Dr. Steinberg, we are very 
happy to welcome you this morning. You may proceed with your 
statement. 


STATEMENT OF DR. MARTIN R. STEINBERG, CHAIRMAN, COM- 
MITTEE ON VETERANS RELATIONS, ACCOMPANIED BY DR. 
DALLAS G. SUTTON, DIRECTOR OF STUDY, GOVERNMENT 
HOSPITAL RELATIONS, AMERICAN HOSPITAL ASSOCIATION 


Dr. STEINBERG. Madam Chairman and members of the committee, 
my name is Martin R. Steinberg. I am a doctor of medicine and 
director of the Mount Sinai Hospital in New York City. I am a 
member of the Council on Government Relations of the American Hos- 
pital Association, and chairman of the association’s committee on 
veterans’ relations. It is in this latter capacity that I appear before 
you on behalf of the association, accompanied by Dr. Dallas G. Sutton, 
director of study, government Sesshatedkatiss 

The American Hospital Association, through its membership, is 
representative of 90 percent of the general hospital beds of this coun- 
try. The essential objective of the organization, since its inception 
in 1899, has been ‘‘to promote the public welfare through the develop- 
ment of better hospital care for all of the people.”’ 

Members of the association include those from community, State, 
Federal, and other institutions that provide care to the total popula- 
tion. 

As the Federal Government has expanded hospital facilities for the 
Armed Forces, veterans, Indians, and others, the association has in- 
terested itself in the plans that were being drawn up to provide the 
beds that were needed. Numerous problems that had arisen served 
to accentuate the interdependability of the various interests, and it 
was recognized that no hospital system might be developed for one 
segment of our population that would not have a material effect on. 
= ey = development of hospital facilities for the country as a 
whole. 

More than 13 years ago, recognizing the need to more fully under- 
stand the developments that were taking place, the association in- 
augurated a study to obtain information that would assist its mem- 
bers in clearly visualizing the implications of programs to provide 
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hospital care to Federal beneficiaries that was needed. In the in- 
tervening years the association has published several basic reports 
indicating the scope and development of the veterans hospital system. 
The association has always followed a constructive and positive atti- 
tude as plans for veterans’ hospitalization were being considered. 

At the time the veterans’ hospital system was established the num- 
ber of veterans in our population was relatively small, but today this 
number has increased to more than 22% million—a sizable section of 
the total adult population. The association has always been keenly 
interested in the health and welfare of veterans and their families. 
We wish to be of constructive assistance to those who are responsible 
for the maintenance of the veterans’ hospital system and for planning 
in the future. 

The work of the association has been carried on through its com- 
mittee on veterans’ relations. Since 1945, reports have been sub- 
mitted directing attention to current developments and recommend- 
ing the adoption of principles and policies to assist Congress and 
others responsible for overall planning. Members of this committee 
have included individuals from the Federal Government and ad- 
ministrators of veterans hospitals; individuals who were members of 
veterans organizations; and representatives from community hospitals. 
Representatives of the association have appeared before congressional 
committees, veterans organizations, national study groups and others 
to present the attitude of the association as special problems were 
being considered. The basis of our congressional policy is as follows: 

The basis on which the association has formed all of its positions 
has taken into consideration not only the needs and interests of de- 
serving veterans, but the best interests of the general population in- 
cluding the dependents of veterans. Originally, Congress made pro- 
vision only for the care of veterans with disabilities that were directly 
related to war service. This limitation was continued until 1924, 
when authority was granted by Congress to provide hospitalization 
for veterans with non-service-connected disabilities when the veteran 
was unable to defray the cost of his own hospital care, and when beds 
were available. Beds in veterans hospitals were not being utilized 
at that time to the extent anticipated, and it apparently was felt 
that the hospitalization of needy veterans would not involve any great 
expense to the Government as they would be using, of course, unused 
beds. We believe Congress intended at that time that this policy 
would not call for the construction of additional facilities. At that 
time there were but 26,000 beds in the VA hospital system and the 
total veteran population was about 4 million. 

Since the passage of this legislation in 1924, and subsequent legisla- 
tion in March 1934, the veterans hospital system has been expanded 
year by year, mainly for the accommodation of veterans with non- 
service-connected disabilities through congressional appropriations, 
without any restatement of the policy of the Federal Government 
until now it has grown from a system of 26,000 beds to one of 131,000 
authorized beds. In fact, for some time in determining need for beds 
the Veterans’ Administration has taken into consideration estimated 
loads of both service-connected and non-service-connected cases. 
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The criteria by which needs are computed was explained as follows 
by a representative of that agency in hearings before this committee 
in May 1954: 

The studies that were made in connection with the modern hospital program 
took into account the possible or estimated service-connected load, plus the num- 
bers of new veterans who would be in a situation comparable to those of the 
World War I and earlier veterans for whom hospitalization had been provided 
prior to World War II. So that there was a ratio of expectation of non-service- 
connected hospitalization pursuant to the eligibility criteria that were incorporated 
in the act of March 17, 1933, as amended. 

It seems clear, therefore, though Congress clearly established: a 
policy in 1924 which merely intended to extend the use of existing 
unused beds to needy veterans for the treatment of illnesses not serv- 
ice connected, a series of appropriations have been given the form of 
changed policy which has supported an enormous program of new 
construction. 

The association points to the fact that the veterans population has 
expanded from 4 million in 1924, to more than 22% million in 1957; 
that hospital construction and maintenance expenses have enormously 
increased; that there is a growing shortage of professional personnel; 
and that these and many other developments and changes call for a 
clear restatement of policy to govern Federal undertakings of hospital- 
ization of the veteran. 

The present situation is that the total number of beds now author- 
ized in veterans hospitals is 131,000. At the present time, as reported, 
the VA is operating 120,800 beds and has 7,308 beds unavailable for 
use. We notice that of the unavailable beds, 752 are not being 
operated as reported because of unavailability of necessary personnel. 

his is quite understandable because of the shortages throughout the 
Nation of health personnel, which we feel, of course, are acute. We 
would indeed caution that any plan to make available any part of 
the 7,308 beds would have to take into account the unavailability 
of necessary professional personnel. 

Recent studies indicate that there were 187,800 veterans who were 
patients in the Nation’s hospitals in June 1957. Of these, 110,200 or 
58.7 percent of them were receiving their care at the expense of the 
Federal Government through the VA system; and 77,600 or 41.3 
percent were receiving their care in non-Federal facilities at their 
own expense and without Federal assistance. Of all these veterans 
hospitalized only 39,000 were service-connected cases. The balance, 
or 148,800, are therefore nonservice connected. 

All projections indicate that the number of beds required in the 
VA hospital system for service-connected disabilities will drop contin- 
uously until by 1986—and these projections are made over a 15-year 
period—there will be a need for only 1,300 beds for general, medical, 
surgical, and nuerological patients, 300 for tuberculosis, and 22,000 
for psychiatric—or a total of 23,600 beds. This represents, therefore, 
only 18 percent of the total beds now authorized. The remaining 
107,400 beds would only be used for non-service-connected cases. 


IMPLICATIONS OF STUDIES ON PROJECTED VETERAN PATIENT LOAD 


_ The American Hospital Association was pleased to have cooperated 
in a recent study of the number of veterans hospitalized in community 
or non-VA hospitals not under the auspices of the Veterans’ Admin- 
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istration. The results of this study have been combined with data 
available with respect to the patient load within VA hospitals. We 
have studied this documentation as it appears in the House Committee 
Print No. 222, entitled ‘““The VA Hospital Program.” We find the 
results, and more particularly the implications that may be drawn 
from this study, to be profoundly Ha 

There are innumerable aspects of the problem revealed by this 
report which this committee will undoubtedly study in great detail. 

hile we are not going to enumerate all of oon we do wish to cite 
the following: 

Almost half of all veterans being cared for in hospitals for non- 
service-connected disabilities are being cared for at Federal expense. 
Of the veterans being cared for in VA hospitals, approximately 2 out 
of every 3 are being treated for non-service-connected disabilities. 
Of even greater significance in preparing for the future is the fact 
that as the age of veterans increases, their utilization of hospital 
facilities goes up markedly, and the report shows that the percentage 
of veterans in VA hospitals is greater in the higher age groups. 

Three out of every five veterans with tuberculosis not attributable 
to service are in VA hospitals. 

One out of every two veterans hospitalized for nonservice-connected 
psychiatric conditions is in a VA hospital, and almost the same 
proportion holds for veterans with general, medical, surgical, and 
neurological conditions unrelated to service. 

The Federal Government is assuming obligations which are clearly 
the responsibilities of State and local government. The Federal 
Government seems also to be assuming responsibility for care which 
is clearly the responsibility and within the capacities, we believe, of 
individual citizens. We know of no basis for believing that the 
veteran in our Nation is more economically disadvantaged than the 
rest of the population generally. 

Certainly nothing like half of the general population is indigent or 
in need of free care from government. It is inconceivable to believe 
that one-half of all veterans in need of hospital care are in the indigent 
group. In fact on the contrary, to the best of our knowledge—it 
would seem reasonable—the veteran is provided with advantages as 
to employment, housing, education, business loans, insurance and 
many other benefits which cannot be construed as placing him in a 
position as a group less well off than our population as a whole. 

State and local governments are responsible for the provision of 
long-term care for the mentally ill and for patients suffering with 
tuberculosis. State and local governments should be required to 
assume responsibility for a large segment of the present patient load 
in VA facilities receiving care for these non-service-connected condi- 
tions. 

State and local governments are responsible for indigent persons 
needing health care. The Federal Government is making funds avail- 
able on a matching basis with States and local governments for various 
groups of indigents. At the present time participation in military 
orces will become a normal pattern of life for nearly all of the able- 
bodied men of the country, as well as for an increasing number of 
women. The implications of the Federal Government’s undertaking 
to provide health care throughout the lifetime of this group should be 
contemplated most seriously. 
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We believe that the implications, certainly, of this House Com- 
mittee Print No. 222 demand an immediate and complete reevaluation 
of the responsibility of the Federal Government for the hospital care of 
veterans. Such reevaluation should and might include: 

1. Congressional policy for the hospital care of non-service- 
connected disabilities. 

2. The responsibility of State and local governments. 

3. Establishment of specific measurements to be adhered to in 
appraising the economic status of a veteran as the basis for eligibility 
to care. 

4. The development of a clearly defined congressional policy estab- 
lishing by law, the total number of authorized constructed beds and 
governing the operation of authorized beds, and as a corollary the 
abandonment of the provision of beds through appropriations in place 
of stated policy. 

5. The eligibility of service-connected veterans receiving treatment 
for purely non-service-connected conditions at the expense of the 
Federal Government without regard to their financial need. 

6. The use of relatively short-term projections to adjust to future 
advances in hospital and medical practice. 

7. The amount and cost of care required for an increasing older 
patient group which, it has been demonstrated, uses three or more 
times as much care as does the younger population. 

8. The future policy of the Federal Government as to the provision 
of domiciliary facilities. 

9. The required needs for hospital facilities for the total population 
including veterans. 

10. The impact of Federal legislation related to the health needs 
of the aged population. 

11. The implications of bringing veterans receiving pension benefits 
under the social-security retirement system. 

12. The eligibility of veterans for care for non-service-connected 
disabilities in VA hospitals who are protected under voluntary health 
insurance or workmen’s compensation, or some other third party 
coverage. 

RECOMMENDATIONS 


We recommend that Congress clearly define the responsibilities of 
the Federal Government to provide care for non-service-connected 
disabilities. 

We believe the Federal Government should undertake to provide 
fully for all of the needs of veterans for any illness which is service 
connected, and throughout his lifetime. We believe, however, that 
the Federal Government has no such responsibility with respect to 
non-service-connected conditions. 

In keeping with a definition of responsibility, we recommend that 
for future wartime veterans with non-service-connected disabilities, 
Congress should enact definitive legislation to provide hospital and 
medical care if such veterans are declared to be eligible and providing 
the need of care is established within a limited period of time after 
their separation from service. 

We recommend that the Congress prohibit the operation of any 
beds in the VA system in excess of 131,000; and further that no 
VA facilities be constructed which will add any beds in excess of 
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131,000 and that any unnecessary facilities be closed even though 
this may reduce the number of beds below 131,000. 

It is obvious that at the present time the constructed bed capacity 
of facilities being operated by the VA is far in excess of 131,000 beds. 
Also the Veterans’ Administration is being required to operate a 
number of facilities which cannot be ppauted! efficiently because of the 
bia small part of the total facility which is being used or because 
of low bed occupancy. It is quite clear that the veterans hospital 
system already encompasses more beds than will ever be needed for 
the care of service-connected cases. 

In fact there are nearly three times as many beds in the present VA 
system as are needed for service-connected cases, and this ratio will 
increase throughout the years. Unquestionably in recent years 
increases in the provision of beds has been for the accommodation 
of non-service-connected disabilities. 

The Veterans’ Administration has stated that it cannot staff and 
operate more than 120,000 beds. Beds are vacant now in the VA 
system because of inability to secure staff, as well as for other reasons. 

Veterans with non-service-connected conditions and the nonwartime 
veterans who complete their term of service are members of their 
respective communities and should be considered as such in health 
care planning by the Federal Government. 

We recommend that Congress thoroughly reevaluate policy with 
respect. to the addition of periods of presumption and the extension 
of existing periods of presumption. 

The continued addition of periods of presumption and the extension 
of existing periods of presumption materially increases the number of 
service-connected disabilities and the financial responsibilities of the 
Federal Government. 

We recommend that State and local governments should be en- 
couraged to assume their share of the responsibility for the care of 
veterans with non-service-connected disabilities who are unable to 
meet the expense of such care. 

We suggest that this might be accomplished best by amending the 
public assistance titles of the Social Security Act to add an additional 
category to the present four categories and to provide that the Federal 
Government make available matching funds to State and local govern- 
ments. 

We recommend to the extent that facilities are not available within 
any State for the care of mentally ill patients of non-service-connected 
origin, that State and local governments be encouraged to participate 
in the payment of care of such cases in VA hospitals. 

We recommend that the Veterans’ Administration be encouraged to 
give greater emphasis to the rehabilitation aspects of their program of 
medical care, particularly with respect to chronic illness. 

We recommend that there be no expansion of the VA outpatient 
program. 

We recommend that a coordinating agency within the Federal 
Government be established to assure proper planning and coordina- 
tion of Veterans’ Administration hospitals with other Federal hospitals 
and in relation to noa-Federal hospitals. 

At the present time the Federal Government is making funds 
available through grants and loans for construction of a variety of 
health facilities. Such programs contemplate the use of these facili- 
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ties by civilian veterans as well as the whole civilian population. 
We believe the Federal Government should insure efficient planning 
and economic operation to avoid duplication of facilities. The 
need for such coordination is further emphasized to insure full use of 
all available health personnel to meet the total health needs of the 
Nation in the best possible fashion. 

We recommend that Congress enact legislation to provide milita 
personnel upon their separation from service with protection, throug 
voluntary health insurance, for themselves and their dependents. 

At the present time dependents of military personnel are cared for 
under the dependents medical care program. Under the above 
recommendation the Congress would provide voluntary health in- 
surance for the dependents and for military personnel following their 
discharge from the military, with the Federal Government under- 
writing the premium as a severence benefit for a limited period of time. 

Such a program would have an important bearing on future planning 
for veterans and enable them to make the transition from military to 
civilian life with continued protection for themselves and their 
dependents. 

inally, we commend the chairman and the committee for its 
recognition of the need for, and the reevaluation of congressional 
policy concerning the hospital program of veterans. Thank you for 
this opportunity to bring to you the thinking of the American Hospital 
Association on what we consider a mutually important matter. 

The Cuarrman. Dr. Steinberg, what is service connection? 

Dr. Srernpere. Service connection is a category that is defined by 
law and administrative regulations. In my simple definition it would 
be lesion which arose out of service in the military or was aggravated 
by service in the military. 

The CuarrMAN. Suppose Mr. Mitchell served in Korea, and when 
I was there in January of 1951 it was about 10 degrees below zero. 
There were plenty of men living out in foxholes in the open. Suppose 
Mr. Mitchell comes home and develops arthritis and a million other 
things. Suppose I am stationed over here in the Pentagon and I am 
out mowing my yard Saturday afternoon and the lawn mower cuts 
off my toe. 

How about directing some remarks toward those two cases as far 
as service connection is concerned? 

Dr. SternserG. I would say this: That we ask for a definition 
which covers justice and the practical situation. We say that if this 
man in Korea, being exposed to a new set of conditions by reason of 
his military service, develops an illness, that illness is service-connected 
and is the responsibility of the Government who asked him to endure 
these new set of conditions. 

If a man is in Government service in the Pentagon, as you say, and 
trips and cuts his toe or develops some sort of lesion, he, like all other 
people who are at work in this Government, deserves some sort of 
protection and does indeed get it, I believe. At least while I do not 
know Federal procedures on assistance or protection in such cases, 
I know civilians do get it through laws of workmen’s compensation. 
It is hard for me to say which is better or which should be applied to 
which. I do think that in each case justice ought to be done. 

The CuairMan. The point that I am making, doctor, is that we 
talk of service connected and nonservice connected. It is so far 
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from being black and white that it is one of my biggest points as far 
as hospitalization is concerned. I went through Kennedy Hospital 
down at Memphis last Saturday. The doctor there told me that 90 
percent of all his pariplegics in the orthopedic wards were hurt in car 
wrecks. It just isn’t a clear-cut case of service connected or not 
service connected. I don’t think our veterans who serve in areas such 
as Korea or combat areas in the Pacific where they had to live with 
the elements have gotten nearly the consideration they should have 
as far as service connection is concerned. So when you talk about 
service connected and nonservice connected, it just isn’t that clear. 

Dr. Sreinserc. Mr. Teague, if I may say this, I would like to: 
That we are not at all opposed to the procurement of good hospitali- 
zation by veterans with non-service-connected lesions. We think 
that they should get the best type of hospital care that the community 
of America can afford to give them, just as we think that everyone is 
entitled to this care. We are simply talking now about how best to 

rovide, within a practical economic and social system, this care. 

e certainly do not want to discriminate against anyone. Our whole 
purpose is to get the best type of hospitalization for the community 
of America. So we are talking now about how can this best be 
provided rather than should it be provided. 

I am talking about the non-service-connected lesion. 

The CuarrMan. Are you aware that throughout the military anyone 
who is hurt in a car wreck anyway today is service connected and 

ou will have more service-connected people drawing compensation 
ecause of car wrecks than because of any combat disabilities. 

Dr. SrernserG. I imagine that is so. I am sure you know more 
about that than I do. 

The CuHarrMAN. Over on page 6 you talk about the number of 
service-connected cases going down. What is your basis for saying 
that? The reason I ask is Pred you go out to Walter Reed, or 
Bethesda, or any of these hospitals you find the ward is full of young 
men who have been hurt in car wrecks. 

Dr. Srernserac. What I have stated concerning service- and non- 
service-connected cases was made on the basis of the study of the 
total veteran hospital census in June 1957. The projection as to 
what the load will be was based on the type of lesions that the service- 
connected cases have now, on the expectation of what will happen to 
these lesions, how they are cured and so on. 

We simply have to bow there to the medical statisticians who say 
that in developing any future prediction of hospitalization they take 
into account certain well-established trends right now. They do not, 
by the way, take into account things which are imponderable, such 
as medical advances. Perhaps, in 1986 we will have licked cancer, 
and tuberculosis, and maybe even psychosis. I don’t know. But 
if you take our existing pattern and our existing trends in hospitali- 
zation, this is the trend that the statisticians support and I would, 
knowing something about it, but not being an expert statistician, 
say this is a pretty accurate picture. This does not take into account 
the fact that the law may change to redefine or to otherwise define 
service connection. Of course, that would change the whole thing. 

The CuairMan. Doctor, with respect to your statement on the 

ercentage of non-service-connected veterans treated by Government 
nepitale and those treated by private hospitals, what percentage of 
those veterans were treated also in private hospitals? 
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Dr. SterinrerGc. What percentage of service-connected? 

The CuarrMan. Non-service-connected. 

Dr. SrermnperG. Actually as to non-service-connected veterans, 
about 53.7 percent were in voluntary or community hospitals. Forty- 
seven point eight percent were in veteran hospitals. 

The Cuarrman. However, what percent of that 47.8 were also 
treated in private hospitals before they ever went to the VA? 

Dr. Sternserc. Those statistics I don’t have. 

The Cuarrman. Don’t you think you should have them? If you 
are going to give out to this committee a statement like that, don’t 

ou think you should also tell us how many of those were first treated 
in private hospitals? In other words, they spent their money, ex- 
hausted their funds, with a private doctor and then the doctor called 
up the hospital and said, ‘‘Won’t you admit this man?’ Don’t you 
think if you are going to give a fair picture you ought to give a fair 
figure? 

wey Srernsera. I think that would be an interesting statistic and 
for all I know it may even have been done. There was a census taken 
over one short period where we said, ‘“‘Let’s stop today and see over 
this period who are in our hospitals,” and we asked certain questions, 
not only “Are you a veteran,” but “What is your age,’”’ and certain 
other statistics that we want to develop. 

The CuarrMan. Let me give you a figure on one hospital which 
would just show how wrong your figures are. We checked 228 cases 
in the hospital in Oklahoma City. One hundred and forty-one of 
them had spent all their money before they ever went to the VA 
hospital, so when you give us a figure like that and don’t give us the 
other statistics it seems to me it is a completely false picture you are 
presenting to this committee. 

Am I right? 

Dr. Srernsera. I would say, as to the facts, they are developed as 
accurately as they can possibly be developed. 

The CHarrMan. You are painting one side of the picture. 

Dr. Srermnserc. If they are incomplete, of course, then categorically 
they are incomplete in the sense that you can always add more data. 
I don’t mean to make this a debate. I say truly I think this would be 
an interesting statistic because what you are saying is that perhaps 
these people who are in veteran hospitals are people who have been 
in nonveterans hospitals and have exhausted their finances and are 
therefore indigent. 

The CuarrMan. Doctor, there were 144 of the 228 that private 
doctors helped get in the hospital, and 107 of them were treated by 
private doctors before they went to the hospital. 

Mr. Apatr. VA hospital? 

The Cuarrman. VA hospital. If you are going to give that picture 
you did it looks to me like it isn’t a full picture. Do you agree or 
disagree? 

Dr. SrerinserG. Yes, I agree. If what you are saying is that these 
men could not have gotten proper care or in the other system or had 
gotten it and could no longer get it and therefore were in the veterans’ 
hospital, at this point then I think that your point is well made, but I 
take it for granted that the very large percentage of veterans who come 
in with non-service-connected disabilities are indigent. 

I mean they all must give a statement of indigency and therefore 
when we adduce the statistic that it seems to us that half of the 
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veterans of this country who require hospitilization can hardly be 
indigent. We have not counted them; we simply say on a general 
basis of reason, since the veterans’ group is probably one group in the 
community that is special, its special feature is that it is probably not 
a more indigent group in the population. 

I don’t think that is a very important point. The important 
point is this—and I am sure we are together here—How can we best 
get the best type of hospital care for our veterans? You in this 
committee are interested in that particular group. We are, too, but 
we are interested, of course, in the whole population, as I am sure 
you are, too. Here we, I am sure, think together and that is what I 
would like to think, too, and that is why we brought our recommenda- 
tions to you. 

The CuarrMan. If I am a doctor and I am consistent and I do not 
believe in hospitalizing non-service-connected men, should I not try 
to get my patients into a State facility instead of trying to call the VA 
and get the patients in there? 

It is interesting to me that throughout this country 90 percent of 
the veterans go to the hospital through their private doctor. And 
they told me of doctors in Memphis who just violently oppose the 
non-service-connected hospitalization. But they are the ones who 
will call up and just raise the devil because they do not have the bed 
to take the patient. It just seems to me they are inconsistent when 
they do that. 

Dr. SternserG. I would agree with you that where a man needs 
care if he is a veteran he certainly shouldn’t be discriminated against. 
Where a man needs care and a facility does not exist to give him that 
care, such a facility should be made to exist. 

This is what our credo in America is: There should be adequate 
health care for all of our population, and if what you are saying is 
that it is inconsistent for a physician to at once argue against treat- 
ment of non-service-connected lesions by governmental system, and 
at the same time pressuring to get his man into a service-connected 
hospital, I would say there is an inconsistency there, of course. And 
we have said here what we would like is a statement of policy based 
on study. 

We do not come and say, ‘‘Let’s not do anything for the veteran,” 
or ‘‘Let’s not do as much as we are doing.’”’ We simply say, “Here 
is a problem.” 

I want to remind you we are very sensitive to the fact that we have 
probably the last voluntary hospital in the world in America and, 
not by coincidence, the best hospital system in the world. We are 
very jealous of this, not because of our particular ax to grind with 
hospitals—hospitals are nonprofit organizations—but because we feel 
that this is giving this country an enormous advantage. We would 
like, therefore, to avoid the possibility of injuring that sort of system 
and of going into the kind of system which will not give us more 
governmental care unless it is necessary, and anything that is neces- 
sary we are for. 

The CuatrMan. Doctor, on page 11 you say: 

We recommend that the Congress prohibit the operation of any beds in the 
VA system in excess of 131,000; and, further, that no VA facilities be constructed 


which will add any beds in excess of 131,000 and that any unnecessary facilities 
be closed even though this may reduce the number of beds below 131,000. 
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You are saying that if down in Georgia the population drops to 
where they do not need a hospital it should be closed? Is that right? 

Dr. Sreinserc. Yes. 

The CHarrman. You are saying that if the veteran population in 
Georgia increases to any extent there should not be any more hospitals 
there. Is that consistent? 

Dr. Sretnpere. It is consistent in this sense: According to the 
present definition—and the restatement of policy is something, of 
course, that this committee will, I am sure, study very carefully— 
and, according to the present policy, it is altogether unlikely that the 
need for beds in veieran:’ hospitals will he decreasing. As a matter 
of fact, if you are going to make the beds available for non-service- 
connected cases, and we infer in our recommendation that this should 
not be disturbed to the extent that 131,000 beds are in use, it is 
altogether likely that the beds will be constantly in demand because 
the number of non-service-connected cases are going to go up rather 
eo to some 340,000 over the succeeding years. 

herefore, they are going to go up much faster than the service- 
connected cases are going to go down. Therefore, as you say, theo- 
retically it is possible that in one area where there may be small 
demand the beds may get shut down and in the other area there is a 
ceiling on the number of beds. This may happen. 

It is altogether unlikely when we take a look at the national scene 
that these beds will not always be in demand. 

The Cuarrman. Mrs. Dwyer. 

Mrs. Dwyer. I would like to ask the doctor this question: 

If all non-service-connected cases were removed from veterans’ 
hospitals would the voluntary hospitals of America be able to service 
those cases? 

Dr. SrernBErRG. Yes. 

Well, I say all. It is awfully hard to say all. For instance, now in 
the VA hospitals there are 71,000 non-service-connected cases as of 
June 1957. Actually these are supposed to be indigent cases, and I 
suppose, in the main, are in the metropolitan centers. But through- 
out the country we find that our facilities for the treatment of indigent 
patients are not filled. 

In my locality, for instance, there are only about 70 percent that 
are filled. The private-room facilities for patients are considerably 
better filled than are the facilities for what we call ward cases, the 
cases that are indigent. 

Therefore, we may not be able to absorb immediately all of the 
psychiactric cases, and I believe there would be difficulty there. But 
if we are dealing in numbers, 71,000 would certainly not even fill the 
teeaat now in the voluntary hospitals throughout this country 
generally. 

Mrs. Dwyer. Sir, in New Jersey alone they are getting people out 
of our voluntary hospitals who are indigent cases and trying to build 
nursing homes for them. I do not know a hospital in New Jersey that 
can just accept a patient except for an emergency operation, and then 
they get them out as fast as they possibly can. 

Dr. Stervserc. Yes. There are reasons for that. 

It is uneconomical to treat a case in a general hospital for perhaps 
a cost to the community of $20 or $25 a day when that case does not 
need the intensive facilities and the expensive facilities of a general 
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hospital, but needs minimal nursing care and the care that can be 
given in a nursing home for perhaps $8 or $9 or $10 a day. 

The move is always to attempt to bring down, to minimize the use of 
expensive facilities when they are not necessary. In other words 
that explains why a good many patients are being taken out of general 
hospitals and brought into nursing homes, because it is more economi- 
cal and, medically, a supportable way of treating them. But it is not 
because hospital are filled. 

Mrs. Dwyer. Sir, I have been of the opinion in my State—and I 
have been long connected with the nursing association and hospitals 
in my State—that veterans’ hospitals are really doing a service for 
voluntary hospitals today by taking on the responsibility of non- 
service-connected cases. 

One last question, Mr. Chairman. 

Then you are telling the committee now that if all the non-service- 
connected cases were taken out of VA hospitals there would be suffi- 
cient beds in voluntary hospitals in America to absorb those patients 
now? Suppose it was done tomorrow? 

Dr. Ste1nzerc. I would say to that, tomorrow—no. 

I think that they could viuaen a great deal of difficulty be accom- 
modated, but I want to immediately say that we do not recommend 
that such a thing be done. We recommend that you keep the level 
at 131,000. And why isthat? And it is very interesting, because we 
are in the hospital field and we know our field and we say this, that if 
you were to run veterans’ hospitals for only service-connected cases, 
which means you wouldn’t need 131,000, you would not be running 
the best type of care because we must deal in quality of care. 

We therefore say that in order to give these service-connected cases, 
which is the primary responsibility of the veterans’ hospitals, the 
highest type of. care as hospitals go, you must have the kind of census, 
the kind of population, which will attract a good staff and which will 
give you educational possibilities in order to attract good staff. 

And, therefore, we, in setting out the figures, say that it seems to 
us if you keep it at 131,000 you can be giving a better type of care 
to the 23,000. 

In other words, if you were to have only service-connected cases, 
then by 1986 you would have no medical cases in your veterans’ hos- 
pitals at all. You would have, according to the projection, 22,000 

sychiatric cases and 1,300 or so other cases, a negligible amount. 

ou would, therefore, as the years go on be giving your service- 
connected cases, if you had only service-connected cases, as they grow 
older a lower and lower quality of care because in order to give good 
care you must have good staff and good staff is attracted by a hospital 
that has a variety of illnesses ook has an educational opportunity. 
That is the way hospitals develop. And, so, we say we are as much 
interested in the quality of care as we are in anything else in the 
veterans’ hospitals, and indeed I want to remind you that we have 
as a hospital system moved very close to the veterans’ hospitals in 
consultative and in cooperative capacities in order to bring this care 
up where it needed to be brought up. 

This doesn’t mean that we have good care and everybody else not. 
But we have good facilities, and so I say yes, I think that these cases 
could probably be accommodated by the voluntary hospitals. Not 
in a day, of course, but I also say that, to me, it is an academic exer- 
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cise because I, for one, and our association would not want to see 
something like that done, and not as a compromise, but because we 
feel that the care of only the service-connected cases certainly would 
lower the quality of care in the veterans’ hospitals. 

Mr. Fino. Mr. Chairman? 

The Cuarrman. Mr. Fino. 

Mr. Fro. First of all I wish to compliment Dr. Steinberg, from 
my own State of New York for his sincere presentation here this 
morning of the views of his association although I do not quite agree 
with the thinking of your group in speaking of indigent non-service- 
connected veterans. 

It is my understanding from your testimony that your group has 
no objection to giving Government care to this particular group of 
indigent veterans. 

Dr. Srernpere. You understand us absolutely. We think that 
the Government should give care, actual facility care, to a certain 
number of these non-service-connected cases up to the extent that the 
will occupy whatever is not needed in the 131,000 beds, and we think 
beyond that to the extent that they need care outside of the facilities 
of this 131,000 beds, that the Government, together with local govern- 
ments, has a responsibility to pay for it. 

That is the answer; facilities up to 131,000. 

Mr, Frno. What would your association’s definition be of an indi- 
gent veteran? Where are we going to draw the line? 

Dr. Srernperc. We are talking about a medically indigent veteran 
which can encompass a man who has a little more money than just 
an indigent citizen, because one medically indigent can be somebody 
Me has an income and has an income which sometimes is surprisingly 

igh. 

But we say medically indigent, and that is what we are considering 
here, defined as a status where using his resources he cannot pay for 
private care. 

Mr. Fino. Would you say a veteran with a wife and 2 children in 
need of surgery which would cost probably $1,000, and he makes $90 
a week, has a $15,000 home with a $13,000 mortgage, and has maybe 
$500 in the bank, would come under that category? 

Dr. Srernserc. I will tell you how we would plot that because we 
do it every day. 

We do not have a categorical figure saying that if you make so 
much you are, and if you don’t make that much you aren’t. We 
say this: 

A family—and this is in New York—must have for decent living a 
certain amount of money for rent and for clothing and for food and 
for education and for recreation, and does the family have this amount 
of money? Is it in the assets or is it in the actual income? If it is 
there, then that is one determination. If it isn’t there, of course he 
is indigent. 

If it isn’t there we then say is the patient the breadwinner. In other 
words, this income is going to stop. So you can’t count income. 

Does he need a brain operation which is going to put him out for 
2 or 3 years? 

In the first case we would say yes, that he can pay us out of his 
assets. But the same man would be medically indigent if he had a 
brain lesion. 
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For the same reason, if it were a child in the family who is not a 
breadwinner, we would count the indigency altogether differently 
than if the breadwinner is in the hospitel 

The essence is that we try to define it by a set of decent standards, 
and a patient who cannot afford private medical care is a medically 
indigent patient. 

The CHatrman. Mr. Adair. 

Mr. Aparr. Thank you, Mr. Chairman. 

Doctor, I find throughout your statement reference to the fact that 
your organization believes that we need a redefinition of policy with 
reference to the treatment of non-service-connected veterans. I just 
want to be very sure that that is your feeling, that the present laws 
and regulations made pursuant thereto are not adequate in your 
opinion to define the responsibility so far as non-service-connected 
cases are concerned. 

Dr. SternserG. That is our position, sir. 

Mr. Aparr. Thank you. Now a second question. 

The CuarrmMan. Would you ask the doctor if they would submit 
to us what they mean? 

I would like to know specifically what you mean. 

Dr. SrernsperG. We attempted to say it, and I see I have not said 
it clearly enough. 

The stated policy—and we are talking now about the legislation of 
1924 and relegislation in 1934—is to the extent that beds are available 
and to the extent that they can be used by indigent veterans for non- 
service-connected cases, that they be made available to them. 

Now we fail to see in that, however, what you mean by available 
beds. 

Are available beds going to be the number of beds that you build 
from year to year? Or are you talking about available beds at a 
fixed point? 

It seems to us that in 1924 they were talking about a fixed point. 
They said ‘“This is our interpretation.’”’ And I was’nt there and am 
not a mindreader, but this is a reasonable interpretation, that the 
situation was that the First World War veteran, and the people who 
are veterans by reason of other actions, were no longer using the 
26,000 beds, and that they were empty beds, and to the extent there- 
fore that these empty beds could be used for indigent non-service- 
connected veterans, that they be used, that this was in the public 
interest. 

Based on that, we have seen from year to year an adjustment of 
beds which does not accord with that stated policy. The stated policy, 
if it were going to be that, should be that the Federal Government 
should give hospital care in its veterans’ hospitals for all nonindigent 
veterans, period, not to the extent that beds are available, because 
then the availability now becomes a matter of appropriations from 
year to year. 

If the Federal Government feels that they are going to give care 
in veterans’ hospitals to all non-service-connected veterans, then that 
ought to be said; not to the extent that beds are available but is there 
responsibility. 

Then, of course, you fashion the beds according to their responsi- 
bility, but right now there is no clearly stated policy in that sense. 
It says yes to the extent that beds are available. 
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How many beds are available? 

That no one knows. 

What is your responsibility? 

That is what we are talking about. 

Mr. Aparr. Thank you, Doctor. One other question, if I may, 
Mr. Chairman. 

On page 11 of your statement, Doctor, in the first complete para- 
graph, you say: 

Also the Veterans’ Administration is being required to operate a number of 


facilities which cannot be operated efficiently because of the very small part of the 
total facility which is being used or because of low bed occupancy. 


That is a question which has come up repeatedly here in these 
hearings, and, as a result of the studies of your association, do you 
feel that there are such Veterans’ Administration hospitals as these 
you describe here, that they cannot be operated efficiently because of 
the very small part of the total facility which is being used? 

Dr. SrernsperG. Actually we believe and have found by experience 
that you cannot operate a hospital efficiently with one patient if you 
want to spend the kind of money that is needed. 

The optimal census is about 80 to 85, and we don’t like hospitals 
to operate higher than that census. 

Mr. Aparr. You mean 80 or 85 percent? 

Dr. SrernserG. Of capacity. 

Mr. Aparr. Yes. 

Dr. Srernperc. And actually when you get to percentages that 
are much lower than 65 percent or even 70 percent, you are getting 
into a zone where you are not operating them efficiently or eco- 
nomically, for two reasons. 

In the first place, you don’t have a large enough patient group so 
that you have a need for and get all of the facilities and all of the 
specialists. And, furthermore, you now are on a marginal basis, 
losing marginal employees because you get one type of employee, 
and he may be able to serve 200 patients. Now if you have 100 you 
still need that employee, so that economically you are worse off, 
and professionally you are worse off because as the unit becomes 
smaller you must necessarily begin to a up certain types of facilities 
and certain types of specialists and skills. 

Mr. Apatr. Mr. Chairman, my last question then at that point: 

Then would it be the attitude of your association that where we 
find situations where the population density or the demand doesn’t 
support a hospital, we will say, above 65 percent of occupancy, it would 
be wise to close that hospital? 

I am speaking about a veterans’ hospital. 

Dr. Sternserc. Yes. Of course, I would say this, that if one were 
to apply the rule that if the census drops to a certain point you close 
the hospital, I would certainly feel very unhappy and a little bit 
worried about such a situatiou. But I will put it this way. 

If on careful study you find that the demands for beds in that 
hospital—and I mean a study which convinces you that the reasonable 
expectations for the future, no matter what adjustment you make, are 
not going to give you anything like an efficient census, then I think 
it is time to begin to close down that hospital and to hospitalize your 
patients in a better fashion. 

The CuartrMan. Mrs. Rogers? 

Mrs. Rogers. Yes. 





VETERANS’ ADMINISTRATION HOSPITALS 


Doctor, I would like, first of all, to ask you this question: 

Medicine is not an exact science, is it? 

Dr. STEINBERG. It is not. 

Mrs. Rocers. There is often a faulty diagnosis 

Dr. Sternserc. That is true. 

Mrs. Rocers. That actually causes death? 

Dr. SternBerG. If you are saying that. doctors sometime do not 
make the right diagnosis, I certainly agree. 

I would be indeed a curious type of individual who would not make 
mistakes and who would know everything, and we have a large group 
in medicine. 

I think you agree with me that they do a remarkable job in making 
correct diagnoses, but they do make wrong ones. 

Mrs. Rogers. Oh, yes, they do remarkable work, but what I am 
trying to bring out is the fact that doctors make mistakes. Doctors 
do not agree, and it is very difficult to tell sometimes whether a case 
should be service connected or not. Is that not true? 

Dr. Srernpere. It certainly is true. 

Mrs. Rogesrs. Is it not particularly true of the mental cases who 
cannot pursue their claims, who become mentally sick and they can’t 
pursue their claims, and therefore they cannot get service connection? 

Dr. Srernsere. Often the case. 

Mrs. Rogers. Are not your mental hospitals crowded? 

Dr. SternserG. The mental hospitals are less crowded today than 
they were 3 or4 yearsago. In the State of New York, for instance, for 
the first time there is no waiting list, and the discharges are greater 
than the admissions. This is over the past calendar year. 

The reasons for that are many, partly perhaps the fact that we can 
now treat patients at home with tranquilizers and other methods 
that we weren’t able to do before. Whether that trend will continue 
or not I don’t know. 

We talk about the advances and the things that are so hard to plan 
for. We are seeing throughout the country a drop in the census of 
mental hospitals. Nevertheless the census in State and municipal 
mental hospitals does in most cases approach the capacity. 

Mrs. Rogers. You find that the tranquilizers after a while are not 
very effective. 

Dr. Sreinpera. Yes, that is true. But we must take a look at the 
whole scene. For instance, we find that the isoniazids, these drugs 
that treat TB, are not curing TB. But from the point of view of the 
hospital they have and will continue to reduce the demand overall 
for hospital beds for TB. 

Mrs. Rocrers. They may have to go back into hospitals again. 

Dr. Strernperc. They may have to go back, but the net effect has 
been and will be to decrease the number of TB beds necessary. And 
in psychiatry, too, I believe that the net effect of the tranquilizers 
will be that there will always be a body of patients who would have 
been in hospitals and who are not now in hospitals. 

Mrs. Rogers. Is it not true, Doctor, also that the civilian doctors 
do not want to go out at night, or do not go out at night? Let’s 
put it that way. 

Dr. STe1nBERG. It is awfully hard to generalize, but I would say if 
I were a human being and were asked do I like to go out at night, I 
would say no. 
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To the extent that the physicians are perhaps a dedicated group, the 
would say no a little bit less often than maybe lawyers or ditch 
diggers. But the fact is, I suppose, there is a certain reluctance 
about going out at night. 

Mrs. Rogers. I know of a good many cases and one in my own 
family where a relative was allowed to die because a doctor refused 
to go, and she could not get another doctor. 

Dr. Sremnserc. That unfortunately happens. Physicians are, 
first of all, human beings. 

Mrs. Rocers. I agree with you there thoroughly, Doctor, and I 
think she should have been protected. On the other hand, I think 
the patient should be protected. 

Dr. Srernperc. When I said they are human I mean that they 
have, in addition to the strengths, the weaknesses of human beings. 

I think, since we brought this up and we are talking now about the 
physician and his amount of service and devotion, it is remarkable 
that a group of people who are so highly trusted by the community 
and are able to do anything that they want to do, can undress you, 
embarrass you, hurt you, do anything and you take it without ques- 
tion, it is remarkable that they don’t trespass any more than they do, 
and I think it is remarkable that they are the creatures that they are. 

By and large, however, I say that they are human beings, and if 

ou want to pick faults or want to find weaknesses among them with a 
wee group like that, I would certainly not say they are not there. 
Mrs. Rogers. Of course, we are trying to get care for the veterans 
at the present time, and I want to bring that out. On medical care it 
seems to be felt somewhat generally—and it came out on the floor of 
Congress twice recently—that this was not working out too well. I 
know of one case where I wanted to get a doctor, and his office girl 
told me that she could not reach him, and she would not give me the 
number of his house. 

If I had been a mother with a baby or someone who expected a baby 
I would be in a very bad plight, and that does happen, I think, a good 
many times. I do not think that they are giving the proper medical 
care in taking care of them. 

Dr. Strernperc. We would like to be able to say that care in the 
hospitals in America is ideal, or care among the physicians is ideal. 
But that I do not think alters the case that we ought to both be 
looking—and I am sure we are—for the best way of creating hospital 
facilities and giving hospital service to the veteran. 

Do we go on building more veterans’ hospitals? Do we do some- 
thing else? 

That is what we are talking about. It needs study. 

Mrs. Roasrs. Do you not feel we should take care of the veterans, 
particularly in view of the fact that it is so difficult to tell sometimes 
whether a case is service connected or not? 

Dr. Sternperc. We think that we should take care of the veterans, 
absolutely. In service-connected cases I think there is a special 
responsibility, but even non-service-connected cases we think that 
the Government has a real responsibility, and the whole community 
has a responsibility in the hospital care of people who cannot afford 
themselves to have that care, and that the veteran certainly deserves 
at least that much. 

We feel that this should be done and done carefully and consider- 
ately. We are not against care for the veterans, by all means no. 
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We would be very poor hospital people if we said that we are going to 
pick one group out and not give them:‘any care in America. That is 
out of the question. 

Mrs. Rogers. Do you feel all over the country that there are plenty 
of vacant beds in civilian hospitals? 

Dr. StemnserG. I think that there are beds enough to take care of 
the citizens of our communities. I don’t think that they are adequate 
if we are talking in terms of the ideal in every section of the country. 

I think, however, that one of the ways that we can make them 
adequate is to give them a primary responsibility and not to dilute it, 
and to give them a chance to study this thing and to help them if they 
do need the funds locally, and that is what the Federal Government is 
attempting to do. 

Mrs. Roasrs. I find that you cannot get beds in some hospitals 
for civilians. 

Dr. Sternperc. That is very true. 

Mrs. Rogers. Even paying for a room where a patient has not 
gotten out of bed yet. 

Dr. Ster1nsperG. I wonder whether you are not talking about the 
private and semiprivate patient. That is where the difficulty is, not 
the ward patient in most instances. 

Mrs. Rocers. There are plenty of beds in the ward? They should 
not be forced to go into the wards. 

Dr. SternserG. In the metropolitan centers the ward population 
is not rising. It is falling. 

One of the great concerns of the hospitals is that we are not main- 
taining our ward centers. We don’t want people to be poor and 
indigent in order to have good hospitals, but we say that one of the 
things that concerns us is that the ward population is falling, and we 
do base most of our educational program on the ward area, and as 
that is falling it is giving us a great deal of concern because as the 
educational program falls, inevitably the community is no longer 
getting the highly trained physician that it deserves because he gets 
his training, a good bit of it, now in the hospitals. 

Mrs. Rogers. It is almost impossible for a person who has a large 
amount of money to be hospitalized today. 

Dr. SteinsperG. That is true. It is very difficult to get private 
facilities. 

Mrs. Rocers. I think that enters into the problem with your 
veterans. 

Dr. STeErInBERG. Well, now, does it? Can we be talking about a 
great many people if we talk about the rich veteran who can pay for 
his care in a private hospital and goes to a VA hospital only because 
there is no private bed. I would say without knowing anything 
about it that there probably are cases of that type. But I can’t 
think that that is our big problem here. 

Mrs. Rocers. I am not talking of the rich ones. I am talking of 
those with moderate means. They cannot afford it. 

Dr. SternserGc. That may be quite the case. However, since the 
wards are not filled we have a good many people in our wards today 
who financially, perhaps, can afford to go to semiprivate and go to a 
ward because there are no semiprivate facilities, and the veteran, I 
am certain, could avail himself of the same thing there. 
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I have no argument about the veteran who cannot get care. We 
must give him care. The only thing I say is, is it best to give him 
care in a constantly expanding Federal system or is there perhaps 
some better way to do it? 

I am not now talking about a certain group that is rather easily 
defined, although, as Congressman Teague reminded me, it’s not 
quite as easy as I think, that is the service-connected veteran. 

Mrs. Rogers. Thank you, Doctor. 

The CuarrMan. Maybe I am prejudiced, but I think that many 
men who are hit with steel were not hurt nearly as bad as men who 
stayed in combat day after day without any physical injury. I do 
not think that group gets the consideration it deserves. I think the 
law is wrong, that just because a man is nervous and driving home 
gets in a car wreck and is service connected he should get the same 
consideration as a man in combat. 

I think the laws are wrong, but I do not think I can change them. 
If I wanted to I do not think I could change them. 

Dr. Srernserc. If our laws can be changed to better define or to 
define the so-called service connected, you would find in us people 
who would be far from opposing them. We would go along. 

Service connection is something which is so clearly the responsibility 
of the Government that I don’t think anyone would argue that this is 
a primary responsibility that should not be carried out. 

I think that we are also responsible for the treatment of the non- 
service people. I think we are responsible as a community. I 
think that the Federal Government certainly should go in and help 
in that problem. 


Should they help by building veterans’ hospitals or should the 
help by some other means? And that is what we are here for. e 
are really not too far apart. 

The CuarrMan. Any other questions? 

Thank you very much, Dr. Steinberg. 

We have Dr. Roth of the American Medical Association, who has 
been before us a number of other times. 


STATEMENT OF DR. RUSSELL B. ROTH, CHAIRMAN, COMMITTEE 
ON FEDERAL MEDICAL SERVICES, AMERICAN MEDICAL 
ASSOCIATION 


Dr. Roru. No, sir. One time. 

The CHarrMAN. One time? 

Dr. Rot. Yes, sir. 

The Cuarrman. Go right ahead with your statement. 

Dr. Roru. Mr. Chairman and members of the committee, my 
name is Russell B. Roth, M. D., of Erie, Pa., where I am engaged 
in the private practice of medicine. I appreciate the opportunity 
of again appearing before your committee. As the chairman has 

ointed out, I have been here before. The last appearance was on 
March 5, 1957, when I represented the American Medical Associa- 
tion as a member of the Committee on Federal Medical Services. I 
appear again today as chairman of that committee. 

My testimony today concerns the position of the American Medical 
Association with respect to the proper number of hospital beds which 
should be authorized in Veterans’ Administration facilities for the 
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care of war veterans, a question which is developed in some detail in 
House Committee Print No. 222. 

We have been especially interested in the study made by the Vet- 
erans’ Administration, the Public Health Service, and the American 
Hospital Association, which is reported in that document, with its 
projections, through the year 1986, of the medical facilities required 
for veterans under various possible plans for future admissions. 

Our association holds one fundamental conviction on this subject. 
We believe that the Department of Medicine and Surgery of the Vet- 
erans’ Administration has a single prime purpose—that of providing 
care for service-incurred or aggravated disease or disability. It was 
not created by Congress as an instrument of scientific research. 

The CuHarrman. Do you people really believe that our country as 
a whole does not gain by the research that goes on in our Veterans’ 
Administration? Do you believe it should be done a different way? 

Dr. Ror. Yes, sir. We feel that the research problems attacked 
under the aegis of the Veterans’ Administration, many of them obvi- 
ously have been excellent and many of them should be continued, 
but we do not feel that research should be allowed to become one of 
the major missions of the Veterans’ Administration, diverting per- 
sonnel, funds, and so on from the primary mission of service-con- 
nected care. 

The CuatrMan. I do not know what legal authority they have to 
do research. I am going to find out. 

Actually this hearing is the first time it has come to my mind, that 
there was some question about their having legal authority to carry 
on research. 

I go into some communities and I find that the medical profession 
there seems to be very much in favor of it, and I go into others and 
they say there should not be any. 

Dr. Rots. There are certain areas of research which the Veterans’ 
Administration is preeminently qualified to carry out; to pick one— 
paraplegic care. Certainly their opportunities in studies for chemo- 
therapy and TB have been almost unparalleled. There are very fine 
research problems. We know that. 

The CHarrMan. Are you opposed to any Government research? 
National Institutes of Health, Public Health Service? 

Dr. Rorn. No, sir. 

The CHarRMAN. You just feel the VA should not engage-in that. 

Dr. Rorx. We feel that it has reached a stage in the VA where it 
has become a preoccupation which is improper. We feel that perhaps 
the same money devoted by the Federal Government to research, 
channeled through the National Institutes of Health, would be 
more rewarding. 

The Cuarrman. If the VA did not do research would the quality of 
medicine change, go up or down? 5 

Dr. Rortu. I would say those phases of research which would bolster 
the caliber of the medicine carried out in VA hospitals should probably 
be continued. 

The CHAIRMAN. Mrs. Rogers. 

Mrs. Rocers. Is it not true that the VA has done outstanding 
work in cancer? 

Dr. Rots. I would have to plead ignorance of specific research 
projects in cancer that can be called outstanding or rewarding, al- 
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though I am certain that much fine research and qualified researchers 
are working under the aegis of the VA. 

Mrs. Rogers. Civilian doctors so far have testified on the very fine 
work done in cancer and also you may remember the passage of a bill 
for $1 million a year appropriations in prosthetic appliance research. 

Dr. Roru. The American Medical Association, I assure you, is a 
promoter of research to the point where very recently one of our 
newest projects is a mechanism for receiving funds for the furthering 
of research in proper channels. We indeed advocate research. 

Our comment here is, as I trust we shall develop later, that this is 
one of the phases of the development of the VA that we think is helping 
to dilute and detract from the primary mission of service-connected 
care. 

Mrs. Rocers. May I just go on to develop that? 

Of course, in prosthetic appliances, as a result of those research 
studies and the work we have done in various hospitals, the Navy 
Hospital and out at Walter Reed Hospital, little children have been 

iven prosthetic appliances, little children that were born with their 
Fittle hands coming out of the arm here and so forth. 

Dr. Roru. Yes, ma’am. 

Mrs. Rocers. They are planning to do more and more to help 
civilians along that line. I think they have done more than any 
civilian group has done in research work in prosthetic appliances, the 
development of them. 

Dr. Roru. It is certainly true that the civilian hospital system has 
been slow in coming into its own in the rehabilitation program. It 
is one of the major concerns not only of the American Medical Associa- 
tion but virtually all medical associations now to develop our rehabil- 
itation facilities. The work which has been done in the service hos- 
pitals has been preeminent because of their opportunity. They have 
the cases. 

Mrs. Rogers. They are seeing that civilians get them, too, at low 
cost. 

The CuartrmMan. Go right ahead, Doctor. 

Dr. Rorn. It was not designed as a training ground for young 
doctors. And it was not intended as an agency for providing indigent 
medical care to the veteran population. It was developed for one 
purpose only—the provision of unstinting care for the war injured. 

And yet today any analysis of VA figures shows that service-con- 
nected medical care is a dwindling phase of VA operations. It is 
inevitable as time separates us from the periods of actual combat 
that there shall be even fewer cases of acute short-term service- 
connected illness, and that even these are likely to be acute episodes 
in the course of chronic disabilities. As the experience of the past is 
projected into the future it is apparent that service-connected care 
not only diminishes in volume but becomes overwhelmingly chronic 
in character. Even now something less than 15 percent of all new 
admissions to the VA are for service-connected care, and we suspect 
that most of these are readmissions. 

No one denies that the VA facilities are already greatly in excess 
of the requirements for service-connected care. It therefore follows 
that any further extension of VA medical operations can be justified 
only as an expansion of non-service-connected care. 

When Mr. Harvey Higley was VA Administrator he clearly stressed 
that point during your 1956 hearings. And we suspect that most of 
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these are readmissions. I believe parenthetically we can say that 
Mr. Whittier has made somewhat the same point more recently. 

But what is the effect of this emphasis and concentration on non- 
service-connected care? 

It can only mean deemphasis and dilution of service-connected care. 

There are many factors which must be considered. Who carries out 
the actual medical care in the dean’s committee hospitals today? The 
experienced physician or the trainee? 

What class of patient commands the major attention of the teachers 
and the trainees in our VA hospitals today? The chronic, long- 
term inmates or the more dramatic, challenging, active problems that 
make up 85 percent of new admissions? 

What techniques are being employed in patient care? The con- 
servative and well tested or the experimental techniques of research? 

Is the continuing care of the war-disabled veteran still truly of 
first magnitude concern to the VA or has it dropped to a matter of 
third of fourth magnitude? 

We would ask your committee to consider these questions critically. 

Closely related to this problem is the whole subject of VA responsi- 
bility for care of non-service-connected disability. 

At the present time approximately 48 percent, almost half, of all 
veterans hospitalized for the care of non-service-connected disabilities 
are under VA auspices, and yet the studies of the Bradley Commis- 
sion have shown that veterans in general are better off than non- 
veterans in respect to income, education and level of employment. 

You have perhaps seen the lead article in the July issue of Harper’s 
magazine by Mr. John E. Booth, himself a veteran, who comments: 

Veterans, who are now better off as a group than the rest of the population, 
will also be better off in their old age; they’ll acquire more savings, private pension- 
plan payments, and other benefits than nonveterans. 

If this be true—and it seems reasonable in view of the all-out 
effort made by Congress and by this committee to aid the serviceman 
in his return to civilian life—how can it follow that nearly half of all 
veterans with non-service-connecied conditions are in an “‘inability-to- 
pay” category entitling them to VA hospitalization? 

And let us note that this is not a figure distorted by a preponderance 
of chronic tuberculosis and neuropsychiatric cases. This figure is 45 
percent of the cases in the general medical and surgical classifications. 

Mr. Booth, in the previously mentioned article, has as his thesis 
the view that such an unrealistic program subsidizes veterans who do 
not need it “‘while the seriously disabled who do need it get short- 
changed.” 

In any event, Congress should surely determine its policy. Is it 
intended to furnish tax-paid Federal medical care for all veterans 
who request it and who are willing to indicate inability to pay? There 
are sizable waiting lists in this category, as you know. Future 
projections guarantee that as our wartime veteran population ages 
these lists will grow. 

If there should be an insistence on the part of Congress that the 
taxpayer actually is responsible for the care of disability unrelated to 
service, then there most assuredly is an obligation upon that Congress 
to define what constitutes inability to pay. Today this is a matter 
of individual conscience. Mr. Booth refers to the affidavit on the 
10—P-10 form as ‘something of a joke’’ because the law forbids the 
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VA even to check up on it. Why should this be so? We would ask 
a sincere question: 

Would this committee permit the VA to grant a pension to a veteran 
without ascertaining his income level and his circumstances of need? 

What does the nonveteran do about the costs of illness? He buys 
insurance or he pays in installments, or he meets the cost in other 
bay If he really cannot afford hospitalization, the community pays 
or it. 

The AMA’s committee on indigent care has made a number of 
field studies on local and State medical care plans. A report of that 
commitice’s studies occupies 90 pages of the record of your July 1953 
hearings. This report does not disclose that there is even one welfare 
department in the country which will pay for a man’s medical care 
purely on his unsupported statement that he can’t afford it. 

We would respectfully suggest that this committee authorize a 
serious study by the Government Accounting Office and the Veterans’ 
Administration on the subject of income levels in non-service-con- 
nected cases, primarily in the GM and S hospitals. We would 
further suggest strengthening of the law to permit examination of the 
admission affidavit which is so lightly considered in these times. 

Now may we examine further the implications of this recent projec- 
tion of future needs for VA hospital beds. 

The inexorable processes of nature furnish the patients. Medicine 
and its allied professions must provide the personnel. Congress must 
appropriate the funds for the mountains of brick and mortar which 

ill be required to expand the facilities. And the taxpayer must 
produce the cash. 

It is certainly to the taxpayer’s interest to know that his money 
is wisely spent. 

What will a million dollars of tax money do today in providing 
medical care? 

Our studies indicate that $1 million in a Veterans’ Administration 
GM and §& hospital will care for 1,696 veterans. Ina privateGM andS 
hospital it would care for 5,389 patients, not veterans alone. It would 
include veterans’ wives, children, parents, friends, and neighbors. 

Look at the same arithmetical problem in reverse—100 non-service- 
connected veterans receiving GM and S care in a VA hospital cost the 
taxpayer $58,953 while in a private non-Federal general hospital the 
cost would be $18,572. 

(The material referred to is as follows:) 


FepERAL Mepicat Services NEWSLETTER 
Council on Medical Service, American Medical Association, No. 16, May 1958 


The medical profession believes that the provision of medical care for veterans’ 
non-service-connected disabilities should be the responsibility of the individual 
veteran, his family, and his community—not of the Federal Government. This 
stand is one based on principle, cost is not the basic issue. 

Yet, as a practical matter, the cost of providing care through the Veterans’ 
Administration hospital system is an important point to consider now, with the 
Nation’s defense expenditures rising. It will become increasingly important as 
our huge veteran population grows older and begins to suffer the diseases and 
disabilities—non-service-connected—of age. 

The veteran, himself, should consider the cost. Veterans and their families 
make up almost half our population; much of the tax money for VA hospitaliza- 
tion comes and will come from the veterans’ pockets. Before pressure rises for 
more hospitals for aging veterans, the taxpayer should know how much it cost to 
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treat a patient in a VA hospital—and how this cost compares with that of the 
non-Federal hospital, built to take care of all citizens. 

The committee on Federal medical services, using official figures, has attempted 
to establish adjusted per diem costs and length-of-stay figures for VA hospitals 
so that their average cost per case may be compared with the cost of private and 
local governmental hospitalization. 

These tentative figures indicate that, even after extra VA services have been 
excluded, the average VA case costs three times as much as the average non- 
Federal hospital case. 


SPECIAL REPORT: THE COST OF VA HOSPITAL CARE, PART I 


The VA report for fiscal year 1956 (pp. 33-34) says: ‘‘The patient-day cost of 
VA hospitals is often compared with that of private hospital systems. owever, 
these costs are not comparable for the following major reasons: * * *” Sum- 
marized, the reasons cited are: 

(1) Additional services: VA per diem costs include physicians’ and other 
professional services; pharmacy, X-ray, laboratory, and other specialized services; 
extensive rehabilitation programs; recreation programs; staff chaplains. 

(2) More varied staffs: VA hospitals treat all diagnostic types, while private 
hospitals usually concentrate on one major type of care. 

(3) Different administrative methods: VA staff must determine eligibility and 
maintain records; VA hospitals have uniform record procedures. 

Objections valid.—A typical 1-day census shows 93 percent of the patients in 
VA neuropsychiatric hospitals to be NP cases, 86 percent of those in VA tuber- 
culosis hospitals to be TB patients. Only in the general medical and surgical 
hospitals is a significant portion (33.13 percent) of the patient load in a different 
diagnostic category than the designated major type for the hospital. However, 
800 non-Federal general hospitals also admit psychiatric patients, and a 1953 
survey by the Public Health Service showed 532 non-Federal general hospitals 
with tuberculosis beds. 

The increasing amount of hospitalization insurance, with its accompanying 
record work for the private hospital and the trend toward uniform cost accounting 
in non-Federal hospitals, tends to weaken the third objection to comparing the 
two hospital systems. 

The most pertinent argument against cost comparisons for VA and non-VA 
hospitals, therefore, appears to be the different range of services provided. The 
committee on Federal medical services has, therefore, attempted to derive ad- 
justed cost data covering only those VA services which may be considered common 
to all hospitals. 

Even here, it should be noted, however, that numerous non-Federal hospitals 
provide professional services for the needy without charge, while the VA pays 
physicians for treating non-service-connected disabilities, and that annual expendi- 
tures for many non-Federal hospitals may well include laboratory, pharmacy, 
a or other specialized costs excluded from the VA adianal. expenditure 

gures. 

This may result in an understatement of VA per diem costs in relation to the 
cost of comparable services in non-Federal hospitals. 


SOURCES FOR REPORT 


Direct comparisons of VA and non-Federal hospital costs not being possible 
from available published tabulations, many of the following tables are either 
partially or wholly extrapolated. In each case, the basic published data from 
which the extrapolation is made is also included here. Data on VA hospitals is 
based on material in the Annual Report, Administrator of Veterans’ Affairs, 1956, 
published by the United States Government Printing Office in spring 1957; data 
on non-Federal hospitals is based on material in Hospitals, the journal of the 
American Hospital Association, guide issue, August 1, 1957. 

The following tables are averages and estimates, intended to indicate relative 
VA and non-Federal costs; precise and point-by-point comparison would require 
more detailed data than is available for either type of hospital concerning cost 
per item of service, services rendered, and diagnostic composition of patient loads. 

The Veterans’ Administration classifies its hospitals as tuberculosis, neuropsy- 
chiatric, and general medical and surgical. Hospitals (AHA) classifies facilities 
as tuberculosis, pany nee and short-term and long-term general medical 
and special hospitals. In this report, general medical and surgical hospitals and 
general medical and special hospitals have been taken as equivalent. 
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VA figures are for fiscal year 1956 (July 1, 1955 to June 30, 1956) and AHA 
figures are for calendar year 1956. The two periods have been taken as 
equivalent. 

Tasie A.—Average daily patient load, all hospitals 


[VA, fiscal 1956; others, calendar 1956] 


Non-Federal hospitals 2 


Type of hospital 
Private Government; Total non- 


1 Annual report, 1956, p 
2 Hospitals, guide eer i967), table 2, p. 356. 


TasLe B.—Annual patient-days, all hospitals ! 


[VA, fiscal 1956; others, calendar 1956] 


Non-Federal hospitals 
Type of hospital 


Government | Total non- 
Federal 


All hospitals 

Tuberculosis 

Neuropsychiatric 

General medical and surgical/special 
Short term , 952, , 997, 

15, 719, 455 23, 154, 140 


1 Based on 365-day year. 


HOSPITAL CARE: COSTS PER DIEM 


Amount of hospital care 

Table A shows the average daily patient load in VA hospitals and non-Federal 
hospitals during the reporting period. In table B, these figures have been ex- 
panded, using a 365-day year, to show the total_number of patient-days’ care 
provided during fiscal and calendar 1956. 


Veterans’ Administration 

Table C shows the annual expenditure for each type of VA hospital, itemized 
by type of service, and the per diem cost (based on the number of patient-days 
annually shown in table B). 

Adjusted per diem costs—Table C provides the basis for cost comparison 
between VA and non-Federal hospitals. To eliminate the cost of special services 
provided in VA hospitals, the following items have been deleted: Direct and 
ancillary medical services, recreation and religious services, dental care, special 
treatment. The following direct-cost items are included: General administra- 
tion, dietetics service, housekeeping division, plant and facility operation, mainte- 
nance and repair, and nursing services. These six items from table C comprise 
the adjusted per diem costs for VA hospitalization (table D). 


Non-Federal hospitals 

Hospitals gives per diem costs for some non-Federal hospitals; table D shows 
the annual expenditures by type of hospital and ownership, and the per diem costs 
as calculated from annual patient-days shown in table B. Private hospitals 
includes nonprofit and proprietary. Government includes State, county, city, ete. 


Comparison of per diem costs 

All hospitals—The adjusted per diem for all VA hospitals is $11.21, about 30 
cents less than the rate for all non-Federal hospitals. It is about half the per 
diem for private hospitals, but about $5 higher than that for non-Federal Govern- 
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ment hospitals. Neuropsychiatric hospitals account for almost half the VA 

patient days and over three-fourths of the non-Federal Government hospitals’, 

while GM and § hospitals provide all but about 5 percent of private hospital 

Coad the This makes for a low overall per diem in the VA and Government 
ospitals, compared with a high overall rate for private hospitals. 


TaBLeE C.—Annual and per diem cost of VA inpatient care 
[Fiscal year 1956] 


Annual cost 


Item, type of hospital Total 
NP GM and § 


Total cost of operation 


Direct cost, inpatient 
care 613, 762, 303; 50, 176, 358) 201, 382,018) 362, 203,927) 15,25 | 17 72) 10.48 


727,975) 2,637,693) 7,574,254) .27 . 25). 18 
——S. SS §E —m>EESEEEPSS_PPoRDESR|ESS  |_ ——————— 


DIRECT COST 


General administration....| 66, 000, 745 41, 449, 114 
Dietetics service 100, 033, 160 52, 696, 247 
eye “rd division 20, 005, 033 13, 169, 609 
Plant/facility operation....| 52, 664, 308 29, 791, 563 

Plant/facility maintenance 
repair 34, 202, 151 17, 804, 460 
340, 856, 897 207, 292, 934 


~ Pe 
SS Sef 
Oop mt, gone 
23 8488 


—, 


j 
Diréct-ancillary medi- 
cal services 2..___.... 140, 134, 601 95, 329, 494 
Nursing services 178, 355, 403 99, 493, 458 
Recreation/religious | 
6, 689, 842 


5, 476, 201 
30, 303, 939 


oe 


8 88 Be 


1 Opens costs not directly related to patient care (pensonnel quarters, care of dead, etc.). 

2 All physician services, laboratory, pathology, radio ey, ms a> medicine and rehabilitation, social 
service, clinical psychology, medical record library, medical illustration, vocational counseling, pharmacy 

3 Aphasia program, blind rehabilitation, and audiology. 


Source: Op. cit., table 31, p, 218. 
TaBLeE D.—Adjusted per diem cost, VA care 
[Fiscal year 1956] 


Type of hospital Adjusted per| Medical ! 
' diem 


Tuberculosis 

Neuropsychiatric 

General medical and surgical 
All hospitals 


1 “Direct and ancillary medical services,” table C. 
2 Annual report, 1956 (VA), p. 33. 


Long-term care.—VA tuberculosis eee rates ($13.59) are about $3 higher 


than either private or local government hospitals. VA neuropsychiatric hospital 
rates ($8.23) are $4.60 to $4.85 higher than rates for all non-Federal NP hospitals 
and the Government subgroup. Private NP hospitals, which handle about 2 
percent of the annual patient days, have a rate about $6 above the VA’s. 

VA general medical and surgical hospitals are not classified as to long-term or 
short-term care; their per diem rate ($13.97) is about 63 cents higher than private 
long-term general medical and special hospitals and about $5.20 higher than local 
government hospitals in this category. 

Over 90 percent of the non-Federal TB and NP beds and about 66 percent of 
the long-term GM and § beds are in Government hospitals. For long-term 
patients, therefore, a local government hospital is the most probable alternative 
to VA care, and its rates would be lower per day. 
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General medical and surgical special.—VA per diem rates in general medical and 
surgical hospitals ($13.97) are about $8.36 lower than in all non-Federal GM and S 
hospitals, and about $10.18 lower than in short-term GM and § hospitals. They 
are about $10 lower than private hospitals, almost $11 less than private short-term 
hospitals; they are a little over $4 less than Government GM and § hospitals and 
a little over $8 less than Government short-term hospitals. 

Per diem costs are only one factor in determining the cost per case. Since the 
number of days a patient is hospitalized also affects the case cost, it was also 
necessary for the Committee on Federal Medical Services to determine whether 
there is a significant difference in the length of stay per patient in VA and-non- 
Federal hospitals. 

For short-term care, therefore, the VA rate per diem is a prions lower than 
either private or government non-Federal hospitals in the é: and § category. 

Figures showing the comparative length of stay for patients in Veterans’ 
Administration and non-Federal hospitals, as well as the overall cost per case in 
each type of hospital, will be presented in the second and concluding section of 
this report. Federal Medical Services Newsletter 17, containing part II of this 
special report, is now being printed and will be distributed early in June. 

This report is concerned solely with the comparative cost of care in VA and 
non-Federal hospitals, not with quality. Some physicians have stated, for 
example, that psychiatric care in VA hospitals is superior to that in many non- 
Federal psychiatric hospitals; this report does not attempt to evaluate such 
statements or to compare any other possible cost factors except length of stay. 

All data used is from official sources, and all calculations and estimates are 
aceurate to the best of the committee’s knowledge. The committee will welcome 
any comments or criticisms of this report from those interested in the problem of 
veterans’ medical care. 
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Freperat Mepicat Services NEWSLETTER 


Council on Medical Services, American Medical Association, No. 17, June 1958 


SPECIAL REPORT: THE COST OF VA HOSPITAL CARE, PART II 


This is the second part of a two-part study by the Committee on Federal 
Medical Services of the Council on Medical Service, dealing with the compara- 
tive cost of hospital care in Veterans’ Administration and non-Federal hospitals. 

Part I of the study, which appeared in Newsletter 16 (May 1958) presented a 
comparison of per diem cost figures in VA and non-Federal hospitals, with VA 
per diems adjusted to eliminate the cost of extra services standard in VA hos- 
pitals but not included in cost figures for many other hospitals; part II will deal 
with comparative lengths of stay and with the overall cost per case. 

This report deals solely with the comparative cost of hospital services in non- 
Federal and VA hospitals; no evaluation has been made or implied of the com- 
parative quality of care provided. 
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HOSPITAL CARE: LENGTH OF STAY ° 


The VA’s own figures indicate that GM and § patients have an average stay 
of 30.2 days, about 4 times the average for private GM and § hospitals. Even 
with a VA per diem $13.97, $10 less than the $24.12 for all private GM and § 
hospitals, this would result in a total VA cost 2% times that of the private hospital. 

VA estimated length of stay—In past publications, the committee has utilized 
the VA figure for length of stay (30.2 days for GM and § patients). However, 
this estimate is unsuitable for the present report because, (1) it is tabulated ac- 
cording to type of patient, whereas per diem costs are based on type of hospi'‘al; 
and, (2) it is based on stays of patients discharged during the year from both VA 
and non-VA hospitals, while non-Federal hospital length-of-stay figures are usually 
based on the number of patient-days per admission during a year. 

Adjusted VA length of stay estimates.—Since the figures on length of stay given 
by the VA itself cannot be used for this report, the committee has based its esti- 
mates on the average number of patient-days care per admission. Table F shows 
1956 admissions to VA and non-Federal hospitals; table G shows lengths of stay, 
based upon admissions and annual patient-days (shown in table B). 

Variations in length of stay estimates——This method of calculation gives a 
shorter stay for TV patients, a longer stay for NP and GM and § patients than 
the VA’s own estimates. Only a small portion of this variation can be due to 
the change of base from patient to hospital; in the neuropsychiatric hospitals, for 
instance, the stay is over twice that given for NP patients, yet almost all the 
patients in these hospitals are NP cases. 

One possible explanation is that an average stay based only on patients dis- 
charged during the year may omit consideration of permanently and semiper- 
manently hospitalized cases. 

As a cross-check, the VA gives an average length of stay of 61.6 days and 
502,172 discharges during the year; this gives a total of 30.9 million patient- 
days in 1955, while, figuring from the average daily patient load, 40.9 million 
days care was provided. The method of calculating used by the VA appears, 
therefore, to leave unaccounted for 10 million patient-days, a quarter of the total. 


Comparison of lengths of stay 


The VA hospital stay may, for some patients, include complete treatment 
from initial diagnosis to the completion of convalescence, even when hospitaliza- 
tion is not medically necessary for all these services. The law requires, for in- 
stance, that a veteran’s non-service-connected disabilities can be treated only 
when he is a hospital inpatient, which may result in his receiving as an inpatient 
treatment which, in private practice, would be provided in the home or a phy- 
sician’s office. 

From table G it appears that the average VA hospital stay (82.8 days) is about 
60 days longer than the average non-Federal hospital stay. It is almost 2 weeks 
longer than the average stay for local government hospitals, and more than 75 
days longer than the average stay in private hospitals. 


TasiLe E.—Annual and per diem cost, non-Federal hospitals (calendar year 1956) 

















Annual cost Per diem cost 
Type of hospital 
All Private Govern- All Private Govern- 
hospitals ment hospitals ment 

TERI, .ncnncencesecetl $196, 972 $17, 786 $179, 186 1 $10.19 $10. 59 $10. 15 
Neuropsychiatric... .........- 873, 374 ‘ 794, 574 3. 63 14, 25 3. 38 
General medical and special_..| 3,978,862 | 3, 026, 167 952, 695 22. 33 24.12 18. 08 
A, i Ee 3, 742, 752 2, 926, 934 815, 818 24. 15 24.79 22. 08 
Long term.._.............| 236, 110 99, 233 136, 877 10. 20 13. 34 8.71 
aaa ol o_o o—=Lh>>ESESESS=_|_ »_“_ IIE §_ Ee OO OEE 

iti eteaticcacnsmeimincns | 5,049,208 | 3,122,753 | 1,926,455 11. 53 23. 53 6. 31 





1 Given as $16.19 in table 11, op. cit., because of typographical error. 
Source: Hospitals, Guide Issue, Aug. 1, 1957. Calculations based on table 2, p. 356, and table 11, p. 376. 





VETERANS’ ADMINISTRATION HOSPITALS 


TaBLe F.—Admissions, VA and non-Federal hospitals 
[VA fiscal 1956; others, calendar 1956] 


Non-Federal ? 
Type of hospital 


Private Government 


20, 701, 412 16, 371, 087 
75, 842 8, 2 67, 623 
Neuropsychiatric 343, 435 104, 061 239, 374 
General medical and surgical/special_ 20, 282, 135 16, 258, 807 , 023, 
Short term 20, 167, 230 16, 185, 312 3, 921, 918 
Long term 174, 905 | 73,495 | . 101, 410 


1 Annual report, 1956, table 3, p. 180. 
2 Hospitals, guide issue, 1957, table 2, p. 356. 


TasLe G.—Length of stay (days per admission), VA and non-Federal hospitals 
(VA, fiscal 1956; others, calendar 1956) 


| 
| | Non-Federal hospitals 
VA esti- | 
Type of hospital 
All Private | Govern- 
ment 





All hospitals 
Tuberculosis 
Neuropsychiatric 
General medical and surgical/specia 
32. : 1 


1 Length of stay reported for 1955 in annual report, 1956, table 9, p. 190. These figures are by type of 
patient, based on sample of those discharged in 1955. NP figure calculated from psychotic, 453.0; other 
psychiatric, 41.8; neurological, 72.4. 


The VA averages a stay almost 150 days shorter in its NP hospitals and over 
100 days shorter in its TB hosvitals than do non-Federal hospitals; its stay is 
shorter than local government NP and TB hospitals and than private TB hospitals. 

In the general hospitals, however, the VA stay is almost five times as long as 
that in non-Federal hospitals, even including those classified as ‘“long-term.’’ 

Neuropsychiatric-tuberculosis stay——The VA states (annual report, 1956, pp. 
29-30) that almost half its psychotic and tuberculosis patients were discharged 
within 90 days after admission. This high percentage of early discharges is 
undoubtedly a factor in the comparatively short length of stay in VA neuro- 
psychiatric and tuberculosis hospitals. 

In connection with the comparatively brief stay for VA tuberculosis hospitals, 
the VA reports that almost a third (31.3 percent) of the tuberculosis patients 
discharged from VA hospitals during calendar year 1955 were “irregular dis- 
charges.”’ Of the 24,648 patients listed as discharged, 7,708 were discharged 
against medical advice, were absent without approval, or were discharged for 
disciplinary reasons. Less than two-thirds (64.7 percent) were discharged with 
hospitalization completed (annual report, 1956, p. 188). 


CONCLUSION: HOSPITAL COST PER CASE 


By multiplying these average stays in VA and non-Federal hospitals (table G) 
by the per diem hospital costs in each type of facility (tables D and E), the 
following figures have been derived as indicating the average cost of treating 
a@ patient in each type of hospital: 
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Table H: Cost per case, VA and non-Federal hospitals (by type of hospital) 


Non-Federal hospitals 
Type of hospital VA 


Private 





Government 











I OO a iii iiss cn ntsoes Mabbaiowiienabeiteigitetenie, $928. 19 $190. 59 $444. $258. 27 
I occas a 1, 975. 99 2, 164. 60 2, 648. 14 2, 595. 39 
Neuropsychiatric. .................-.2.-.-....-. 4, 542.14 756. 68 3, 316. 12 2, 540. 64 
General medical and surgical or specialty --_.___- 589. 53 185. 72 236. 85 194. 27 
II ee 6 eee a eed Reiead des tiaptiaatoan 178 49 207. 55 185. 96 
COIN 65 ith bil i a chgighdactnbedtbabgtshgshnckdbtolstetles ; 350. 48 





1 Slightly higher than private and Government rates due to rounding of figures. 


Although not used as a basis for comparing VA and non-Federal hospital costs, 
the cost of ‘direct and ancillary medical services’’ (itemized in footnote 2, table C), 

including physicians’ care and laboratory services, has been calculated for the 
average case in each type of VA hospital and is shown in table I. 


TaBLeE I.—Professional costs per case in VA hospitals (from tables D and G) 


Alioamitelels «Gib sect eee edlicou Senda camino. Fae $288. 14 
eI nes wank hs eben inept ino ben aendiestedenenctinin testinal icliemea ieee dae 481. 27 
Pe Sis 5 aon Shaortg'~omhae diene ee ancl eee eee 1, 015. 50 
Cleneren guetsems: au Gurwen... oe see oes. eas 221. 13 


Comparison of costs 


Table H indicates that VA hospital costs per case are higher than either private 
or local government care in every type of hospital except the tuberculosis hospital. 
The average VA case costs about 3 times as much for hospital care as a case in a 
non-Federal hospital—twice as much as a case in a local government hospital 
and over 4 times as much as the average private hospital case. 

The cost per case in VA tuberculosis hospitals is about $200 (10 percent) less 
than in private hospitals and about $675 (25 percent) less than in local govern- 
ment hospitals. Since the lower cost is due to the significantly shorter average 
stay, patients who would not be affected by this factor might more economically 
be hospitalized in non-Federal facilities. 

In VA general hospitals, the cost per case is about $400 more than in non- 
Federal hospitals; a case in a VA neuropsychiatric hospital costs about $2,000 
more than one in non-Federal facilities. 

Even excluding such “extras’’ as rehabilitation, vocational counseling, recrea- 
tional programs, and salaried professional personnel, therefore, it appears that it 
will cost more to send a patient to a VA hospital than to a non-Federal facility— 
with the exception for TB cases noted above. 

As noted in the first part of this study, the special report deals with comparative 
hospital costs, based on estimated per diem rates and average hospital stays, only. 
No qualitative comparison of Veterans’ Administration and non-Federal hospital 
care is implied or intended. 

The committee on Federal medical services will welcome any comments on this 
special report, both pro and con. Comments which are of general interest will be 
published in future issues of the Newsletter. 


CHANGE IN HOMETOWN CARE CONTRACTS 


Beginning July 1, 1958, the VA will replace the ‘direct contract’? method of 
providing for hometown medical care with informally negotiated agreements 
between the State medical associations and VA regional office chief medical 
officers. 

Under the ‘‘direct contract’ arrangement, a State medical association would 
negotiate with the central office of the VA to establish the fees private phsycians 
were paid for office treatment of service-connected disabilities. The VA would 
then pay individual physicians directly, at the rate agreed upon, for such treat- 
ment. 

Under the new system, instead of a formal contract negotiated in Washington, 
the State medical association will enter into an agreement with the regional office 
on fees. Local negotiation is expected to reduce the administrative burden of 
hometown care both for the medical associations and the VA. 
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States which now have the “designated physician’’ system, where the State 
association itself has entered into no contract with the VA,-may now negotiate 
with the VA regional office to establish a fee schedule. 

Those States which have intermediary contracts, where a third party (usually 
Blue Shield) administers the program, are not affected. States excepted are: 
California, Colorado, Hawaii, Michigan, New York, North Carolina, Oregon, 
South Dakota, Washington, and Wisconsin. 

Hometown care applies only to service-connected disabilities. Diseases and 
injuries not due to military service may be treated in hospitals only. 

Correction 

In “Special Report: The Cost of VA Hospital Care, Part I’ (newsletter 16), 
the statement on page 3 reading, ‘‘Table D shows the annual expenditures by 
type of hospital and ownership” should be, ‘‘Tabie E shows the annual expendi- 
tures by type of hospital and ownership.” 

Dr. Rotu. We do not believe that throwing away nearly 70 cents 
out of every dollar spent on this medical care is a reasonable financial 
course for this Nation. 

We have dwelt largely on the problems of GM and S hospitals for 
a very real reason. It is our contention that the responsibility of 
government in various categories of illness must be defined. We 
submit that all non-service-connected illness in those unable to pay is 
the responsibility of government at the local community level. 
Chronic care for tuberculosis has traditionally been provided by the 
State government, acting for the communities, and this is probably 
true also in most neuropsychiatric disabilities. What then is the 
responsibility of the Federal Government to its disabled citizens be 
they veterans or nonveterans 

This, we believe, needs definition. 

States for the most part can already meet the non-service-connected 
needs in tuberculosis. As yet they cannot meet the neuropsychiatric 
needs, and we will concede an interim period during which VA facilities 
which already exist may very appropriately be used. It is not, how- 
ever, the responsibility of the Federal Government to operate a system 
of medical care for illness unrelated to military service in vicious com- 
petition with the private free-enterprise medical care system and its 
now well-established insurance principles 

It has been alleged in correspondence between your committee, 
the President and the Administrator of the Veterans’ Administration 
that there has been a reduction in VA hospital beds. This, we are 
convinced, is a bit of statistical sleight of hand. 

The accomplished daily patient load has increased annually to a 
ere high of 111,740, and the average number of VA operating 

eds has similarly increased to a current peak of 121,257. 

By no criterion do these figures reflect any contraction in operation, 
nor do they substantiate the statement which has been made that 
current policies being followed by the Veterans’ Administration at the 
direction of the Bureau of the Budget are circumventing the policy 
for hospitalization of war veterans as established by Congress. 

The alarming thing is that no contraction of operations seems to 
be anticipated. The Administrator of the VA reports an increase in 
operating beds in the next 18 months, and an increased rate of con- 
struction of new facilities in the next fiscal year. Today, according 
to Mr. Whittier’s figures, we have three times as many operating 
beds as service-connected patients. By 1986, according to the pro- 
jections of the House Committee Print No. 222, we will have five 
times as many operating beds as service-connected patients—without 
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building a single new bed. Already 75 percent of the tuberculous 
patients and 90 percent of the GM and g and neurological patients 
are being treated for non-service-connected conditions. 

The main function of the VA hospital system has become, in fact, if 
not in law or theory, the provision of non-service-connected care. 
The American Medical Association is not alone in deploring such an 
evolution. Two comprehensive studies of the Veterans’ Administra- 
tion have been made during recent years, both under chairmanship of 
persons of illustrious background and unassailable ideals of loyalty— 
General Omar Bradley and Mr. Herbert Hoover. Both studies have 
reached conclusions closely akin to our own. There is a grave 
responsibility in plotting a course which runs counter to the sound 
advice from these sources. 

Finally let us comment on the worth of our testimony. We are not 
asking for more jobs for physicians. We do not ask for more or larger 
fees. True, we have been accused by veterans’ organizations and by 
the VA itself in times past of a selfish interest in this subject. But let 
me assure you that if this were a conflict between the best interests of 
the patient-public and the vested interests of the medical profession 
the profession would inevitably yield to the public as it has on every 
occasion in the past. 

We ask not for an increase in VA medical jobs, but for a decrease. 
We ask the Federal Government not to pay us for medical services 
to multitudes of patients whom we are prepared to serve without 
charge in our community hospitals. We do not think you can honestly 
find us insincere. We ask if you feel that the wartime wounded of our 
armed services in the far-flung combat areas of Europe, the Pacific, 
and Korea received devoted and competent medical care at the time of 
their greatest need. If the answer is yes, we would only point out that 
the physicians who provided these services, having passed in large 
numbers from service into civilian practice, are the ones who bring this 
testimony today. We who practice medicine are predominantly 
veterans, and we are also taxpayers, 100 percent of us. 

In American medicine we may give our professional advice, but it 
is still up to the patient to decide whether this advice shall be followed 
or ignored. So it is here. We can only tell you, earnestly and 
sincerely, that in our considered judgment the veterans of this Nation 
will be best served by a non-Federal medical-care system. We will 
pledge our assistance to you in every possible way in maintaining 
care for service-connected disability at the highest possible level. We 
will cooperate with you to the utmost in planning the complicated 
matter of returning non-service-connected care to the communities 
where it properly belongs. 

Thank you, Mr. Chairman. I shall be happy to answer any ques- 
tions the committee may have. 

The CuatrMan. Mr. Mitchell, do you have any questions? 

Mr. Mitcue.y. Doctor, you are familiar with the medicare pro- 
gram for the dependents of servicemen? 

Dr. Roru. Yes, sir. 

Mr. Mitcueti. What is the position of the AMA as to that par- 
ticular program? 

Dr. Rorn. The AMA is in general cooperating with the medicare 
program. There have been certain State medical associations who 
after living with it for a year have suggested modifications and in a 
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few instances have suggested that it should be done completely 
differently. 

Mr. Mitcuetu. Do you recall what some of the changes were that 
have been suggested? 

Dr. Rotru. Suggested changes? 

Mr. MircHe.u. Yes. 

Dr. Rorn. Suggested changes have been to change it from a full 
service to an indemnity type of plan by which I mean as commercial 
insurance is indemnity, in most instances paying for the services 
rendered. They have suggested that medicare go on that basis. 

There has been a difference of opinion in some States as to the valid- 
ity of the fee schedules negotiated for those States. There are at 
least two States which I believe have no negotiated-fee schedule, or 
at least do not use the fee schedule for their physicians. 

By and large, the AMA is, I think, anxious to see medicare continue 
and be perfected. We are sure it is not perfect at the present time. 

Mr. Mrircuetu. Your association may not have'a view at this time 
on such a proposal, but you might give us the benefit of your own 
personal opinion of a similar program for the veterans. 

Dr. Rots. Well, sir, if I may give you my personal opinion, and it 
is a very deep one—this is not just coming off the top of my head—I 
have thought about this one. I believe that if the Congress of the 
United States really wanted to do for the veteran that which he would 
appreciate most they would indemnify him for the costs of all service- 
connected disability and let him get his care where he wanted to get 
it, which would normally or usually and overwhelmingly be in his 
own home community, because veterans like to stay with their 
families. 

I believe the veteran would love to be able to go into his local general 
hospital, have the doctor that he wanted take care of him, and have 
the Government pick up the bill. 

In service-connected disabilities, if the individual may be indemni- 
fied against the costs of medical illnesses as they are in industry in 
large part today, I feel certain the American Medical Association 
would back such a program to the hilt. 

Mr. Mircueiu. Doctor, you say the association feels that the 
problem of the non-service-connected veteran is a local problem, one 
of the local community? 

Dr. Roru. Yes, for this reason: We as practicing physicians in 
most instances don’t even know when a patient comes into our office 
is a veteran if he comes in sick. We are very unlikely to ask him 
early in the game whether is he a veteran or not a veteran. We have 
a sick individual sitting here. We want to take care of that person. 
We want to get him into a hospital. 

It has been said, Mr. Teague said, that he felt that under certain 
circumstances doctors were inconsistent in bucking the idea of non- 
service-connected care in veterans’ hospitals, and, yet, sending non- 
service-connected veterans to veterans’ hospitals. ‘To my mind that 
is not at all inconsistent for a doctor. I think that doctor wants to 
take care of his patient and if he for some reason can’t get a bed in a 
civilian hospital and there is one in a veterans’ hospital, that is the 
prime consideration, get this man into a hospital if he needs it. 

I practice medicine; private practice. I also am a consultant and 
do a lot of work, a lot of surgery, in a veterans’ hospital. I have 
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worked to send patients into the veterans’ hospital, perhaps a little 
inconsistently with my deep-rooted and sincere views on this thing, 
but those inconsistencies are not thought of at the time when you have 
a sick patient that you want to get under proper care. 

Mr. Mircuey. Doctor, what suggestion would you give this com- 
mittee as to how the local communities could be induced to take over 
this vast program of the veterans’ hospitals? 

Dr. Roru. Of course, as long as you have a veterans’ hospital in a 
community, as we do in Erie, Pa., it does not seem remarkable to me 
that a patient who is in a hospital, who is a veteran, who is truly 
indigent, who is not going to pay the hospital bill, is running up that 
hospital’s deficit. 

If they have a veterans’ hospital in town that will admit him you are 
likely to find a little pressure from the management of a private 
hospital suggesting that it would be real nice to transfer this over to 
the VA, and then they could do something else. They might get a 
paying patient into that bed. That happens, of course. It will 
1appen so long as Congress continues to authorize more and more 
appropriations to build more and more VA hospitals. 

Mr. MrrcnHe.u. Doctor, vou have observed for years the difficulty 
on the community level of the community accepting the responsibility 
of providing adequate hospital facilities. Is that not true? 

Dr. Rorn. There is a degree of difficulty, but I believe communities 
are, in general throughout this Nation, very good about that. We 
in Pennsylvania have a tough time. We can’t get our State govern- 
ment to provide money to compensate the hospital for indigent care. 
They give about half enough to meet the per diem cost of free care. 
The rest of that money comes from county government, city govern- 
ment, and it comes from our united funds, community chest, and it 
comes from charitable bequests, and the rest that is left over is 
absorbed by the other paying patients who are usually in the poorest 
position to absorb additional costs. 

But, by and large, I thirk the communities are willing to accept 
their responsibilities. The outpourings of cash in fund drives to 
build hospitals are a never-ceasing source of amazement to me. If the 
Federal Government is going to go ahead and build these installations 
to do it for them, obviously, I think they will be used. I know they 
will be used. I know that’s the explanation for the fact that half of 
the non-service-connected veterans in hospitals today are in VA 
hospitals. 1 work with these people. I know them. 

Mr. Mircue tu. I will be very brief, Mr. Chairman. 

Doctor, on page 4 at the bottom of the page you gave certain figures 
concerning the cost of 100 non-service-connected veterans in a GM 
and § facility, being almost $59,000, while in a private non-Federal 
Government hospital the cost would be about $18,500. 

Just what is there included in your non-Federal general hospital? 
Is your physician’s fee included? 

Dr. Rotu. No, sir. The cost allocable to the professional care is 
excluded from the figure used for the VA. 

That is capable of no easy answer, and I think the committee does 
not have copies of the studies from which these were extracted, and 
I have brought, I hope, enough copies. 

Mr. MitcuHe.u. Is medicine included? 

Dr. Ror. Yes. 
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Mr. Mircuet.. In your non-Federal general? 

Dr. Roru. Yes, the costs for medicine, I believe, are. 

Let me say this about these figures: However, not being a statis- 
tician, I have depended for these on staff work. 

This represents an honest effort to try to compare or contrast 
things that are very difficult to equate. It is sort of like equating 
ships and shoes and sealing wax because they are not comparable. 

The big problem is the cost of the physician’s services. I am sure 
that anyone who wishes to go at this statistical survey can make 
figures come out differently or he would have to turn in his shoes as a 
statistician. They seem to be able to do that routinely. 

I think that the value of this thing—and I do believe it has some 
validity—is in an order of magnitude. It unquestionably costs more 
money to care for people in the present VA system and if somebody 
wants to give your State or your community a million dollars to use 
for medical care for the best service to the community, I feel inevi- 
tably they would do much better to build a million dollars’ worth of 
civilian hospital beds that will take care of everybody and a lot more 
of them than they would to build a million dollars’ worth more of 
veterans’ beds. They will take care of certainly more than three times 
as many patients and they will be not only veterans; they will be an 
entire cross section of the community. 

Mr. Mircue tu. | think that would be true that they would take 
care of more in all categories, but these veterans’ hospitals are area 
hospitals. They serve wide areas while your local community hos- 
pitals certainly are serving a small area and your bed occupancy by 
veterans, non-service-connected or veterans of any type, are relatively 
small compared to these people. 

Dr. Roru, That is quite true. 

Mr. Mrrcue t. | think, of course, that is one of the greater services 
of the veterans’ hospitals, the fact that they are area hospitals. 

Dr. Rorn. We, oddly enough, up in Erie, Pa., get a lot of patients 
from Pittsburgh. We are under the Pitttsburgh regional office. So 
we have a lot of patients on the general medical and surgical waiting 
list that come up from the Pittsburgh area. They come up a long 
way to get their care. 

By and large, those men would be much happier to stay elcser to 
their families and stay down in the Pittsburgh area. I believe if they 
were given the choice between having an insurance company pay their 
bills in a Pittsburgh hospital or coming to the area and have the VA 
pay their bills, there isn’t much doubt ‘in my aed where they would 
go. They would stay at home. 

Mr. Mircuett. In either event where the program is continued as 
is or whether they have the choice as you suggested, it still would be 
a Federal subsidy that would provide that treatment and hospitaliza- 
tion. 

Dr. Rorn. I think I would suggest not a Federal subsidy. I think 
the States and the communities should take a fair share of this and 
should be encouraged by perhaps some matching Federal funds. I 
am not enough of an economist to know how you do these things. 

Mr. Mircue.u. I think that you are considerably more optimistic 
about the role that the communities and the States would take than 
I am, Doctor. 
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Mr. Chairman, I have serious question as to whether or not the 
voluntary hospitals would be able to absorb these thousands of 
veterans, non-service-connected, who are in veterans’ hospitals. 

Dr. Roru. I couldn’t help but sit back there while that was under 
discussion with Dr. Steinberg and feel that it would not be my personal 
opinion, nor do I believe it would be the attitude of our association 
that these hospitals should be emptied of non-service-connected 
veterans and be allowed to sit empty. 

Federal money, through the Hill-Burton program, is coming in 
through our country in hospital construction. It seems equally 
possible to me that the physical facilities of the VA, some of these 
fine hospitals, could be assigned for distribution as Hill-Burton 
properties. 

Mr. Mirtcuet.. I think that would be true, but then we go back to 
the question is the hospital serving a large area or being a community 
hospital, and if you turn these over to the local communities you are 
going back to the area problem again. 

Dr. Rorn. Many of your smaller VA hospitals are, in essence, com- 
munity hospitals. You see less than half of your hospitals are Dean’s 
Committee hospitals, and many of them in remote areas, and I think 
we have to note they are essentially community hospitals. The Erie 
VA hospital serves our region of northwestern Pennsylvania very much 
as our two general hospitals in Erie. 

Mr. Mircue.i. Do you not feel that new and large installations 
are those that are located in medical centers where generally you have 
adequate hospital beds for nonveterans? 

Dr. Rots. In my mind that is where they belong. 

Mr. Mircnetu. That many of those beds would just go to waste 
so to speak because of the fact that you would not be drawing from a 
large area but would be drawing only from the local community. 

Dr. Roru. If that is true it certainly is, I think, in support of my 
contention that the veterans would be happier to stay close to their 
own areas, especially if the bills could be paid for them. 

Mr. Mrrcne.u. There the veteran would not have a choice, would 
he? Those that are coming from great distances, to go to a Veterans’ 
Administration hospital would, of course, be a burden on that local 
community where that local hospital would not provide this service. 

Dr. Roru. Believe me, Mr. Mitchell, we want hospitals throughout 
the country where they are needed and small community hospitals 
are on the increase throughout the Nation, and the VA system actu- 
ally is an obstacle to the adequate building of community hospitals 
throughout the country. I think that can be documented. 

VA hospitals take away personnel. They absorb valuable medical 
personnel that could be taking care of many more people if they 
were out of the VA. 

Mrs. Rogers asked about night calls. The VA medical personnel 
don’t help that situation one bit. The night calls in communities 
throughout this country are made by the private practicing physicians 
and by county medical associates which establish emergency call 
services. At least in our instance, our community requires every 
doctor as he joins the medical society, every doctor under the age of 
45, to take his turn on a roster to provide emergency medical service 
throughout our community. But the VA doctors don’t serve on that 
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roster. Many of them can’t because they aren’t licensed to practice 
in the State of Pennsylvania. We don’t get much help out of them. 

Mrs. Rocrrs. Will the gentleman yield? 

Dr. Roru. Yes. 

Mrs. Rogers. The patient could be sent to a VA hospital in an 
emergency and he gets care. 

Dr. Rots. Pardon? 

Mrs. Rogers. The patient can be sent to a VA hospital in an 
emergency and he would get care. 

Dr. Rorn. Oh, yes, if he can be sent. 

Mrs. Rogsrs. In the case of my relative, she had no care because 
she could not get a doctor. 

One of the most distinguished ambassadors | think we have ever 
had tried to get a doctor in New York, and for hours and hours he 
could not get any doctor to come to her. 

Dr. Rorn. Yes. The same thing would be true there. If she 
were taken to a hospital emergency room. she would have gotten care. 

Mr. Mrrcnetu. That is all, Mr. Chairman. 

The Cuarrman. Mr. Sisk. 

Mr. Stsx. Mr. Chairman, I, of course, find myself in considerable 
disagreement with a number of things which you, Doctor, have said. 

I appreciate your sincerity. I think your statement pretty well 
sets out the position of the American Medical Association as I have 
understood it to be. I do not necessarily agree with it, unfortunately. 

You have on page 2 of your statement, Dr. Roth, in the second 
paragraph on that page, some considerable discussion about the 
fact that you feel that by our care of non-service-connected veterans 
we are deemphasizing and diluting the care of service connected, 

That, I am sure, if you are aware of what Dr. Steinberg said a little 
bit ago, is completely contrary to his statement and also is completely 
contrary to statements by hospital administrators that have 
talked to. 

I would like you to explain to me just what you mean by this 
statement. J] am speaking now of your sentence down about the 
middle of page 2. 

Dr. Rornu. Yes. I think that is probably, in large part, true. I 
believe it is true. I believe it is in large part due to the fact that 
physicians are human beings and are going to devote their time and 
their energies to the things that interest them most. 

I know in day-to-day hospital work when there is an influx of new 
cases, new diagnostic problems and so on and so forth, that those are 
the cases that are interesting particularly to the youngsters who are 
training in hospitals, and they will spend hours and hours on them, 
and the long-term inmate who has been sitting there with his service- 
connected disability and his complaint is entirely familiar to every- 
body, gets passed by with a short pat on the back during the ward 
rounds whereas in a hospital devoted to the care of those individuals 
and their problems and attracting the kind of physician—and there 
are very many different kinds of physicians, the kind of physician 
who finds that a challenge and who devotes himself to their problems, 
I believe the service-connected veteran will and can get better care 
and a more active rehabilitation. 

Mr. Sisx. I might say, Doctor, as I have said, I have talked to 
managers as well as doctors in these hospitals, and they would dis- 
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agree with you most vigorously, as I am sure you are aware, and I 
think Dr. Steinberg’s own statement was in rather vigorous disagree- 
ment. 

How many service-connected patients do you have in your hospital 
at Erie, Pa.? 

Dr. Ror. I can’t give you an exact figure. Very, very small, 

Mr. Sisk. What is the capacity of your hospital there? 

Dr. Roru. I get confused between these rated and 

Mr. Sisk. How many people in the hospital? 

Dr. Rota. It was built for 205 beds, I believe. 

Mr. Sisk. Are 25 percent of those service connected, would you say? 

Dr. Roru. I think not. 

Mr. Sisk. What percentage would you think? 

Dr. Rortu. I’d say probably close to 20 percent. 

Mr. Sisk. That means apparently then there would be 40 service- 
connected people who would need care in this hospital. Is that right? 

Dr. Roru. f think that’s right. 

Mr. Sisk. Do you mean to tell me that in a 40-patient hospital, in 
view of what you have just said as to the beet size of a hospital, 
with the expert here, the specialist and so forth, they could get the 
same quality of care as they would in a 200- or 300-bed hospital? 

Dr. Rotu. No, I wouldn’t claim that for one moment. 

Mr. Sisk. All right. Then how do you propose that these 40 
service-connected patients are going to get service-connected care? 

Dr. Roru. I don’t think there should be a veterans’ hospital in 
Erie, Pa., in line with our thinking on this subject. If you reduce the 
beds, it should be done by concentrating them into hospitals of a 
capacity to permit efficient operation and good staffing. 

Mr. Sisk. I am sure from what you have already said that you 
would, of course, eliminate the whole system. But I had understood 
you to say that you thought that these 40 service-connected patients 
should be cared for by the Federal Government; did you not? 

Dr. Roru. I do. 

Mr. Sisk. Then how do you propose to care for them? 

Dr. Roru. In veterans’ hospital I would say that the chances are 
that a fair share of these people come from the Pittsburgh area 
anyhow. Perhaps the Pittsburgh hospital would be the one that 
should take care of them. 

Mr. Sisk. In other words, you would feel then that these 40 patients 
should be removed from Erie and taken over to Pittsburgh or Phila- 
delphia or somewhere and put over there? 

Dr. Rots. To the closest adequate, good VA hospital devoted to 
service-connected care; yes, sir. 

Mr. Sisk. In your discussion with my friend from Georgia, Mr. 
Mitchell a little bit ago you inferred that the local Lowiaak was to 
keep people close to home, that you did not want to move them. 
Just how is that consistent in your argument here? 

Dr. Roru. It happens to be pretty consistent in this one because I 
think there are more from the Pittsburgh area than the immediate 
Erie area. 

Mr. Sisk. Do you think that would be true across the country in 
173 installations? 

Dr. Rorn. I don’t know. Of course, you would be eliminating a 
large number of those 173 installations. You would be regionalizing 
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them. The rest of the veterans who are not in those hospitals would 
be in their home community. So I think the overall gain would be 
greatly in the right direction. 

Mr. Sisx. I might say, Doctor, as I analyze your statement and 
your discussion, it seems most inconsistent because you took as a 
position the need to have local hospitals so people could be close to 
home in a local area, and now you turn around and say let’s close 
the major part of these 173 hospitals, which, of necessity, requires 
the movement of the veteran out of his area. 

For example, in my own home State of California I would assume 
you would say let’s close the hospital at Fresno, which happens to 
be my home, and let’s have one at Los Angeles and one at San 
Francisco. Do you think that is consistent with your earlier state- 
ment that you thought we should concentrate on keeping people close 
at home? 

Dr. Ror. That to me is the only disadvantage with the proposal, 
and I freely admit it is a disadvantage, but one that I think is so 
minor when compared to the overwhelming 85 percent of your non- 
service-connected people who wouldn’t be dislocated for their hos- 
pitalization that I think we have to accept it. It is not perfect, but 
it is the major thing wrong with doing it our way. Yet it is mani- 
festly impractical to build a veterans’ hospital in every community 
throughout the country. 

Mr. Sisk. I appreciate that, but at the same time I still say then, 
by your own statement, your statement here on page 2 is inconsistent, 
that of necessity then you admit that if you discontinued any care of 
the non-service-connected you would have to close hospitals. You 
could not give the service-connected the care that they should have. 

Dr. Roru. I believe we can. I believe we can give them better 
care because the remaining veterans’ hospitals that we envision would 
in large part be in the immediate medical centers connected with the 
medical schools in order to maintain the high level of specialization 
that you need available to them. It would in most instances mean 
perhaps a little additional dislocation, but the people in the area have 
a hospital. In large part they don’t come from Erie. They come 
from an entire region. Many of them would perhaps have to travel 
a little farther to go to Pittsburgh. 

Mr. Sisk. There you go back to exactly the very statement made 
by my colleague from Georgia, which, of course, you disagreed with 
a little bit ago as being the adequate and proper way to do it. 

I appreciate your sincerity and your position. I disagree com- 
pletely with it, but I do not think there is too much consistency. 
That is the whole problem, as brought out by the gentleman a little 
while ago, the chairman of our committee, the fact that in checking 
these hospitals as to these non-service-connected cases we found that 
we had in one hospital a case of some one-hundred-odd non-service- 
connected and that they had been in a private hospital before going 
to the VA, and then the doctors, after apparently the people became 
unable to pay, insisted that they be moved to the VA. 

Those are the things, and I know it is happening in my own area 
and other areas because we have checked on it. It is the inconsistency, 
Doctor, of your position. 

Dr. Rorn. If I may speak to it, I don’t believe that’s the least bit 
inconsistent. That set of figures was very interesting to me that the 
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chairman brought forth. I think that’s testimony to the fact that 
there were 121 of those men, or whatever the number was, that had 
been in a private hospital with a private physician before going to 
the VA, and I would tend to suspect that that showed an initial 
inclination and desire on that individual’s part not to go to a VA hos- 
pital but to go to a private physician and a private hospital as long 
as he could make the grade financially, and if it were made possible 
for him not to move to a VA hospital that would be ideal. 

The system that Mr. Mitchell, I think, suggested basically whereby 
his costs of hospitalization would be met e some insurance plan, 
something of that sort, I think would be more acceptable to that 
individual. That’s the way he started his care and that’s the way 
he probably would like to have continued it. 

Mr. Sisk. In other words, your organization would favor a Federal 
subsidization of their medical care, but you just want it done in your 
hospitals or in private hospitals rather than in a VA hospital. Is 
that correct? 

Dr. Roru. No, sir, I don’t think that we are necessarily talking 
about Federal subsidization. We are certainly wholeheartedly in 
favor of and working as hard as we can for nationwide increase in 
insurance indemnification against the costs of illness. 

I think that the classical stand of our organization would be to 
prefer that the Federal Government have as little as possible todo 
with that. We are certainly in favor of voluntary free enterprise to 
do this thing. 

Mr. Sisk. I certainly am, too, and I agree that for those who are 
able to do that, that’s the way to do it, but I am sure that the people 
in your area are very similar to the ones in my area who have been 
writing me rather consistently asking me to go to bat for Hill-Burton 
funds and for all the other types of Federal matching funds and 
Federal moneys that they could get to build hospitals because we 
have a very grave shortage of beds in the area and we have put some 
good many millions into my home town recently. They are building 
a new county hospital. They are building or remodeling three 
private hospitals. 

Then you spoke about the city paying so much and the county so 
much. It still comes back, Doctor, to the fact that the taxpayer in a 
way, of course, is going to have to do a lot of this according to your 
program and your plan. Maybe it is nicer to subsidize it at the local 
level with the local taxpayer paying it than it is on a nationwide basis. 
Ae not know whether it is any easier. I have some question about 
that. 

There is one other thing. I want to hurry along. I am taking too 
much time here. : 

This has to do again with a statement in Dr. Steinberg’s statement 
which he read to the committee, and I just want to ask your comment 
on it in view of statements he made as well as yourself. 

On page 12 of his statement—I know you are not familiar with this 
—he suggests that this might be accomplished best by amending the 
public assistance titles of the Social Security Act to add an additional 
category to the present four categories, and to provide that the 
Federal Government make available matching funds to State and local 
governments. 
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In view of the great volume of mail I have been receiving on a bill 
here, which is normally referred to as the Forand bill, I just wondered 
if you would make some comment on the possibility of that approach 
to this need for medical care, not only for veterans but for others. 
Is your organization in favor of a program under social security as 
far as the medical care of the verienkd population is concerned? 

Dr. Rots. I imagine that you are familiar with the fact that our 
organization has vigorously battled virtually all the extensions of 
social security in the medical care field. We feel violently enough 
about it that we don’t even want social security for ourselves. The 
physicians are not covered and we don’t want to be. 

§ I think the answer would have to be a categorical no on that 
particular suggestion, but I am not an authority on that part of the 
problem. 

Mr. Sisk. In other words, you, of course, then do not agree with 
Dr. Steinberg on that particular recommendation of the American 
Hospital Association? 

Dr. Roru. I just heard his statement, and I would have to learn 
an awful lot more about it to say definitely what the AMA would 
feel about it. 

Mr. Sisx. Of course, I get from the AMA communications pretty 
regularly, and I will agree with you that I do not think they are in 
favor of any extension to security. 

One other thing, Doctor. It is my understanding that you are 
chairman of the committee on Federal medical services. Is that 
correct? 

Dr. Rots. Yes, sir. 

Mr. Sisx. I would like to ask you if you are aware or if, by any 
chance, it is your committee that is sending out a questionnaire to 
each district in the Nation requesting certain information on Members 
of Congress. 

Dr. Rotu. Not that I know of. 

Mr. Sisk. Your committee is not the one that is handling this. Is 
that right? 

Dr. Rots. We are not doing that; no, sir. 

Mr. Sisk. There is a questionnaire going out from the American 
Medical Association to certain key physicians in each district of the 
Members of Congress throughout the United States and I would just 
like briefly to read a few of the questions that are asked of the physi- 
cian in each of our districts. ‘There are 15 of them. They are quite 
short. Then I want to ask you to comment on how much you know 
about this or who is responsible in the American Medical Association 
for this. The first question is: 

Who is the person or persons in each ward or county in the congressional district 
who is most influential with the Congressman? List names, addresses, business, 
or profession of each. 

2. Who is the physician who knows and can work with each of the above? 

3. Who are the 4 or 5 men in the Congressman’s district who really— 


and they underline really— 


influence him? List their names, addresses, business, or profession. 

4. Who are the principal contributors to his campaign? 

5. What contacts does the medical profession have with officers or leaders of 
such organizations as Blue Cross, Shield, dentists, hospital boards of directors, 
chambers of commerce, Farm Bureau and the Grange? Who are the directors 
who can talk to these leaders? 
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6. Who is the Congressman’s personal physician at home? Also in Washington? 

7. What contact does the medical profession have or who knows the Congress- 
man’s top secretary on his Washington staff? 

8. What are the Congressman’s hobbies, his favorite charity, the boards he is 
on, the organizations, and what church is he a member of? 


9. What newspaper in the district supported him in his last campaign? What 
is their present attitude toward him? 

10. What contacts does the medical profession have with any or all of these 
newspapers, either directly with the editors or through other influential citizens 
or advertisers? 

11. How big a factor is labor in the district? 

12. Do any of the local labor organizations deviate from the national labor 
organizations, and for what reason? 

13. How big a factor are ‘‘old folks’ in his district? 


Old folks is in quotes. 
14. What contacts have organized medicine or influential physicians made with 


the Congressinan? 
15. What was his general attitude? 


Mr. Mitrcne.u. Will the gentleman yield for just a brief comment? 

Mr. Sisk. I will be glad to yield to my colleague. 

Mr. Mircue uy. If they would get all that information about each 
of us, I believe they can make a rather thorough diagnosis. 

Mr. Sisk. I am not holding you personally responsible for this in 
view of the fact that you are chairman of the committee on Federal 
medical services, but because apparently of the great interest of the 
American Medical Association in learning everything in the world 
regarding our background and certainly indicative of some desire to 
influence, it would seem possible that your committee might have 
knowledge of this, and I wanted to ask you specifically. 

You are not under oath, but I am sure you will be honest. 

Dr. Rorn. | would be happy to go under oath and honestly tell 
you I have just heard this for the first time, and I can provide you no 
information as to its origin or intent. 

Mr. Sisk. Let me ask you this, Docotor, and this I appreciate, 
Mr. Chairman, is just a personal request: 

Would you check into this and let me know? I would appreciate 
knowing who in the American Medical Association is responsible. 
Apparently the board must have approved this at the national level. 
Otherwise, I do not understand why some individual of the American 
Medical Association would be sending it out. 

Mr. Smiru. Where did you get it? 

Mr. Sisk. This was mailed to a certain district. I will frankly 
say that I have had it copied. I do not want to reveal the name of the 
physician this went to, but this went into the district requesting in- 
formation on this particular Congressman. 

Mr. Smirx. Over the heading of the American Medical Association? 

Mr, Sisk. Was sent out by the American Medical Association. 

That is all I have, Mr. Chairman. 

Dr. Rorn. | am sorry I can’t enlighten you. It sounds like we 
must be getting some advice from the unions, 
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Juty 29, 1958. 
Hon. B. F. Sisk, 
House of Representatives, Washington, D. C. 


Dear Mr. S1sk: In my testimony before the Veterans’ Affairs Committee on 
July 24, you requested further information relative to a questionnaire concerning 
Congressmen. I am advised that this questionnaire was used in connectién with 
the association’s efforts to defeat H. R. 9467, 85th Congress. This bill as you 
know is a proposed amendment to title II of the Social Security Act to provide 
health benefits to eligible recipients. The American Medical Association, ’to- 
gether with several other organizations, is deeply disturbed about the impact of 
this dill, if enacted, on the public and the profession. We have therefore made 
every proper effort to prevent the adoption of what we consider to be dangerous 
and ill-conceived legislation. 

It has been the objective of the association to inform Congressmen and those 
individuals on whom they may depend for advice and guidance of the serious 
nature of this bill. It is vital in our opinion that the public and the Congress be 
aware of the extremely unfavorable potentialities of the bill. The questionnaire 
was designed to ascertain the most constructive means and effective avenues by 
which our position on this legislation and the reasons for this position could be 
made known to Members of Congress. 

Sincerely yours, 
Russet B. Rotrn, M. D. 

Mr. Smitru. Mr. Chairman, I would like to say that I have the im- 
pression rather rapidly that I am apparently out of step with the vast 
majority of the committee, but, Dr. Roth, I agree with considerable 
of your statement as well as considerable of the statement of Dr. 
Steinber®, and I commend you for your courage in coming here and 
setting forth the statement to this committee. 

Dr. Rorn. That adds a very happy touch. Thank you. 

The CuatrmMan. Doctor, in any profession I am sure it is great 
satisfaction to know that you are right and know that you know the 
answers, but I think in no field of endeavor as much as in government 
does a person have a stronger desire to be right, and to me it would 
be the greatest joy on earth to serve in Congress if you knew the right 
answers. ar 

There are a lot of things in veterans’ organizations and the whole 
veteran program that I have disagreed with, but I hope there is no 
Member of Congress who supports the hospital program any more 
strongly than I do. Ido not mean that I support it blindly, because I 
do not, and I think I have proved that. Take, for example, service 
connection. I think I would almost go all the way with you people 
on service connection if you knew service connection, but you do not 
know it and I do not know it, and nobody but the Lord himself knows 
it, and it is so broad and so far afield that when you get to service 
connection vou cannot define it. 

I am not for any expansion of the program. I am for using the beds 
we have built. I do not believe the beds we built are going to socialize 
medicine in this country, and with the beds we built I want to try to 
see that they are used the way the law says. I want to try to see that 
no veterans go into those beds unless they are entitled to it according 
to the law. 

Mr. Booth said the 10—P-10 was a joke. The veterans’ groups 
say that it is a pauper’s oath. I had something to do with the 
10—P-10 addendum. I kind of find myself in the middle there. I 
go around to the hospitals and talk to doctors and people that I 
have much faith in say that it has done a lot of good, that they are 
a little afraid that at times it does keep a veteran out who is in 
serious condition. 
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As to these figures that we come up with, for example the state- 
ment you make about 48 percent of the non-service-connected veteran 
cases being in VA hospitals, I do not believe, if your life depend on 
that, you could prove it to save your soul. I do not mean you could 
not even come close because, as you said, a man comes into your 
office or your hsopital and you do not ask if he is a veteran. So I 
do not see how on earth you can take those figures and have very 
much faith in them. 

Dr. Roru. No, sir; | don’t ask if he is a veteran, and frankly it is 
probably the opinion of this committee, or has certainly been the 
the opinion of the veterans’ organizations that a veteran is somehow 
or other more entitled than the nonveteran for care of illness unrelated 
to service. I don’t believe that. I am just as interested in taking 
care of the veteran’s wife or his children or his father or his mother. 
The communities have to do that now. They do it and do a prett 
good job of it over the Nation at large, and they can do just as well 
by the Veterans and it is our conviction that they can do better by 
the veteran under such an improvement of local facilities. 

The Cuairman. Doctor, going back to this question of being 
right, | do not believe that in the last 2 years we have received 1 
single letter from any citizen in the United States criticizing or 
objecting to our veteran hospital program. 

It seems to me that, if we are conducting something that is so 
wrong, that this committee would get some objections. 

Actually 1 said from citizens. | should say except the medical 
profession. We have had some letters from doctors; not a lot; 
practically none. I have had more letters and more telephone calls 
from doctors asking me to get somebody in a hospital than I have 
had complaining against the hospital system. In my own district 
If I get to thinking along a certain line and I feel that at home the 
people disagree, and when they disagree many times | come to the 
conclusion that they were right in the first place, but it seems to me 
that we would receive more criticism and complaints against the 
veterans’ hospital program if our view was wrong. 

Just recently down in one place the chamber of commerce and the 
whole little community got together because they felt that the VA 
program was not going far enough. So I just do not believe that we 
are very far afield on our VA program, the principles that we believe 
in our Government. 

Dr. Roru. I am sure that you fully understand that our position 
is not that the existing VA system is a bad system. 

The CuarrmMan. Your position is, according to the best we can 
get, that you do not want to hospitalize one single non-service- 
connected case. 

Dr. Rorn. Under VA auspices. 

The CuarrMan. That is really your position. 

Dr. Rorn. We want them hospitalized under local auspices; yes. 
We want them hospitalized and we don’t feel that the VA system is 
bad. We just think it is misdirected. It is not using the funds 
devoted to it in anything like the fashion that they could be used if 
the energies, the efforts, the moneys and the talents of the medical 
profession were used under a civilian system rather than a Federal 
svstém; ves, sir. 
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The Cuarrmman. Doctor, you said that the policies of thefVA were 
not circumventing the policies of the Government: 

By no criterion do these figures reflect any contraction in operation nor do they 
substantiate the statement which has been made that current policies being 
followed by the Veterans’ Administration at the direction of the areas of the 
Budget are circumventing the policy for hospitalization of war veterans as 
established by Congress. 

It seems to me that if a law is passed, that VA or armed services or 
any agency is obligated to carry out the law that is passed by Congress. 
Let’s take Erie, Pa., and you are the Administrator of VA. You 
have a hospital up there with beds and you have a waiting list of 
veterans that, according to law, are qualified to go into that hospital, 
and you as Administrator do not use those beds. Would you not 
admit then that you were circumventing the law as pass by Congress. 

Dr. Rorn. The facilities are available? 

The CuarrMan. The facilities are available, the doctors are avail- 
able, everything except you just will not use the beds. 

Dr. Rors. I think under the circumstances like that, that you 
would be circumventing it; yes, sir. 

The CuHarrman. The Administrator himself admitted that in 
Dublin, Ga., that was a fact. 

Just to go to that one little spot, you can prove beyond doubt that 
they are circumventing policies of Congress. 

As I said before, I am not interested in any expansion of this 
program. I think right now we have a very healthy level. We have 
some misplacements, something like Florida, and a few areas like 
that, but I do completely and wholeheartedly believe in our veteran 
hospital program, and I hope the Administrator will use the beds we 
have created for him. 

Dr. Steinberg recommended a lot of things, and I would like to 
have asked him about a hundred questions on policy and what not, 
but we just do not have the time. I wanted one other thing, Dr. 
Roth, on the statement that Mr. Sisk mentioned about diluting the 
care. 

I wondered if you implied by that that you thought the quality of 
our care in VA hospitals is or has gone down. 

Dr. Roru. I think that it probably is to a degree. That would 
be a very difficult thing to document because it is still high-quality 
care. There is no argument about that. I believe that there has 
been a tapering off which is perhaps inevitable as you get further away 
from the war and the patriotic impluse that everyone feels to do 
everything they can for veterans. It may be as nonspecific as that. 

I have serious reservations in my own mind about the place of 
training of young physicians in the VA, and that is one element of it. 

I think that if you want to give the best medical care to your service- 
connected people it follows that you should get the best doctors to do 
it. I am an ex-trainee myself. Obviously, I think I did pretty good 
work in my 5 years of postgraduate training, but I certainly hope it 
has improved with experience and exercise, and I think I can give 
better care, do better diagnosis and perform better surgery today than 
I could 20 years ago. Therefore, I question it since in the Rivas 
Committee hospitals the surgery, the diagnosis, the work, the actual 


care is in large part being done by trainees as it is in teaching hospitals 
throughout the country. 
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Mark me, I[ know there is no difference—— 

The CuarrMman. Is there more in the VA than in teaching hospitals? 

Dr. Roru. No, but if you want to give the best to service-connected 
people, get the best people, the most qualified, to give that care—— 

he CuarrmMan. Doctor, is this policy or money we are talking 
about? 

Dr. Roru. No; medical care. 

The Cuarrman. We have had complaints from veterans’ groups 
that veterans are used as guinea pigs in some areas. We have 2 or 3 
complaints along that line. 

If the service is deteriorating or if the service is lessening, is it 
because of policy or is it because of lack of money to hire physicians? 

Dr. Ror. No; I believe it is policy. I believe that there are 
increasing numbers of physicians who believe honestly as I do that 
they’d be happier to have no part of the Veterans’ Administration with 
its emphasis on non-service-connected care. And, consequently, they 
withdraw as consultants in attendance or resign as full-time Veterans’ 
Administration employees. 

I know none of the figures on turnover. They certainly would be 
readily available. I personally stay in a position which I might be 
criticized for as being inconsistent: Why are you, Dr. Roth, swingin 
the ax at the Veterans’ Administration hospital program and sti 
working as a consultant? 

Well, I have wondered at times. I have sort of expected that 
maybe they would do something about that, but the work is there to 
be done. This is the system. This is the law. I am a law-abiding 
citizen and a doctor, and so I will continue to do what I can to fill the 
needs. I haven’t withdrawn. I have no plans for withdrawing from 
the Veterans’ Administration. I am sure that many doctors are. 
I know many of them who have resigned such positions who are 
eminently fine doctors. 

The CHatrman. Doctor, there is another interesting point in this 
whole hospital program. Every place I go and get a chance to talk 
to doctors I eventually get around to the hospital program, and I find 
invariably that in the smaller towns, smaller communities, the doctors 
support the hospital program; when I get into a big city where the 
doctor is a specialist, fewer and fewer numbers support our VA 
hospital program. We find the same thing on checking hospitals. 
In a small community or a hospital that represents a small community 
more patients will have been sent there by their local doctor, or he 
made the contact to get them in than in a large city. I just cannot 
agree with the AMA on your policy. I think that if we were making 
a big mistake in this hospital program the people of this country 
weal react against it. 

A few years ago we would get some letters. For example, in my 
hometown a man worth about $15,000 went about 50 miles away to 
a VA hospital and had an appendectomy. There was an immediate 
reaction in the community against the whole veterans’ hospital 
program. In the last few years we have had none of that. 

Dr. Roru. I think that there is a vast failure on the part of the 
public to appreciate the ramifications of the problem. 

This may be completely unwarranted, but Mr. Sisk, if you presented 
to the citizens of Fresno perhaps the thought that you have a bed 
shortage and you are vigorously trying to catch up with it and build 
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up to it, if the proposition were put them of “We can take this VA 
hospital in Fresno and turn it over to you as a community hospital 
which will care for approximately three times as many patients per 
year as does a veterans’ hospital. Would you like that?” I think 
that it would in many areas get strong support. 

I am almost certain that if you go to them and say, ‘‘Look, we'll 
ive you, with no strings attached, $2 million to build an additional 
acility in Fresno,” they’d go out and build a community hospital or 

build a wing on it, and they wouldn’t put a wing on the veterans’ 
hospital. 

The Cuarrman. Are there any other questions? 

Mrs. Rogers. 

Mrs. Rocrers. Was it you, Doctor, or was it Dr. Steinberg who 
spoke of the vicious competition of the Veterans’ Administration? 

Dr. Rorn. That is a quote from my presentation, yes, ma’am. 

Mrs. Rogers. I wonder why you call it vicious. 

Dr. Rorn. Well, it really is vicious. Veterans’ hospitals pay better 
wages to nurses and technicians than our local general hospitals. 
Therefore, there is vigorous and, I think, vicious competition for per- 
sonnel, particularly in the area of nursing. There is a continual out- 
flow of our nurses from the civilian general hospitals into the VA not 
only on the matter of salary, but they have in general, I think, better 
hours and they get certain benefits, retirement benefits that are better 
than are offered to the nurses in the civilian general hospitals. 

The competition extends into the medical group for personnel. 

The doctor-patient ratio is much higher in veterans’ hospitals than 
it is in the civilian hospitals. It gets over into that area that I men- 
tioned briefly before. Doctors in civilian practice would be taking 
care of vastly larger practices than they doin the VA. They would be 
taking care of more people. Their hours would be very different. 
Perhaps it is one of the attractions of the VA medical life. I don’t 
know. But doctors from VA have a pretty nice working day, starting 
at 8 o’clock in the morning and finishing at 4:30 or 5 o’clock in the 
afternoon, and then they go home to their family life undisturbed. 
The rest of us do not. Our physician population and our physician 
ratio in a community would be enhanced if those men were carrying on 
their shoulders the same medical care load of our community that the 
rest of us physicians are carrying. 

Mrs. Roaers. I find a good many of the civilian doctors are taking 
a good many hours off now. They find it a great strain. 

But I do not see why you use the word “‘vicious”’ particularly when 
it is care for veterans. 

The CuarrmMan. Mrs. Rogers, would you yield to me? 

Mrs. Roacers. Yes, I am glad to. 

The Cuarrman. Doctor, in your civilian population do you not at 
night do a certain amount of alternating? In other words, another 
doctor might take your calls? 

Dr. Rotu. Oh, there are such arrangements, yes. 

The CuarrMan. Is it not true in the VA hospital that you have a 
doctor on duty and they take turns? 

Dr. Rorn. A man serves his turn. I believe there are two officers 
of the day. 

The CHarrmMan. I am sure they do not do as much nightwork. 
I ask them, ‘‘Why are you in the VA?” and many of them will say 
“The hours are more regular.” 
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Mrs. Rogers. I do not like the word ‘‘vicious.”” | 

Dr. Roru. I will be happy to admit freely that ‘‘vigorous” would 
carry the intent as well. 

Mrs. Rogers. It shows that you have very great feeling against it. 

You have your right to your opinions. I know that. 

The CuartrMan. Are there any other questions? 

Thank you so much, Doctor. 

I am in receipt of numerous letters and telegrams regarding the 
subject under consideration, and, without objection, they will be 
placed in the record at this point. 

(The material referred to follows: ) 


Members of the Veterans’ Affairs Committee: 

I promise you I shall be brief in addressing you because for the last 20 years 
every metropolitan area recognized veterans’ organization has passed annually 
resolutions literally pleading for a veterans’ hospital facility in the metropolitan 
area to replace what has become known as Mount Alto Hospital, but was con- 
structed in 1901 as a girls’ school; and attention has been called time and again 
by veterans’ organizations of the programs carried on in various parts of the city 
to eliminate slum areas and old buildings so our citizens can live in better sur- 
roundings, but we still see no practical results of the construction of a metropolitan 
area veterans’ hospital, even though we have been told for many years that it 
was in the planning stages and men have been lying and dying in this antiquated 
building all this time. 

Since 1947 especially, when it was originally authorized, those inquiring regard- 
ing its construction usually are informed that there are preparations for prelimi- 
nary drawings, soliciting of bids, awarding of contracts, and differences of opinion 
will arise that must be examined, and all of this is time consuming. 

At one time when it was felt by most of the veteran leaders these problems had 
been solved, we were told that again the construction must be postponed because 
of a ruling of the Civil Defense classifying the area as a target area, while at the 
very moment a civilian hospital was being constructed with Federal funds in the 
very same location and at a cost many times that of the proposed veterans’ 
facility. , 

As president of the Metropolitan Area Council of Veterans’ Organizations, 
which membership consists of all recognized veterans’ groups in the metropolitan 
area, I feel that I can speak for every commander to ask this committee to render 
every assistance possible in expediting the construction of this hospital the coming 
year. We understood the first of this year that the appropriation would be re- 
quested in this fiscal year so that the construction could start not later than July 
1959. Recent newspaper articles quoted Veterans’ Administration officials to 
state that with the approved appropriation the plan to start this facility would 
be the latter part of 1959. 

You gentlemen have on record the disabled service-connected veterans’ popu- 
lation that would be served by this facility. Evidence has also been furnished 
of the availability of doctors, nurses, and personnel to properly staff the hospital. 
Will you please render every assistance in your power to expedite the construction 
as soon as possible? 

Wautpron E. LEonarp, 
President, Metropolitan Area Council of Veterans’ Organizations. 


Juty 9, 1958. 





Ocaua, Fua., July 9, 1958. 
Congressman OLIN A. TEAGUE, 
House Office Building, 
Washington, D. C.: 

Post 4209, Veterans of Foreign Wars, Department of Florida, urges that you 
use every resource at your command in having favorable consideration given 
legislation introduced on June 27, 1958, to increase the number of available beds 
in VA hospitals in the State of Florida by 2,000. Our situation in this regard is 
very critical at present time and rapidly becoming worse. Even with the addition 
of 2,000 beds the State of Florida will still be well below the national average in 
ratio of hospital beds per veteran population. Please do not let our country’s 
defenders down. 

Jack Rospertson, Commander. 


28678—58 46 
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LovuisviL£, Ky., July 9, 1958. 
Hon. OviIn TEAGUE, 
Chairman, Veterans Affairs Committee, 
House of Representatives, Washington, D. C. 


By action of the American Legion of Kentucky, 40th annual department con- 
vention recently concluded, a resolution was unanimously adopted wherein the 
American Legion of Kentucky bitterly opposed the proposed reduction of 30 
beds at the VA hospital, Outwood, Ky., and any other reduction in hospital beds 
which may appear in the future. ’We therefore appeal to you as chairman of the 
House Veterans’ Affairs Committee to support this mandate and to exert all of 
your influence in our behalf to combat such reductions in veterans’ hospitals and 
especially the TB hospital at Outwood. 

KENNETH FERN, 
Commander, the American Legion of Kentucky. 





HaRr.ina@eN, TEx., July 8, 1958. 
Hon. Ourn TEAGUE, 
Member of Congress, Texas, 
hairman, Veterans’ A ffairs Committee, 
House of Representatives, Washington, D. C.: 
Urge your committee to report favorable at July 8 hearing on hospital for 
south Texas. 
Oscar C, Dancy, 
County Judge of Cameron County, Tex., Brownsville, Ter. 





CONGRESS OF THE UNITED STATES, 
Hovusre oF REPRESENTATIVES, 
Washington, D. C., July 21, 1958. 
Hon. Ouin TEAGUE, 
Chairman, House Committee on Veterans’ Affairs, 
House of Representatives. 


Dear Mr. Cuatrman: In connection with the hearings now being held by your 
committee on the subject of the present status of veterans’ hospital beds in the 
United States, I wish to respectfully call your attention to the continuing and 
ever-increasing need for a veterans’ hospital in south Texas. 

In addition to evidence supporting this contention filed with your committee 
at previous hearings in 1957, I enclose herewith recent correspondence from 
various constituents in the 14th Congressional District which shows the dire 
need for veterans’ hospital beds in the south Texas area. 

I call your particular attention to a printed form letter addressed to Mr. Robert 
Bell, Rockport, Tex., on date of June 6, 1958, by the registrar of the veterans’ 
hospital at Houston, Tex. You will note that the registrar advises Mr. Bell, a 
veteran applying for entrance at the Houston hospital, that his application has 
been approved, but he will have to wait for an indefinite period for a bed to become 
available. It would appear that this is a not uncommon occurrence at the Houston 
hospital, otherwise a printed form would not be necessary to turn away hundreds 
of our south Texas veterans. 

Your favorable consideration of the enclosed evidence is earnestly solicited. 

Respectfully submitted. 

JOHN YOUNG. 


Juty 12, 1958. 
Re O’Neal, Charles A., 15878184. 
Mr. A. F. Mater, 
Chief, Registrar Division, 
Veterans’ Administration Hospital, Kerrville, Tex. 

Dear Sir: This is to inform you that veteran received your letter dated July 8, 
1958, at 9:30 a. m., July 11, 1958, stating as follows: 

“Dear Mr. O'NEAL: We have received a wire indicating that a bed is available 
for your admission to the North Little Rock Hospital. Please report to that 
hospital before 3:30 p. m. on July 11, 1958. You understand that inasmuch as 
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you did not prefer hospitalization at your nearest Veterans’ Administration 
hospital, Waco, Tex., the cost of transportation must be borne by you. 
“Yours very truly, 
“A. F. Mater, Chief, Registrar Division.” 


This veteran was hospitalized for a period which began December 6, 1957. 
The records show this veteran was hospitalized for a respiratory infection and it 
is also shown he was treated for his service-connected disability, diagnosed as 
arthritis. The period of hospitalization lasted until about March or April 1958. 
While the veteran was there in the hospital a physician contacted him from 
Austin, he states, who recommended that he be sent to the VA hospital in North 
Little Rock, Ark., instead of the Waco hospital. The veteran advised that all 
arrangements had, according to his understanding, been made to let him proceed 
to Little Rock, just as soon as a bed became available. This was supposed to 
have included transportation, ete. 

Furthermore, it was utterly impossible for the veteran to be in North Little 
Rock, Ark., at 3:30 p. m., when he did not receive your letter until 9:30 a. m. 
yesterday. He should have been notified by wire. We expect this admission 
date to be reset, the veteran properly notified, and transportation authorized as 
was agreed. This veteran has been disabled completely since his tour of duty 
with the armed services. He should be given the hospitalization and physical 
examination he is entitied to and his compensation adjusted in accordance with 
the degree of disability. We trust prompt action will be taken to effect just that. 
The idea of being sent to the North Little Rock hospital was not his idea, but 
that of a physician who saw him in your hospital. 

Thanking you for your usual prompt attention in these matters, I remain, 

Yours very truly, 
Percy A. HARTMAN, 
Veterans County Service Officer. 


Rockport, Tex., July 10, 1958. 
Honorep Sir: | am writing you in regards of my husband. He has requested 
hospitalization (letter enclosed). 
I am afraid they are waiting too long. 
I love my husband and I don’t want him to just here and die, and I don’t 
have the cash to finance this type disability. 
Please will you see if there is a vacancy in Houston Veterans Hospital? 
Thanking you for all good services, I remain, 
Yours truly, 
Mrs. Bos Bert 
Letter attached: 


In reply refer to: 5218-/136A-2 Bell, Robert, C-17852309 


VETERANS’ ADMINISTRATION HospITAtu, 
Houston, Ter., June 6, 1958. 
Mr. Rorert BELL, 
Route 1, Bor 123, Rockport, Tex. 


Dear Srr: Your application for hospital treatment, VA Form 10—P-10, has 
been approved. However, since a bed is not available for your reception at this 
time, it is necessary to place your name on the waiting list. You will be notified 
as soon as a bed is available, at which time you will be furnished necessary in- 
structions. 

In the meantime, should your condition change to the extent that emergency 
hospital treatment is believed necessary, please have your physician notify the 
nearest Veterans’ Administration hospital immediately so that appropriate action 
may be taken. In the event that a physician is not available, direct contact 
should be made with the admitting physician at the nearest Veterans’ Administra- 
tion hospital. 

Very truly yours, 
Luioyrp E. Brung, Acting Registrar. 


| 
| 
| 
7 
| 
| 
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Corpus Curisti, Trex., July 2, 1958. 
Congressman JoHN YOUNG, 
House of Representatives, 
Washington, D. C. 

Dear Mr. Youna:-I am writing to you as one of your loyal constituents as 
well as a long time friend of your mother. 

My purpose in writing is to urge you to use your influence to secure a veterans’ 
hospital for Corpus Christi area. 

I have firsthaid experience of the dire necessity of such an institution here. 

My husband, Frank A. Benues, a veteran of foreign war, World War I, was 
critically injured, March 25. As a result of the accident he sustained a broken 
neck leaving him completely paralyzed. 

After 3 weeks in a local hospital he was admitted to the naval hospital here on 
an emergency basis only. They had no facilities there for the treatments which 
he required. 

In spite of efforts of the veterans service organizations here he was twice 
refused admittance to the veterans hospital in Houston, on the grounds of in- 
sufficient beds. 

When he was finally admitted, June 9, he had developed pneumonia also num- 
erous bed sores acquired at the naval hospital, through improper care. 

Had we had a veterans hospital here he would have had proper care from the 
beginning and probably well on the way to recovery. 

This is not an isolated or rare instance but only one of many. 

Sincerely yours, 
(Mrs.) Epona Bemus. 


Corpus Curisti, Tex., July 3, 1958. 
Hon. Joun A. Youna, 
Representative of Texas, District 14, 
House Office Building, Washington, D. C. 

DEAR CONGRESSMAN YOUNG: I am writing in regards to the bill now pending in 
the Veterans’ Affairs Committee which is asking for a VA hospital to be established 
here in south Texas. I am personally asking for your wholehearted support in 
favor of this bill. 

Being a trained nurse by profession and having accompanied several patients 
to the veterans hospitals at Kerrville and Houston, it has been my experience and 
observation that having to travel this great distance before these men were 
hospitalized was not good for their condition, and in many instances it prolonged 
their recovery, and in some it was much too late by the time they reached assist- 
ance and attention. Knowing this I beg of you to please use your influence in 
having this bill reported to the House and passed as a law thus giving us here in 
south Texas this much-needed VA hospital. I assure you this is important to us. 

Thanking you for vour attention to this matter, I am, 

Sincerely, 
Mrs. Icre SxHoop, 

Past State President of the Ladies Auxiliary to the Veterans of Foreign Wars. 
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VETERANS’ AFFAIRS COMMISSION, 
VETERANS ADMINISTRATION HospITAL, 


Houston, Tex., June 19, 1958. 
Mr. Harris H. Lovety, 


County Service Officer, 
Corpus Christi, Tex. 
Dear Mr. Love y: This following is the waiting list, up to date, that you re- 
quested in your letter of June 18, 1958. 


Waiting list: 


Rit «chleweere bintie seadish ~iceweietandeel «hie enkvd-beslesdiuscee 19 
PEEEEE, .A8 «ndeily comak «abt te «pains ote dinavenies bia Co. adeeede 109 
CTI OVOMAMATIG, 50... oot a0 <~ ine bicteb amnhde ben deepal weedeat CL dae 71 
ICUDREDIRORS 2. it Sa ordail 4 -laektrinanttesion ) led - sme nner) teal ae 41 
DORIS &: wish sap d~ Spl nagin't'> ub sak da plodt chase Tobe bstael t 4adeueeeelk 133 
UT GIORE. 6. 6s 5 ne 5 Fe wae yig ond ee weeluea ee ow Jase sae ned dese 60 

es an aintl di qed hpin dapans swe Sanath eantedle sabe aie de 433 


Yours very truly, 
Doveuas G. Bariey, Service Officer. 


{Note on bottom of letter] 


Dear John: Above is the number of people on the waiting list at the VA hospital 
in Houston, Tex. 


Harris H. Lovety. 


CAMERON CouNTY VETERANS SERVICE OFFICER, 
Harlingen, Tex., July 3, 1958. 
Hon. Ourn E. TEaGus, 
Chairman of Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Oxin: Attached you will find a statement letter regarding the July 8 
hearing before your committee which I understand will be consideration of your 
committee and House bill 291 for hospital in south Texas and other areas as out- 
lined in the telegram to me from Hon. Joe M. Kilgore. 

Attached you will also find the constitution and bylaws of the South Texas 
Veterans Alliance. 

You will note in the statement letter that we request that article 1 and all 
article 2 be placed in your July 8 hearing and also a copy of the telegram sent you 
and others dated February 23, which I request that these telegrams be made part 
of the hearing and placed in the record of July 8. 

T hope that this information will be along with the information that we pre- 
sented in 1957 and will help in getting a favorable report from your committee 
on veterans affairs. 

Very best personal regards, I am 

Yours truly, 
South Texas VETERANS ALLIANCE, 
Hvueu Ramsey, Chairman. 


HARLINGEN, TEX. 
Hon. Ouin E. Teacue, 
Member of Congress, Texas, 
Chairman of Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 


Dear Ouin: Due to the short notice of the hearing of July 8 before your 
honorable body regarding the expanded hospital facilities in south Texas areas, 
we are unable to bring you up-to-date on pertinent facts with reference to the 
great need for a VA hospital in south Texas. However, due to the fact that 
South Texas Veterans Alliance has been organized since the hearing before the 
Committee on Veterans’ Affairs, House of Representatives, regarding House bill 
291, which provides for the construction of a VA hospital in south Texas, con- 
struction would be either in the 14th or 15th Congressional District of Texas, the 
above hearings conducted by your honorable body during the month of February 
1957. 
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The South Texas Veterans Alliance, representing all veterans organizations of 
southwest Texas, has approved all reports and testimonies that were placed in 
the February 1957 hearing. The above report was so ordered to be placed in the 
minutes of the South Texas Veterans Alliance. This organization requests that 
the February 1957 reports be made a part of and placed in record of July 8, 1958, 
hearing before your honorable body plus any additional information that the 
South Texas Veterans Alliance or organizations furnish your honorable body. 

Attached you will find a copy of the constitution and bylaws of the South 
Texas Veterans Alliance. We suggest that article 1 and all of article 2 be incor- 
porated in your July 8 hearing. Attached you will also find a copy of telegrams 
that were authorized by the South Texas Veterans Alliance at its regular meeting 
of February 23 and telegrams were sent on the same date to the Honorable 
Dwight D. Eisenhower, President of the United States of America, Hon. Joe M. 
Kilgore, Member of Congress, 15th Congressional District, Hon. John M. Young, 
14th Congressional District of Texas, Hon. Olin E. Teague, Member of Congress, 
Texas, and Hen. Sam Rayburn, Member of Ccngress, Texas. 

Since the February hearing of 1957, the undersigned was elected as chairman 
of the South Texas Veterans Alliance and also Cameron County paid veterans 
service officer, also appointed by the national commander of the American Legion 
to serve on the national rehabilitation committee, and chairman of the Rehabili- 
tation Committee of the American Legion 15th District of Texas. 

With my activities and work I find that a more critical need now exists for a 
VA hospital in the 14th and 15th Congressional District of Texas than it existed 
at the time of the February 1957 hearing before your honorable body due to the 
rapid increase in population in this area and also to the tremendous expansion 
— of all municipalities and all subdivisions as well as industry and agri- 
culture. : 

I hardly believe that your honorable committee can realize the need ‘for a VA 
hospital in this great area unless you visit this area and see for yourself this great 
area of development and its needs. 

The South Texas Veterans Alliance extends to your honorable committee a 
cordial invitation to visit this great area of Texas that does not have a VA hospital. 
Certainly the South Texas Veterans Alliance will feel better by your visit and with 
your visit we fee! certain that your committee will act favorably on House bill 291 
and in its entirety. 

Very best personal regards, I am 

Sincerely yours, 
Hvucu Ramsey, 
Chairman, South Texas Veterans Alliance. 


House oF REPRESENTATIVES, 
Washington, D. C., July 19, 1968. 
Hon. Otin TEAGUE, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Mr. CHarRMAN: Since your committee is checking into the Veterans’ 
Administration hospital situation nationally, and since, as you know, the veterans 
of south Texas are very interested in a VA hospital being authorized for that area, 
I asked a veterans group and others to submit their views in connection with 
this matter, so that I could, in turn, submit the information to your committee. 

I ask that this information supplement evidence already before your committee 
in support of pending bills to authorize a VA hospital in south Texas. 

There is attached for your information the following: 

1. A letter addressed to you by Mr. Hugh Ramsey, of San Benito, Tex., chair-. 
man of the South Texas Veterans Alliance, an organization formed for the 
development of a south Texas VA hospital. 

2. An extract from the constitution and bylaws of the above-mentioned or- 
ganization, which is mentioned in Mr. Ramsey’s letter to you. 

3. A copy of a telegram of February 23, 1958, which the above-mentioned 
chairman addressed to you among others. 

4. A letter addressed to your committee from Mr. Lewis D. Buckingham, of 
San Antonio, secretary-treasurer of the South Texas Veterans Alliance. 

5. A letter from Mr. David Huerta, of Corpus Christi, second vice commander 
of the Department of Texas Catholic War Veterans. 
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I will appreciate your considering these enclosures in connection with your 
committee’s hearing into this situation. 
My thanks for your cooperation and with my kindest personal regards, I am 
Sincerely, 
Jor M. Kineore, 


Member of Congress. 


HARLINGEN, TEX. 
Hon. Oxi E. Tracue, 
Member of Congress, Texas, 
Chairman of Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Orn: Due to the short notice of the hearing of July 8 before your 
honorable body regarding the expanded hospital facilities in south Texas areas, 
we are unable to bring you up-to-date on pertinent facts with reference to the 
gos need for a VA hospital in south Texas. However, due to the fact that 

outh Texas Veterans Alliance has been organized since the hearing before the 
Committee on Veterans’ Affairs, House of Representatives, regarding House bill 
291, which provides for the construction of a VA hospital in south Texas, con- 
struction would be either in the 14th or 15th Congressional District of Texas, the 
open? hearings conducted by your honorable body during the month of February 

The South Texas Veterans Alliance, representing all veterans organizations of 
southwest Texas, has approved all reports and testimonies that were placed in 
the February 1957 hearing. The above report was so ordered to be placed in the 
minutes of the South Texas Veterans Alliance. This organization requests that 
the February 1957 reports be made a part of and placed in record of July 8, 1958, 
hearing before your honorable body plus any additional information that the 
South Texas Veterans Alliance or organizations furnish your honorable body. 

Attached you will find a copy of the constitution and bylaws of the South 
Texas Veterans Alliance. We suggest that article 1 and all of article 2 be incor- 
porated in your July 8 hearing. Attached you will also find a copy of telegrams 
that were authorized by the South Texas Veterans Alliance at its regular meeting 
of February 23 and telegrams were sent on the same date to the Honorable 
Dwight D. Eisenhower, President of the United States, Hon. Joe M. Kilgore, 
Member of Congress, 15th Congressional District, Hon. John M. Young, 14th 
Congressional District of Texas, Hon. Olin E. Teague, Member of Congress, Texas, 
and Hon. Sam Rayburn, Member of Congress, Texas. 

Since the February hearing of 1957, the undersigned was elected as chairman 
of the South Texas Veterans Alliance and also Cameron County paid veterans 
service officer, also appointed by the national commander of the American Legion 
to serve on the national rehabilitation committee, and chairman of the Rehabili- 
tation Committee of the American Legion 15th District of Texas. 

With my activities and work I find that a more critical need now exists for a 
VA hospital in the 14th and 15th Congressional District of Texas than it existed 
at the time of the February 1957 hearing before your honorable body due to the 
rapid increase in population in this area and also to the tremendous expansion 
Broeramne of all municipalities and all subdivisions as well as industry and agri- 
culture. 

I hardly believe that your honorable committee can realize the need for a VA 
hospital in this great area unless you visit this area and see for yourself this great 
area of development and its needs. 

The South Texas Veterans Alliance extends to your honorable committee a 
cordial invitation to visit this great area of Texas that does not have a VA hospital. 
Certainly the South Texas Veterans Alliance will feel better by your visit and with 
your visit we feel certain that your committee will act favorably on House bill 291 
and in its entirety. 

Very best personal regards, I am 

Sincerely yours, 
Hue Ramsey, 
Chairman, South Texas Veterans Alliance. 
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CONSTITUTION AND Bytaws oF SoutH Texas VETERANS ALLIANCE 


CONSTITUTION 
Article 1 
Section 1. Name.—The name of this organization is the South Texas Veterans 
Alliance. 


Article 2 
Section 1. Objects—The object of this organization shall be: 

(a) To uphold and defend the Constitution of the United States and of 
the State of Texas. 

(6) To coordinate all our efforts and activities within the 14th, 15th, 
20th Congressional Districts of the State of Texas for the purpose of secur- 
ing a veterans’ hospital within Districts 14 and 15 and to continue our 
efforts until our objective is reached; and further 

Sec. 2. To coordinate any other activity pertaining to the accomplishment of 
the objective of the alliance and any and all matters pertaining to the general 
welfare of all veterans. 


* * * * * * * 


[Night letter] 
Corpus Cuaist!, Tex., February 23, 1958. 


At a meeting of the South Texas Veterans Alliance, an organization comprising 
all veterans organizations in southwest Texas, it was unanimously endorsed that 
a telegram be sent you that you use your influence in having House bills favoring 
the building of a VA hospital in the 14th or 15th congressional districts acted on 
with favor, getting same out of the Veterans’ Affairs Committee favorably at 
earliest possible date. 

Best regards. 

Hueu Ramsey, 
Chairman, South Texas Veterans Alliance, Harlingen, Tez. 

Send to: 

Hon. Dwight D. Eisenhower, President, United States of America., White 
House, Washington, D. C. 
ant og M. Kilgore, House of Representatives Office Building, Washington, 


Hon. gohn Young, House of Representatives Office Building, Washington, 
Hon. Olin E. Teague, House of Representatives Office Building, Washington, 


D. C. 
23% me Rayburn, House of Representatives Office Building, Washington, 


Souta Texas VETERANS ALLIANCE, 
DisaBLED AMERICAN VETERANS, 
San Antonio, Tex., July 3, 1958. 
VererANs’ ArraiRs COMMITTEE, 
House of Representatives, 
Washington, D. C. 

In support of H. R. 291 and H. R. 1015, bills before your committee authorizing 
construction of a 300-bed VA hospital in the 14th or 15th Congressional Districts, 
Texas, this organization seeks your earnest consideration. 

At the hearing held February 26, 1957, officials of various veterans organiza- 
tions, chambers of commerce, cities and counties, appeared before you. In that 
hearing, it was brought out that the 60-county area served by the Veterans’ 
Administration regional office in San Antonio, including all of the 14th, 15th and 
20th Congressional Districts and portions of the 9th, 10th, 16th and 21st, had 160 
contract beds and 89 GM and §5 beds in a TB hospital for an estimated 300,000 
veterans. 

Statement by Congressman Young was to the effect that the 14th and 15th 
Congressional Districts now contained 550,000 each and it was also found that 
the 20th District exceeds this figure in total population. 

Representatives of several veterans organizations emphasized the tremendous 
distances involved in travel to the hospitals in Temple, Houston or Waco, ranging 
from 150 to 500 miles. 

County and city representatives brought out the tremendous increase in 
population, especially in the area along the Rio Grande, where the city limits of 
one town met those of another for many miles. 
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Also brought out was the saving in transportation which could be accomplished 
if a hospital were available somewhere in the area, although the selection of such 
site would be left open in order that the VA might determine the most advanta- 
geous location. 

Utilization of more facilities at Brooke Army Hospital, where 125 beds are 
now available on a contract basis was mentioned as a possible stopgap measure, 
pending construction of the hospital. 

The extension of facilities at the United States naval hospital in Corpus Christi 
where 35 beds are now available on a contract basis for emergencies, was also 
suggested as a temporary measure. 

Chamber of Commerce and city officials brought out the expected increase in 
population and also the recreational, educational and housing facilities available 
for doctors and staff assistants. 

In addition to the veteran population in this area, an estimate of 20,000 eligible 
veterans living in the Republic of Mexico was brought out, based on records of 
membership in veterans’ organizations, presently active in Mexico. 

Since the hearing, all major veterans’ organizations in the State have announced 
support of these bills and resolutions by the Veterans’ Affairs Commission of 
Texas and the Association of South Texas County Judges and Commissioners, 
supporting the bill, have been made a part of the Congressional Record by 
Senator Yarborough. 

The prime purpose of this organization is to combine efforts of all veterans 
organizations in South Texas in our efforts to secure this much-needed hospital 
and the association is now well organized with elected officers and a constitution 
and bylaws. 

Recent developments include further support of previous statements by actual 
records from the Veterans’ Administration and also a continuation of overcrowded 
conditions in all private and civilian hospitals in the area. _ 

Within the last few days, one instance was called to our attention where a 
veteran received a reply to his application for hospitalization in Houston, advising 
that they had no bed available and suggesting he try elsewhere. 

It is felt that when service-connected cases cannot be efficiently handled, the 
growing need for hospitalization of non-service-connected cases will become a 
more difficult problem in the near future when many World War I men reach the 
stage of total disability. 

Sincerely, 
Lewis D. BuckINGHaM, 
Secretary- Treasurer. 





DEPARTMENT OF TEXAS, 
CaTHOLiIc WAR VETERANS, 
Unitep States OF AMERICA, 
Corpus Christi, 7 ex. 
Joe KiILGorge, 
House Office Building, 
Washington, D. C. 

Dear Sir: First allow me to introduce myself. I am post commander of the 
Corpus Christi Catholic War Veterans Post No. 1735 and also State 2d vice 
commander of the department of Texas. 

Just a few minutes ago I received a telephone call informing me of the fact 
that the bill which was introduced some time ago to build a VA hospital in south 
Texas is finally about to leave the committee. With all due respect to you as a 
fellow Texan and also to the office that you hold we would like to urge you to use 
all your power and knowledge in favor of this bill. 

The majority of our posts are in the Rio Grande Valley and we speak for them. 
They are a wonderful bunch of men who may someday need the services of a 
VA hospital. May Almighty God guide you toward the right decision. 

I remain, 

Your servant, 
Daviv Huerta. 

Copy to: John Young, Congressman, and State department files. 


The CHarrMan. The committee will be in recess until 10 o’clock 
next Tuesday morning. 

(Whereupon, at 12:30 p. m., the committee was recessed, to be 
reconvened at 10 a. m., Tuesday, July 29, 1958.) 











VETERANS’ ADMINISTRATION HOSPITALS 





TUESDAY, JULY 29, 1958 


Hovuss or Representatives, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D.C. 

The committee met at 10 a. m., yursuant to call, in room 356, 
Old House Office Building, Hon. Olin E . Teague, chairman, presiding. 

The CuarrmMan. The committee w ill, come to order. 

Our first witness this morning will be Mr. John R. Holden, national 
legislative director of AMVETS. Good morning, John; we are always 
happy to have you with us. 


STATEMENT OF JOHN R. HOLDEN, NATIONAL LEGISLATIVE 
DIRECTOR, AMVETS 


Mr. Hotpen. Thank you, Mr. Chairman. 

The Gicatensie Would you give your full name and address, as 
well as that of the gentleman with you. 

Mr. Houpen. Yes, sir. 

Mr. Chairman, members of the commitiee, 1 am John R. Holden, 
national legislative director of AMVETS, with offices in Washington, 
D. C. I am accompanied by assistant legislative director, Mr. James 
Hafey. 

We of AMVETS appreciate this opportunity to express our views 
on one of the most important subjects in the field of veterans affairs— 
the Veterans’ Administration hospital program. This program, repre- 
senting as it does the greatest single government medical program in 
the world, merits the continuing Ssedehinn and scrutiny of this com- 
mittee. We are grateful for your current interest. 

AMVETS, at its most recent national convention almost a year 
ago in August 1957, expressed concern over the closing of beds in 
Veterans’ Administration hospitals. The report of our hospital and 
medical services committee, unanimously adopted by the national 
convention, contains the following policy statement: 

AMVETS has historically viewed the veterans’ medical program for service 
connected and the needy nonservice connected as a benefit secondary in impor- 
tance only to service-connected death and disability compensation. There is 
cause for increasing concern resulting from the present policy which has resulted 
in the discontinuance of development of a program for care to chronic and long- 
term disabled veterans. Although Congress enacted laws stating that VA beds 
not used for service-connected veterans will be made available to the needy non- 
service-connected veterans, the present policy of the VA thwarts this intent ex- 
pressed by Congress and has resulted in closing 4500 beds in VA hospitals. 

Under its present policy, the Veterans’ Administration will not reactivate beds 
or wards vacated by shifts in patient load or population shifts. The 4,500 vacant 


beds in VA hospitals could well be used for the treatment of long-term chronic 
patients and the care of needy non-service-connected cases. 
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I will emphasize, Mr. Chairman, that policy statement was made a 
year ago at our national convention. 

In short, gentlemen, we sought then as we recommend today that 
the physical facilities of the VA hospital system be used to maximum 
advantage without the--handicap of arbitrary and unreasonable 
budgetary controls. 

Mr. Chairman, in your letter to the President dated April 22, 1958, 
you enumerated three arbitrary policies being imposed on the Veterans’ 
Administration by the Bureau of the Budget. These were: 

(1) Beds which are eliminated through alteration, modernization, or 
conversion programs may not be replaced. 

(2) Veterans’ Administration plans for development of a program of 
care of long-term chronic or intermediate type patients will not be 
expanded. 

(3) Beds withdrawn from a particular use, such as treatment of 
tuberculosis patients, may not be converted for the care of patients 
with other disabilities. 

According to your letter, these policies were reducing the VA medical 
facilities available for the care of veterans. 

We have listened with interest to the testimony presented in these 
hearings. The sum and substance of this testimony makes it crystal 
clear that the arbitrary controls imposed by the Bureau of the Budget 
on the operation and administration of the hospital program still exist. 

The Veterans’ Administration still lacks the authority to replace 
beds eliminated through alteration, modernization, or conversion. 
They still lack the authority to expand the program for care of long- 
term and chronic patients. This, in our judgment, is one of the 
most serious restrictions imposed upon the Veterans’ Administration 
by the Bureau of the Budget. We recognize the fact that large 
numbers of patients with chronic ailments of long duration are being 
treated in VA hospitals as shown by VA charts presented during 
these hearings. It should be made clear, however, that these pa- 
tients are admitted as regular hospital patients in need of active 
hospital care and treatment and do not represent patients of the 
intermediate type. 

For a number of vears, the Congress has encouraged the Veterans’ 
Administration to expand its care of long-term chronic cases, particu- 
larly those involving neuropsychiatric disabilities. In 1955, the 
Independent Offices Appropriations Subcommittee, in its hearings on 
the 1956 budget, encouraged the Veterans’ Administration to expand 
its program of transferring selected mental patients from neuro- 
psychiatric to general medical and surgical hospitals. On page 1300 
of the hearings on the Independent Offices Appropriation for 1956, the 
VA was asked to report the number of transfers. Upon reviewing the 
report, Congressman John Phillips expressed his gratification and 
approval that progress was being made in this field. 

Again in 1957, the VA was asked to report on the success of this 
program, and the chairman of the Independent Offices Appropriations 
Subcommittee, Mr. Thomas, made this statement— 

Since the Federal Government has undertaken this program and the States 
haven’t, it seems to me you had better get busy and convert some of these un- 
occupied general medical and surgical beds and make neuropsychiatric beds out 
of them (p. 375, Hearings on Independent Offices Appropriation for 1958). 

This committee and its chairman have been interested in this 
program and have encouraged the Veterans’ Administration to move 
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forward with it. Despite the strong indications of congressional 
support, a chart presented by the Veterans’ Administration on page 
126 of Mr. Whittier’s presentation lends graphic evidence to the 
conclusion that the policy imposed by the Bureau of the Budget has 
been most effective. You will note that the chart, entitled “Number 
of Special Patients Transferred From Neuropsychiatric to General 
Medical and Surgical Hospitals,’’ indicates 897 such transfers for the 
period July 1, 1953, to December 31, 1954, and 724 for the next 12- 
month period. The figure then drops sharply until we reach the final 
figure of 94 for the 6 months ending December 31, 1957. 

We of AMVETS believe that if the Veterans’ Administration could 
be given authority to reactivate this transfer program of selected 
mental patients, that a great many of the beds now closed as “not 
required to meet current operating plan” could be placed into use and, 
correspondingly, active neuropsychiatric beds thus freed could be 
used for veterans on waiting lists. With respect to the third policy, 
beds withdrawn from a particular use still may not be converted for 
the care of patients with other disabilities except in the case of TB 
beds. Even this concession to the Administrator has strings attached 
to it in that he can convert TB beds only if in the process he does not 
exceed the approved average daily patient load. This is like lending 
the family car to your teen-age son for the weekend with authority 
to drive it anywhere so long as he doesn’t put more than 20 miles on 
the speedometer. 

If these controls continue to prevail, attrition alone will reduce the 
splendid hospital system that now exists. It is shortsighted indeed, 
in our judgment, to fail to operate beds constructed at a cost of ten 
to fifteen thousand dollars per bed, but not needed for one type of 
treatment while beds for other needs are in short supply. 

We have looked carefully at the statistics presented with respect to 
local hospital situations. It is extremely difficult to accept the 
reasoning that makes general medical and surgical beds at one station 
‘“unavailable—not required to meet current operating plan” when 
that same station has a sizable waiting list seeking admission for 
general medical and surgical treatment. This is not an isolated 
instance, but seems to be quite prevalent among the stations having 
unavailable beds. It leads to the inescapable conclusion that the 
majority of these beds could be utilized if the Administrator of 
Veterans’ Affairs were vested with the proper budgetary freedom. 

The chairman of this committee recently requested that AMVETS 
be prepared to answer two questions that other veterans organization 
witnesses had been asked. The first question relates to the hearings 
of the Independent Offices Appropriation Subcommittee on the VA 
budget for 1959. Witnesses were asked to read certain portions of 
the hearings and express an opinion as to whether the Veterans’ 
Administration requested sufficient funds to adequately operate the 
veterans hospital and medical program. 

I have read the hearings, particularly the discussion between 
subcommittee Chairman Thomas and the Administrator of Veterans’ 
Affairs on pages 834 to 839. During the questioning, Mr. Thomas, 
referring to the 4,974 beds which were listed by the Veterans’ Adminis- 
tration as “not required to meet current operating plans’’ said, “Now 
if you will just tell us how much money you want and how many 
beds you are going to close, we can finish this thing up right quick.’’ 
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Mr. Whittier then advised Mr. Thomas that, after discussing the 
matter with the Bureau of the Budget, he was asking for $3,365,000 
additional and that this amount woud keep 400 additional beds open. 

After reviewing these hearings, the conclusion is inescapable that 
the Appropriations Subcommittee was interested in the beds closed 
as “not required to meet current operating plans’’ and desired to 
know the amount of money necessary to operate these beds. The 
Administrator declined to make any recommendation for the obvious 
reason that he had not been authorized to do so by the Bureau of 
the Budget. 

Another portion of these hearings are extremely significant in our 
judgment. On page 832, Mr. Whittier said, “If the budget stands 
as submitted, we would probably have to close seven hospitals.” 
A blue sheet published by this committee on June 11, 1958, indicates 
that the VA operating service originally estimated that $733,966,000 
was needed for inpatient care. This was reduced to $724,500,000 in 
the budget submitted by VA to the Bureau of the Budget. It was 
then reduced by that agency to $707,100,000. It was with respect 
to the latter figure that Mr. Whittier made the statement that it 
would entail closing seven hospitals. This seems to warrant the 
conclusion that the actions of the Bureau of the Budget were designed 
to drastically curtail the VA hospital and medical program and, 
according to the Administrator, to the extent of closing seven hospitals. 
Fortunately, additional funds were provided and this action was 
not necessary. 

The second question you asked, Mr. Chairman, sought our opinion 
on the clarity of the present policy set forth by the Congress for provid- 
ing hospital care for veterans. I must state that I do not find the 
present policy unclear. In fact, it seems abundantly clear that the 
Congress, by statute, has stated to the Administrator of Veterans’ 
Affairs that he is to utilize available facilities for the care of eligible 
veterans. There should be no confusion as to what is meant by 
available facilities. This is a factual matter. The Veterans’ Ad- 
ministration does in fact, have under its control a stated number of 
hospitals, with a specific bed capacity. These are the available 
facilities referred to in Public Law 85-56 and the criteria for admission 
of eligible veterans is clearly set forth. It seems to us, therefore, 
perfectly clear that the Congress has stated that the Administrator 
will use those facilities for the care of eligible veterans and nowhere 
do we see any authority for the Administrator or the Bureau of the 
Budget to arbitrarily limit the facilities available to VA by policy 
decisions which prevent use of these beds. 

The three areas of Budget Bureau control of Veterans’ Administra- 
tion hospital policies already discussed have been augmented recently 
with still another limitation. According to recent reports in the 
public press, the Veterans’ Administration and other Federal agencies 
have been told, in effect, that they cannot increase their budget for 
fiscal year 1960. 

If the Veterans’ Administration must operate its hospital system for 
the next year on the same budget as last year with no recognition of 
the steadily rising costs of maintenance, medicine, and medical care, 
the result is inevitable. Either the average daily patient load must 
be further reduced or the quality of medical care must, of necessity, 
deteriorate. Either possibility, in our opinion, is completely un- 
warranted and should not be permitted to take place. 
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If the Administrator of Veterans’ Affairs must continue to operate 
his hospital program subject to the limitations now in effect, it will be 
vicinal impossible to make maximum use of existing facilities. It is 
the car efully considered opinion of AMVETS that the Administrator 
of Veterans’ Affairs should be vested with full and complete authority 
to convert beds to another use when they are no longer required for 
their original purpose. This authority should exist even if it involves 
an increase in the average daily patient load. 

The Administrator should be permitted and encouraged to use 
existing hospital facilities for the care and treatment of chronic long- 
term patients, particularly selected mental cases. 

He should be permitted to recognize and adjust local situations 
occasioned by shifting population. In this connection, we are grati- 
fied that the tremendous increase in population in Florida has been 
recognized by the approval of 700 additional hospital beds. This 
decision, however, was made specifically on the Florida situation. 
There continues to exist the need for an overall policy. 

Finally, the Administrator should be permitted to recognize the 
increased costs of medicine in determining his budgetary needs. If 
the Administrator of Veterans’ Affairs cannot be freed of existing 
controls to the extent suggested, then the Congress of the United 
States should give serious consideration to s olling out forcibly by 
law the number of beds which will be operated at all times. 

Before closing, I should like to comment briefly upon another sub- 
ject of major importance and that is the hospital construction, repair, 
and modernization program. AMVETS, again in national conven- 
tion assembled, have recognized the need for continuing maintenance 
of the VA hospital plant. The resolution urges that the 8-year repair, 
renovation, and replacement program previously developed be car- 
ried out. We note with apprehension that the VA budget for fiscal 
1959 carries a substantial reduction from the previous year for hos- 
pital and domiciliary construction. We respectfully urge this com- 
mittee to continue its efforts to effect a dynamic and ambitious 
hospital construction program. 

‘lo summarize, Mr. Chairman and members of the committee, the 
position of AMVETS is this: We recognize the new hospital construc- 
tion program authorized following World War II is nearing an end. 
We do not seek a broad expansion of new facilities in the Veterans’ 
Administration hospital program. We are seeking fulfillment of the 
policies laid down by Congress, that is, maximum utilization of the 
facilities now available. Equally important, the modernization, re- 
placement, and renovation program must be carried forward vigorously 
if existing facilities are to remain in a proper state of repair. The 
Veterans’ Administration hospital program which AMVETS believes 
to be proper can be realized if the Administrator of Veterans’ Affairs 
is given more latitude in the use of facilities available to him, and 
proper budgetary support by both the administration and Congress. 

The CuarrMan. Are there any questions? Mrs. Dwyer? 

Mrs. Dwyer. No questions. 

The Cuarrman. Mr. Holden, thank you for your testimony. I 
think it is a constructive statement and will be most helpful to this 
eommittee. As always you have been forthright with us. 

Mr. Hotpen. Thank you, Mr. Chairman. 
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The CuarrMan. Our next witness this morning will be Dr. Milton 
V. Davis, from Dallas, Tex. 
Dr. Davis, good to have you back with us. 


STATEMENT OF MILTON V. DAVIS, M. D., REPRESENTING NA- 
TIONAL MEDICAL VETERANS SOCIETY, DALLAS, TEX. 


Dr. Davis. Mr. Teague and members of the committee, I am Dr. 
Milton V. Davis, a practicing physician of Dallas, Tex., appearing 
here on behalf of the National Medical Veterans Society, of which 
I am the current president. We wish to express to the committee 
our sincere appreciation for the privilege of appearing before you and 
I personally have looked forward with pleasure to the opportunity of 
appearing before you a second time. 

The CuHarrMan. Doctor, will you tell us a little more about your 
organization before you proceed? How large it is, who belongs, how 
many members do you have? 

Dr. Davis. We have members in all of the 48 States. We have had 
as many as 22,000 active, dues-paying members on our rolls during 
the period of the Korean war, when doctors draft legislation needed 
renovating. At the present time the best estimate I can give you is 
that we have approximately 5,000 active members over the country. 
All of our members are physicians; the majority of them are in private 
practice, but some are in the government services and we have quite 
a number who are in the military service as Reserve or Regular officers. 

The Cuartrman. Thank you, sir. Go right ahead. 

Dr. Davis. Our society would like to commend the committee 
for its previous actions and to especially commend the committee 
for calling these hearings for the purpose intended. It is hoped that 
our testimony will be of some help to the committee in its deliberations. 
We feel that the point that we have to present accurately reflect the 
feelings of the physician veterans of this country. 

It is our earnest desire not to be careless with the committee’s time 
and therefore we shall attempt to be brief. The committee’s attention 
is respectfully invited to the hearings before the Committee on Veter- 
ans’ Affairs, House of Representatives, 85th Congress, and specifically 
to pages 924—944 of the printed transcript of those hearings, that por- 
tion being held on March 8, 1957. At that time the National Medical 
Veterans Society attempted to present a great deal of background 
information regarding the Society’s interpretation of the many changes 
that had taken place in the veterans hospital program and in veterans’ 
care from 1945 until that date. The following points will very briefly 
summarize some of that material: 

1. A steady decline in the number of service-connected patients and 
a steady increase in the number of non-service-connected patients. 

2. Closer liaison between the medical schools and the VA hospitals. 

3. Active competition, perhaps not intended, on the part of veterans 
hospitals for all grades and classifications of ancillary hospital person- 
nel, such as technicians, nurses, physical therapists, dieticians, et 
cetera, as well as interns and residents. 

4, Active competition on the part of the Veterans’ Administration 
Hospitals having dean’s committee and medical school affiliation for 
patients themselves, for the purpose of maintaining a teaching 
program. 
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Testimony on behalf of the National Medical Veterans Sonioty pre- 

ared for presentation before the Veterans Affairs Committee, United 

States House of Representatives, the Honorable Olin E. Teague, 
Chairman, July 29, 1958. 

If I may add a fifth point: Statement of need or a determination of 
indigency is virtually disregarded. 

Basic principles—Veterans’ care at public expense: We feel that 
the attention of the Nation should be focused upon the basic prin- 
ciples upon which original authorizations and apprupriations were 
passed by Congress for the care of veterans. It was the stated purpose 
originally that institutions for such care would be provided primarily 
for those with service-connected disabilities. Permissive legislation 
was subsequently passed stating that under certain conditions the 
Administrator of Veterans Affairs “may provide’’ care to non-service- 
connected veterans on the basis of fina: A facilities. It is the feeling 
of our society that this original principle which is well spelled out in 
the legislation involved, has somehow been lost over the years and 
that we are now embarking upon a program of reconstruction and 
repair and new construction of veterans’ hospital facilities. A review 
of the needs of the veteran patient load as described by the Veterans’ 
Administration itself reveals that any new construction or renovation 
and repair of older facilities is primarily for the use of non-service- 
connected patients, since we have more beds and more facilities than 
we need or will need in the future for the care of the service-connected. 

We recognize that a sharp curtailment of care for the non-service- 
connected might not be accepted well over the country, whereas a 
gradual curtailment is probably desired by most of the Nation, 
including the majority of veterans. Everyone recognizes the vast 
cost of providing this service and more and more people are beginning 
to question whether it is a proper function of the Federal Government 
to build expensive new facilities and staff them primarily for the care 
of non-service-connected patients. 

To be specific, and we think constructive, we would like to recom- 
mend that this committee consider a policy which would gradually 
reduce the number of authorized veterans hospital beds by failure to 
replace those facilities which are outworn and which are not needed 
in certain local areas. This would accomplish the task gradually 
and, in our opinion, would be acceptable to the Nation as a whole as 
well as to veterans. Certainly there would be few complaints from 
areas in which we agreed the beds were not needed. 

Also, a veteran with private hospitalization insurance or compen- 
sation coverage is obviously not unable to defray the cost of necessary 
hospital care, to use the wording of the law itself. 

Admission policies need alteration: We would like to point out 
again to the committee that at the present time the veteran who 
needs the bed the most has the hardest time getting in the VA hospital. 
He is the veteran with the chronic medical and mental illness. 

The CHartrMAN. Would you explain that later or, if you like, 
comment on it right now? 

Dr. Davis. That sentence? 

The Cuarrman. Yes. 

Dr. Davis. This is the veteran with the chronic medical and 
mental illness, by virtue of medical school affiliation, which, without 
any question, has provided the veteran with an increase in the quality 
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of patient care, which we heartily approve, teaching programs have 
been operated, and, of course, to operate teaching programs patients 
are required. It is, I think, reasonable to state that, from the stand- 
point of an intern or a resident, or a medical-school teacher, there 
can be considered to be two general classifications of patients. 

On the one hand, those that provide material, which is proper for 
the training of house staff—intern and residents, are not only proper, 
but desirable—and on the other hand, patients that are considered 
glibly to be not good teaching cases. 

In general, those that are considered glibly to be not good teaching 
cases come under the heading of the long-term chronic illnesses as 
opposed to the person who has a hernia that needs to be repaired, 
a peptic ulcer that needs to be treated medically or repaired surgically, 
a heart attack that needs to be treated acutely. 

This distinction, as I have made it, I believe accurately reflects 
the tenor of thinking of teaching doctors the world over, and certainly 
I don’t believe represents either my own personal opinions or neces- 
sarily the opinions of our society. 

The point is, that in order to maintain teaching programs in these 
residency training programs they have actively sought patients who 
have short-term illnesses and who need elective surgery. By virtue 
of having done so, with no particular intent, so far as we can tell, 
to exclude any one, they have excluded patients with long-term 
chronic illnesses, simply because, if you have 250 beds in a hospital 
and you have 250 patients, then you cannot admit anybody that day 
unless he is a bleeding emergency and you have to set up a bed in 
the hall. 

Does that answer your question, sir? 

The CuarrMan. Yes. 

Mrs. Rogers. May I ask a question? 

The Cuarrman. Mrs. Rogers. 

Mrs. Rocrrs. Do you believe they would put a hospital patient 
out of the hospital too soon for that reason? 

Dr. Davis. We have not found that. I have had personal experi- 
ence with hospitals in my own area, VA hospitals. I do not recall a 
single complaint where a patient has been put out of the hospital too 
soon. It has not come to my attention in that light. 

Mrs. Rocers. I have had some. Also I find in the civilian hospi- 
tals in order to secure beds, they put patients out too soon. There 
are many instances that I know of where that has happened. They 
are terribly short in civilian hospitals of beds. 

Dr. Davis. I would certainly agree that civilian hospitials in some 
areas are short of beds and that patients also leave the hospitals at 
the earliest practicable moment. 

The CuHairman. They cannot place veterans in those hospitals. 

Dr. Davis. However, I think it should be pointed out that when a 

atient in a civilian hospital leaves the hospital that patient is not 
Lealtinde the doctor’s care. Very often they are 10 minutes away 
from the doctor where they may be seen promptly. 

Mrs. Rogers. Yes, but the doctor usually does not go. In the 
evenings he does not go out at all, You have a terrific problem. 
Thank you. 

Dr. Davis. We have noted with sincere approval the gradual in- 
crease in the number of NP and other long-term patients in the VA 





VETERANS’ ADMINISTRATION HOSPITALS 4655 


census over the past few years. But we are disappointed that the 
NP census is rising only at the rate of 300 per year, while the NP 
waiting list stays at something like 17,000. 

We feel that this trend is proper because as long as these beds are 
being utilized by veterans with non-service-connected disabilities, 
they should be utilized by those who would have the hardest time 
getting good care in their local communities. We would like to point 
out again to the committee that when a veteran with a short-term, 
easily remediable illness enters a veterans’ hospital, he is taking a bed 
that thus deprives some needy veteran of a place for treatment. He 
is also standing between the needy veteran with the chronic or long- 
term disease, and the healthy research atmosphere of a medical school 
affiliation from whence most of our basic research has come. The 
diseases that we can clear up in short time generally are not crying 
for research to the degree that are those which we obviously do not 
understand so well because they are long-term and chronic illnesses. 
We feel, therefore, that those patients who can get good care in their 
local communities regardless of their ability to pay should be very low 
in the priority list for admissions as non-service-connected cases. 

Mr, Haury. Mr. Chairman. 

The Cuatrman. Mr, Haley. 

Mr. Hatey. Doctor, you said you had approximately 17,000 NP 
cases that were more or less on the waiting list? Is that correct? 

Dr. Davis. I got that figure from Mr. Whittier’s testimony. I 
don’t have any other source, except the Veterans’ Administration, 
for that. It was found on page 135 of the testimony that Mr. 
Whittier presented before this committee. 

Mr. Hatey. Doctor, in your observation, will this type patient not 
increase for the next several years? 

Dr. Davis. I beg your pardon, Mr. Haley, I don’t understand 
your question. 

Mr. Hatey. You say you have 17,000 waiting now of NP cases. 

Dr. Davis. Yes, sir. 

Mr. Hatey. Is it not reasonable to assume that there will be a 
greater increase over the next several years? 

Dr. Davis. I would like to answer that question in two ways: 
First, as I read the chart, in Mr. Whittier’s prepared testimony the 
level had remained almost stable for the past 3 years. Second, I 
think that a determination of what we could expect, projected into the 
future on the requirements for NP patients, I am not qualified to 
answer. 

Mr. Hatey. Thank you. 

Dr, Davis. Finally, we should like to state again that we feel it is in 
the public interest for this committee and the Congress to take a long 
look at the entire veterans’ hospital program and most specifically at 
that aspect of the program which is administered via hospitalization 
for service-connected veterans. We feel that the service-connected 
veteran should have the privilege of going to his own doctor, which he 
does under the hometown care plan in many instances. We also feel 
that he should be provided with a means of obtaining hospital care 
when necessary in his hometown. This is in keeping with the avowed 
policies of the Veterans’ Administration to keep the veteran as near 
as possible to his home and family while he is undergoing treatment. 








4656 VETERANS’ ADMINISTRATION HOSPITALS 


If the Congress were to provide the veteran with this freedom of 
choice, we sincerely feel that a great saving in tax funds would result. 
I may add certainly no loss of quality of medical care. 

On behalf of the National Medical Veterans Society, we wish to 
thank you for the privilege of appearing before you. If there are 
any questions from the chairman or members of the committee, we 
shall do our best to answer them. 

The Cuarrman. Mr. Mitchell. 

Mr. Mircuetu. Doctor, you point out, on page 2 of your statement, 
that you feel that, or it is the feeling of your society, that the original 
— which this legislation included, has been lost over the years. 

believe that is the way you described it. 

Dr. Davis. Yes, sir. 

Mr. Mrrcnexu. Are you referring to the fact that the Adminis- 
trator of Veterans’ Affairs may provide care within the limit of avail- 
able facilities? Is it your construction that that is a departure from 
the original intent of the Congress, that only service connected would 
be given medical care? Is that the construction you place on it? 

Dr. Davis. No, sir; that is not, Mr. Mitchell. As you are aware, 
this was Public Law 86, 56th Congress, with the proper designation. 
It is our feeling that the Congress intended to provide care for return- 
ing veterans, after wartime service, as a means of rehabilitating them 
to civilian life. The Congress, in 1934, passed this law over the 
President’s veto, so I certainly do not think any of us could say that 
the Congress did not intend to provide the nonservice connected 
with care because they overwhelmingly voted, they would have to 
overwhelmingly vote, I don’t know, you know the percentage, to pass 
a law over the President’s veto. 

It is our feeling the original intent was lost by virtue of expanse of 
the program and the physical facilities that are built to care for a 
certain group of patients. The law applying to nonservice connected 
is permissive, and has been permissive from the start. We feel that 
the thing that has been lost is that this was something akin to a 
semiemergency measure, to take care of the men coming back. Then 
we have a lot of big buildings and a lot of staff and we have a tendency 
to use them. 

Mr. Mrrcnety. You do not think there is a change in the original 
intent and you have a new intent of the Congress. I think it may 
provide language probably not adequate. Do you not think it was 
the intent of Congress when it provided care for nonservice connected 
that the Administrator would provide, within the limit of available 
facilities, care for these service-connected veterans? 

Dr. Davis. I would like to say this: I do not think I am in too 
good position to judge the intent of Congress, except just to read 
what has been published. I would say this as a citizen: That I do 
not think that it is the duty of the Federal Government to provide 
that type of medical care to these people, and my society does not 
feel that it is. 

Mr. Mircuetu. Considering the high cost for hospitalization and 
physicians fees and services that are rendered in private and Govern- 
ment. hospitals, exclusive of VA hospitals, do you feel that if the 
program as you recommend, that there be a gradual reduction in the 
number of non-service-connected patients admitted, that this class 
of American citizen, the veterans, who will be adequately cared for 
and receive the treatment as well as they are receiving it now? 
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Dr. Davis. I think we can answer that in this manner: There 
would be adequate care, and more than adequate care. There would 
be good and excellent care for every single person, veteran or non- 
veteran who has an acute short-term illness, that is easily remediable. 
I think that every one in the medical profession who has studied our 
basic needs would admit that we have a need for better care for all 
citizens, veterans and nonveterans, for long-term care, rehabilitation 
care and neuropsychiatric problems. Therefore, I think we could 
say without any fear of contradiction that patients with short-term 
illnesses, veterans or nonveterans can and do get good care in every 
city and most towns and almost every locality in this country today, 
regardless of their ability to pay—not for long-term illnesses. I 
couldn’t say that. 

Mr. Mircuexu. Doctor, you apparent feel that the veteran is 
going to have to have some assistance. In the latter part of your 
statement you recommend—lI believe your recommendation for the 
hometown care just dealt with service-connected only, not nonservice- 
connected. 

Dr. Davis. That is right. I would like to say this, because I feel 
that every member of this committee and everybody who comes 
before it comes here with good will, and with an intent to try to work 
toward solving the complex problem. The medical profession did 
not respond in a manner that they might have to the hometown care 
program in 1945 to 1949. I really feel that they would respond 
differently at this time, the point being that we would like to see the 
committee take such action as would enable the veteran to get his 
medical care, if he is service connected, in his hometown, from his 
home doctor, and even go to a hospital there if he so desires. We 
feel that is in the public interest from the standpoint of a tax money 
saving and we feel it is in the interest of the veteran by allowing him 
freedom of choice to choose his own physician and hospital and by 
allowing him to be treated near his hometown and his family. 

Mr. Mircue.y. Doctor, I know you are very sincere in the remarks 
that you have made, but I personally cannot believe if there should be 
a reduction in the number of beds that you are presently operating, 
that there would not be many veterans who need hospitalization that 
would receive no hospitalization at all in private or Government 
hospitals. 

I just cannot believe that we are equipped to take care of those 
people at this point. There may be a limitation on the number of 

eds, and that would hold for the future. 

I cannot agree with you on a reduction. As a matter of fact, I 
think we should increase the number of hospital beds. 

That is all, Mr. Chairman. 

The CuarrMan. Mr. Weaver? 

Mr. Weaver. No questions. 

The CuatrMan. Mrs. Dwyer? 

Mrs. Dwyer. No questions. 

The Cuarrman. Mr. Smith? 

Mr. Smirx. No questions, 

The CuHarrman. Mr. Everett? 

Mr. Evererr. Doctor, in the shortage of hospitals, is there not a 
shortage of hospital beds in every locality of this country for the 
average citizen? 
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Dr. Davis. Are you asking me is there a shortage of beds? 

Mr. Everett. Yes, sir, in every locality. There is in my locality. 
I do not know how it is over the Nation. 

Dr. Davis. That is relative. It is safe to say more beds could be 
utilized. However, the term “shortage” as used I think might give 
the suggestion that there are quite a number of problems dealing 
with sick people that are not being handled. I really do not think 
that is the case in most areas. However, I do feel that many times 
patients have to wait a few days to be admitted to the hospital for 
elective surgery, but hospitals are public institutions with a heart 
even though when you pay the bill you do not think so. They wil! 
always set up a bed. in the hall for use for somebody who has a true 
emergency, where it is a matter of life or death for him to be admitted 
at that time, so by virtue of answering your question, I don’t think 
that there is any question that more beds could be utilized. 

However, I doubt that it would be possible to prove that there is 
loss of life and limb by virtue ot the number of beds that we have. 
I think we are working with the problem pretty successfully. A lot of 
people are cooperating. 

Mr. Everett. Mr. Chairman, I recall one day last week we were 
asking about the percentage of cases where a veteran was in a private 
hospital and spend all his money then the doctor is the one that calls 
the Veterans’ Administration and is anxious to get him in a VA hos- 
pital. Is that not true? 

The Cuarrman. That is true. In fact, in Memphis, Tenn., the 
manager said of most of the patients who were admitted, a private 
physician had called to attempt to get the veteran in the hospital. 

a Davis. I think a word of explanation might somewhat clear 
the air. 

Take a patient who has appendicitis where it is reasonable to assume 
he could be in and out of a hospital, properly treated, in 5 to 7 days 
and back to work at nonstrenuous work in 2 weeks. 

Let us say a doctor treats 50 such cases in a year, and let us say two 
of them have ruptured appendices and one is a veteran and instead 
of having a 7-day hospital period, the expenses for which the patient 
could reasonably handle, he ends up with a 34-day hospital period. 
We have read accusations leveled at the medical profession to the effect 
that this doctor who treats a veteran for 30 days and then has him 
transferred to a VA hospital is performing some dastardly act. On 
the other hand, the doctor realizes the patient is running out of money 
and is seeking hospitalization at no expense. When such facilities 
are available, we feel it is a service to the patient to try to get him to 
be treated there. 

f The Cuarrman. And the local community has not taken care of 
im. 

Dr. Davis. I do not think there is any question of that. It has 
not been taken care of as it should locally. We are working on it, 
but we have a lot of problems. 

The CuarrMan. Mr. Ayres. 

Mr. Ayres. Dr. Davis, I came in late, for which I apoligize. You 
may have answered this question. 

en did the National Medical Veterans Society originate? 

Dr. Davis. The National Medical Veterans Society originated in 

1952. 
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Mr. Ayres. Did it originate at an American Medical Association 
convention? 

Dr. Davis. No, sir. Veteran physician groups were organized 
locally in most of the big cities of. this country in 1946 and 1947 in 
order to enable doctors who returned from service to locally handle 
their problems such as getting office space and getting a car when 
they were hard to get, and so forth. These local groups got together 
in 1952, largely because of the Doctors’ Draft Act. 

Mr. Ayres. Are the members of your society all veterans who 
were doctors during their term of service? 

Dr. Davis. No, sir. They were originally, but it became evident 
that many physicians were veterans of line service, and we voted 
unanimously to accept all who wished to join, and quite a few have 
become doctors since their service and did not serve as a doctor during 
their service. 

Mr. Ayres. When the American Medical Association has their 
conventions do you appear before them with a program? 

Dr. Davis. Yes, we meet with every American Medical Association 
Convention, which is held twice a year, because of our responsibility as 
citizens. We feel responsible for the acts of the American Medical 
Association just as we feel responsible for the acts of Congress. They 
conduct their meetings in a democratic manner just as this body, in 
that reference committees of the American Medical Association are 
democratically open and we regularly appear before those reference 
committees and give them our views. 

Mr. Ayres. You state in the second paragraph on page 2 of your 
statement: 

We recognize that a sharp curtailment of care for the non-service-connected 
might not be accepted well over the country, whereas a gradual curtailment is 
probably desired by most of the Nation, including the majority of veterans. 

What I was getting at is that one of the purposes of your society is 
to gradually curtail the non-service-connected free hospitalization 
program. 

Dr. Davis. Without any question we feel it is basically not the 
responsibility of the Federal Government to provide medical care to a 
person simply because he has been in service. From a humanitarian 
standpoint we do not feel it would be wise to curtail this care too 
quickly. In the first place, radical changes are not too readily ac- 
cepted by everyone concerned; and secondly, we do not want lack of 
medical care to accrue to anyone because of such radical change. 

Mr. Ayres. In other words, you feel it is better to pull the rug out 
gradually? 

Dr. Davis. In the normal practice of medicine and business we 
find that is the best way to operate anyway. The human mind does 
not accept changes too quickly. 

Mr. Ayres. The end result of your aims is eventually to eliminate 
hospitalization for non-service-connected veterans? 

r. Davis. I would not say that. The ultimate aim is to take 
care of service-connected illnesses and disabilities in VA hospitals, 
and to see to it that as long as non-service-connected people are being 
admitted to VA hospitals that we give the bed to the man who needs 
it the most, and that is not the man who has appendicitis or a broken 
arm. 
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Mr. Ayres. Who would make that decision as to which veteran 
was more entitled to care, the Administrator? 

Dr. Davis. I think that would be a much easier decision to make 
on the spot than it is a question to answer. I have been in that 
position, as an admitting officer in a VA hospital, and we made those 
decisions, largely correctly, on a purely professional basis on the 
spot. I am afraid I would have trouble answering your question. 
It is something like writing a law. 

Mr. Ayres. I cannot help but feel that over a period of 25 years 
there would be very, very few non-service-connected veterans being 
given hospitalization if your program continued year after year. 
We would get no new hospitals and there would be no renovation ot 
older existing facilities. it would be just a matter of time until 
there probably would be no facilities available for the non-service- 
connected veterans. Stretching your program over a period of 
years, that is where you end up. 

The CuarrMaANn. Will the gentleman yield? 

Mr. Ayres. Yes. 

The Cuatrman. Of course you know what Mr. Ayres is saying is 
exactly what AMA is recommending. 

Mr. Ayres. Will the chairman yield? 

As he points out in his statement, this is the easier way to do it. 

The Cuarrman. As I understand the doctor, he is saying they do 
believe in some non-service-connected treatment, maybe not as much 
as what is provided. 

Dr. Davis. Certainly we do not resist it when the need is there and 
we have not provided for those people locally. The medical profession 
has not, and the county voters have not, and the State voters have not. 
We do not feel that a patient with a short-term, easily remediable 

roblem who can get good care in the local community should take a 
ed from a needy veteran with a chronic or long-term disease, who 
would have a hard time getting good care in the local community. 

Mr. Weaver. Will the gentleman yield? 

I know of cases where pamphlets are being circularized in every 
district in the United States concerning the position of Members of 
Congress on legislation such as this, with information as to their 
hobbies and so forth. Are you familiar with that? 

Dr. Davis. No, I am not, Mr. Weaver, I am sorry. 

The CHarrMan. Mr. Saylor. 

Mr. Sartor. Doctor, I am interested in your statement which I 
have read here because when some of your predecessors appeared 
before this committee in times gone by they were a great deal more 
liberal than this statement is. They stated that as far as TB patients 
were concerned, as far as NP patients were concerned, as far as 
geriatrics were concerned, they had no complaint at all with non- 
service-connected veterans being treated in VA hospitals. Now it 
is interesting to note that at the same time your organization took that 
position, the AMA took the same position. Now the AMA says that 
their prior position was wrong and that TB and NP patients and those 
with illnesses due to age, geriatric cases, should be a problem of the 
local community and not of the Veterans’ Administration. 

I want to know if you can give us any logical explanation of why 
those two organizations, which you told Mr. Avres are separate, 
suddenly came up with the same conclusion? 
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Dr. Davis. I think I can explain it to this extent, Mr. Saylor, that 
as physicians we consider ourselves constituents of the AMA just as 
we feel ourselves constituents of this elected body. I do not know 
how many people come before you as citizens and constituent groups 
as opposed to smaller groups that have a certain something they wish 
to ask Congress to pass. 

We go to the AMA because we are doctors and that is our organ- 
ization. 

We come to Congress because we are citizens ana this is our 

anization. 

Ve have certain principles that we would like to get over to both 
such bodies. In some respects the AMA has changed its point of 
view on some of these matters. During the time the AMA changed 
its point of view, we were guilty of testifying before their reference 
committees expressing our point of view. Sometimes we got them to 
our way of thinking, and sometimes we did not. 

[ do not know if that will answer your question or not. We would 
like to get this committee to come around to our way of thinking. 
I do not think there is anything wrong with that. That is what we 
are here for. 

Mr. Sartor. I am interested because it so happens that while you 
were testifying here telling us there is no need for a lot of these facil- 
ities, I took my pencil and I used a little mathematics. 

Right now there are around 174 million people in this country. 
As nearly as this committee is able to determine, we have 1,600,000 
hospital beds in this country. 

The CuarrMan. Private beds. 

Mr. Sartor. Yes, private beds. That means there is a hospital 
bed for every 108 people. 

There are over 22 million veterans in this country and we have 
120,000 hospital beds for veterans. That means there is 1 hospital 
bed for every 190 veterans. 

So that I do not think you can say we are trying to bend over 
backward and place the veteran in a better position than the citizens, 
because the figures themselves disprove that. 

Would you come before this committee and recommend, as you 
have, that the only people that be allowed in VA hospitals be those 
with service-connected disabilities, and have the beds in modern 
hospitals stand idle while people who are unable to pay go untreated? 
That is what it comes down to, Doctor. It is a simple question, and 
to me it seems rather strange that doctors who have taken an oath to 
help those that are sick—it is a strange thing that says they are not 
to worry about getting paid; I have often wondered where those 
people were who came in that qualification—but you are asking us 
to let those beds stand idle. That is what vou are asking us to do. 

Dr. Davis. Mr. Saylor, I do not think I am asking quite all the 
things you said. I do not know that my memory is good enough to 
answer your question point by point. 

If it would give you a feeling of well-being to cast eyes on a doctor 
who treats people without worrying about whether he will be paid 
or not, you should feel better now because I have practiced surgery 
for years and never has a patient who has come to me suffered be- 
cause I was worrying about whether I would be paid or not. 
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Mr. Sartor. I want to say many, many in the profession meet 
that qualification and for those we are very, very grateful. 

Dr. Davis. The woods are literally full of them. 

I am sure that any doctor who is the subject of fraud and who gets 
the bad end of a fraudulent case, such as a patient collecting on his 
insurance by reason of a report a doctor sent in and then not paying 
the doctor, I think any doctor would be miffed at that. 

Mr. Sartor. A doctor is human. 

Dr. Davis. But the contingency of the doctor being paid is not a 
requisite of the patient getting treatment most of the time. It may 
be sometimes. [ think a patient who comes to a doctor in good faith 
seeking medical care, most especially if that patient has been careful 
about paying his bills or paying on his bills elsewhere, can get treat- 
ment without question. 

The CuarrMan. Will the gentleman yield? 

Mr. Saytor. Yes. 

The CuairMan. I have been told of hospitals where, unless life is 
dependent on it, they will not treat you for a broken leg or arm unless 
when you come in that hospital you can prove you can pay the bill. 
Tt seems to me that is a rather severe policy for a hospital to take. 

Mr. Weaver. Mr. Chairman, in that same connection, I do not 
doubt your sincerity at all, Doctor, insofar as treating people who 
need treatment or surgery, but what happens to a person who cannot 
pay the deposit when he gets to the door? In many cases they have 
to put down $100 or $200. Do you pay their deposit or how do you 
admit them to the hospital? 

Dr. Davis. Does the chairman want me to answer that question 
and yours? 

The CuHarrnMan. Yes. There is a hospital at 22d and Pennsylvania, 
I have been told, where you pay for a week or you do not get in. 
I do not mean doctors should treat patients for nothing. I think 
they should expect to get paid for their work. 

Mr. Weaver. What do you do when the patient cannot pay his 
deposit when he gets to the door of the hospital? 

Dr. Davis. That is the easiest thing of all. All I have to do is call 
the business manager of the hospital and tell him one of two things, 
either that this is a person who will pay in the future and will he 
please carry him; or this is a person who cannot pay and will he ar- 
range for an interview with the social service people in the clinic and 
admit him to the clinic. 

Admittedly, any patient cannot just go to a hospital that has a 
$2 or $3 million payroll and get in there, but all it takes is a simple 
telephone call to get the patient in. But I cannot get that patient 
taken care of for a six-month hospitalization. However, if he has 
an acute short-term disability we can get him taken care of anywhere. 

We have many problems. My reputation personally is earned. 
I daresay yours is. So are the reputations of patients earned in 
hospitals. 

If the hospitals were to show you how many people who have all 
of the necessities of life and some of the luxuries pay on their tele- 
visions and automobiles and homes and do not pay on their hospital 
bill, it might give you an insight as to why the business managers 
of hospitals who have tremendous expenses to meet do not always 
look kindly on persons who come in without an act of good faith. 





VETERANS’ ADMINISTRATION HOSPITALS 4663 


An act. of good faith is very simple. You go to the person who acts 
as credit manager and say, “Here is my problem. Can you carry 
me or can you not?’ That is not hard to do. 

Mr. Weaver. The basic problem is whether that policy encourages 
or discourages a person who needs hospitalization from going to a 
hospital. It seems to me it is a little severe. 

Dr. Davis. I think it does both, without question. Some people 
would prefer having it handed to them, and others would be absolutely 
insulted if you did not allow them to go to the business office and 
make arrangements for paying their bill. So it does both. 

If I may, Mr. Chairman, may I answer your question about the 
particular clinic to which you made reference. Without any dis- 
respect, | think it is a serious indictment of the profession and of that, 
clinic. I do not know anything about that clinic except my mother 
was operated on there in 1932. I know of nothing bad about the 
clinic. I do know they have a big plant. 

The Cuatrman. And they enjoy a fine reputation. 

Dr. Davis. They enjoy a fine reputation. I should think com- 
plaints of that type should be investigated before they are evaluated, 
because it may be such a person had been there before and owed them 
a big bill. It may be that the doctor examined the patient and 
determined that even though it was a problem of concern, that life 
and limb would not be impaired by waiting a few hours. That is a 
matter of professional judgment on the spot, and it is human judg- 
ment and subject to error, but we do not make too many wrong 
judgments on that. We see a man bleeding and determine he may 
ose his life or limb without prompt attention. Those are things we 
recognize. 

Unless we have all the facts it is hard to presume that the instance 
you recall represents the daily routine of that clinic. 

Mr. Hatery. Will the gentleman yield? 

Mr. Sartor. Yes. 

Mr. Hatey. I would like to make this observation. 

While a doctor himself may voluntarily—and I am sure all of them 
do an awful lot of charity work—while he may voluntarily give of his 
own services at no cost, he has very little control, really, over the 
admittance of a patient to a hospital. Is that not correct? 

Dr. Davis. That varies tremendously, Mr. Haley. For example, 
good or bad, more and more of the surgery is being done by people 
who specialize in that field. I do not wish to comment on the good 
or bad of that at this hearing, because that is not the subject before 
the committee. 

Most of the surgeons have taken training as residents in a hospital 
and are also taking part in training programs. Those training pro- 
grams need patients. It is awfully easy for a person who is contribut- 
ing to that program and is working with residents to get a patient in 
on one of those programs. All he has to do is make a phone call to 
the resident and ask that the patient be taken in and the resident 
takes him in. 

* There is one word that keeps cropping up in the discussion which I 
think in some ways gives an impression that is not quite accurate. 
We keep referring to those people as charity patients. That is not 
our big problem. Our big problem is a person who is not a charity 
patient but does not have the money in hand at the moment to pay 
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his bill. That person we can handle easily unless he has a reputation 
of not paying his bills, and still we can get emergency treatment for 
him. All we have to do is use this magic word “emergency” and we 
can get him in. If we used that word injudiciously we would bring 
the wrath of the staff on our head. But if you discount the human 
error of calling a case an emergency that is not—it is a small per- 
centage—we get beds for them even if we have to put them in the 
hall. The matter of payment is not a condition under which they are 
or are not admitted. 

Mrs. Rogers. Will the gentleman yield? 

Mr. Sartor. Go ahead, Mrs. Rogers, but I want to get back on 
the track in regard to veterans’ hospitals. 

Mrs. Rogers. My office had great difficulty getting care for an 
emergency case. That happened in more than one hospital. We 
finally got her in Emergency Hospital and they took care of her 
there and a doctor of Japanese or Chinese extraction saved her life. 

I speak from bitter experience and I know of many other cases 
where persons who should have been hospitalized at once have not 
been hospitalized. You look at it from a distance and not from the 
admitting ward in a hospital. 

Dr. Davis. We really do, Mrs. Rogers. 

Mrs. Rogers. I am speaking from personal experience. 

Dr. Davis. May I tell you one of my personal experiences which 
is very painful to me? 

When I was an intern I saw a patient who apparently had been 
drinking, and I allowed him to be sent to jail. It developed he was 
in a diabetic coma, and I never will forget that. It was an honest 
mistake. Things can come up where sometimes they get out of hand 
quickly, but we are trained to learn to recognize those things. We 
are not good enough but the percentage of error is small. 

Mrs. Rogers. Then you should give the veteran the benefit of the 
doubt of service-connection. 

Dr. Davis. We do where we can, Mrs. Rogers. 

Mr. Saytor. Doctor, do you mean to tell us your organization 
and AMA want this committee that has charge of veterans hospitals 
to take the attitude that you have stated here and eventually, slowly 
but surely, the only cases that would be handled in our veterans 
hospitals would be service-connected cases? 

Dr. Davis. I have no more right and privilege to speak for the 
AMA than I do to speak for this Congress. I am just a constituent 
of the AMA. 

Mr. Saytor. Let us apply it to your organization. 

Dr. Davis. Would you ask the question again? 

Mr. Sartor. Do you mean to tell me your organization comes 
before this committee, which has charge of handling the affairs of 
veterans, and you want us to adopt a policy under which eventually 
the only people who will be treated in VA hospitals are those with 
service-connected disabilities? 

a Davis. Not necessarily. It will take just a minute to answer 
that. 

The National Medical Veterans Society feels, (1) that it is the 
responsibility of the people through the Federal Government to take 
care of service-connected illnesses and disabilities. 

(2) We feel that as long as beds are being utilized for non-service- 
connected cases, that they should be utilized in a different manner, 
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to wit, that the veteran who needs the bed the most, the one who 
cannot get good care in his local community, should have priority in 
being admitted. 

(3) We feel that it is not the responsibility of the Federal Govern- 
ment to provide free medical care to an individual just because he is a 
veteran if his illness or disability is not service-incurred. 

We feel further that the new construction of hospitals and renova- 
tion of hospitals should be a tax burden on taxpaying citizens for 
service-connected people. We do not feel new construction should be 
authorized by Congress primarily for the purpose of caring for people 
whose disabilities are not oda or aggravated. 

Does that answer your question? 

Mr. Sartor. No. It comes close, but it does not answer my 
question. 

The policy which you have recommended would place us in this 
position, as | analyze it. You would have a full staff of doctors, nurses, 
dieticians, orderlies, and so forth, which are necessary to staff and 
operate any hospital, sitting around and doing nothing or only occupy- 
ing a portion of their time rather than having those beds in a veterans 
hospital filled and the people on the staff working full time. 

That is the only conclusion I can draw from your recommendations. 

Dr. Davis. I do not know how to influence the conclusions that 
vou draw from my remarks. I would like to say this, that we do not 
feel as a national organization that we should keep beds open unless 
they are needed by service-connected people. That is not saying we 
do not want to utilize the ones that are there. Those are entirely 
different things. On the one hand we are asking, ‘‘What are we going 
to do tomorrow?” and on the other hand we are talking about what 
should our future policy be. 

We feel very strongly that the care of the patient is a local problem. 
At the most it is a State and regional problem, but first of all it is a 
local problem. With the prepaid hospital care program, this has be- 
come an easier local problem. More people can afford to go to a 
hospital and the reason they can afford to go—— 

Mr. Saytor. Is that the reason, or is it because doctors find that 
rather than making house calls in various sections of a community it 
is easier to have all their patients under one roof where all they have 
to do is go from floor to floor or room to room with nurses following 
them? 

Dr. Davis. I think it is a reasonable thing to place this committee 
room near the chamber where you deliberate and vote. I think it is 
also reasonable for a doctor to want his hospital near where he works. 
There are only 24 hours in a day and we want to perform a service. 
If some doctors are guilty of keeping people in a hospital because it is 
easier to treat them, that is a charge we will have to face. I do not 
believe the accusation as it is made applies very generally. 

Mr. Saytor. I did not say that it is an accusation. I want to 
know if it is not a fact. Is it not easier for a doctor to go from room 
to room or bed to bed in a ward than go in his automobile and try to 
find a parking place in front of my house, then drive down 4 or 5 blocks 
and try to find a parking space in front of Mr. Teague’s house? Is not 
the fact doctors prefer to have their patients in a hospital the result of 
doctors -being- human and trying, maybe, to treat more patients? 

Dr. Davis. We maintain steadfastly that most doctors are human. 
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Mr. Sartor. I can get you some arguments pro and con on that. 

Dr. Davis. You probably can. 

Mr. Weaver. Will the gentleman yield? 

Mr. Sartor. Yes. 

Mr. Weaver. You mentioned the business managers of hospitals 
being interested in meeting the expenses of maintaining a staff and 
other bills. That being the fact, on admissions to hospitals would 
you say there is a distinction between the priority given for admission 
for need or for those who have the ability to pay, considering what 
you stated a moment ago that the business managers are concerned 
with the business end of running a hospital, so to speak? 

Dr. Davis. In order to answer your question I would have to 
qualify just a little, and I hope I do not get too long winded. 

Do not forget by and large over the country all we have to do is 
state to the admitting clerk ‘This is an emergency,” and virtually 
no questions are asked. By and large I think that is true anywhere. 
I could be driving through a town where I do not even live and call 
a hospital and say I had an emergency I picked up on the road, and 
I do not think there would be any question of his getting in. Any 
emergency where there is danger of ‘Losing life or limb is taken care 
of, private or public, anywhere. 

Mr. Weaver. Let us take a case that is not an emergency. Let 
us say two people are in like need of treatment. One can pay for a 
bill 6 months in advance and the other cannot pay. What priority 
is ow 

r. Davis. I would say this, one would have to individualize that 
to the individual hospital, but you could individualize it on a little 
broader scope. 

Mr. WeAvER. Those two persons have had a heart attack, let us 
say. It is possible, then, if the facilities were crowded, the one who 
could not pay would not get in and the one who could pay would get in? 

Dr. Davis. I would not say that unless the diagnosis is missed. 
You know doctors sometimes miss the diagnosis, but where the doctor 
did not miss the diagnosis and both are cardiac cases, both will come 
in side by side. They will say to the patient, “Send a member of the 
family in as soon as the dust settles.” That is common practice. 

Mr. Weaver. From your experience you would say there is never 
any distinction or priority given if a person can pay or not pay? 

Dr. Davis. No. There is a distinction. If two people need im- 
mediate surgery and one has a clear record of paying his bills or paying 
on his bills throughout his adult life, and the other has a record of 
leaving many bills unpaid, I think it would not be unusual for the 
manager to ask the person with the bad credit rating to make some 
arrangements. 

You should not lose sight of the fact that a good prepaid hospital 
plan—Blue Cross or whatever it is—is enough to get you in almost 
every hospital in the country unless the hospital has had bad ex- 
perience with this particular company. Those are fundamental 
things in operating a hospital plant with a fantastic payroll. I do 
not think they represent indictments of the professional by any 
means. 

A patient with a good credit rating can get in a hospital just as 
fast as anyone else, in any metropolitan hospital, to be sure; he can 
get credit just as he can get credit to buy new tires. 
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Mr. Saytor. Doctor, you have made this statement—your point 2: 
Closer liaison between the medical schools and the VA hospitals. 
Point No. 4 seems to be an inconsistency: 


Active competition on the part of the Veterans’ Administration hospitals hav- 
ing dean’s committee and medical school affiliation for patients themselves, for 
the purpose of maintaining a teaching program. 

Dr. Davis. You say that is an inconsistency? 

Mr. Saytor. I think it is. I think it is an inconsistency because 
if a dean is worth his salt in a medical school he is out to see that the 
boys and girls he turns out of his school are the best qualified by all 
the standards at his command to enable them to take their place in 
the profession. Every hospital has to have patients. Every doctor 
has to have patients to, let us say, in a sense experiment on, to stand 
by and find out what they look like outside of a textbook. The 
dean’s committee was set up, I think, under the direction of Dr. Boone 
when he was the head of the medical program at the Veterans’ Ad- 
ministration for the very purpose of seeing to it that the veteran got 
the best possible medical treatment. If that results in having to 
maintain your hospital at a higher rate of capacity as far as beds are 
concerned, then is that not inconsistent with your second statement 
of a closer liaison between the medical schools and the VA hospitals, 
because all that can happen if there is a closer liaison between the 
medical schools and the VA hospitals is that there will be more need 
for patients in VA hospitals. 

Dr. Davis. I am not sure that the manner in which this was pre- 
sented came out as I had intended. I did not wish to recount what 
I am afraid was a rather lengthy discussion of this subject when I 
appeared here on March 8, 1957, and I utilized these points to sum- 
marize some of what we said at that time. There is no intent to 
suggest that all of these things are basically or necessarily bad. 

For example, we are the first to admit, and we are happy and proud 
of the fact, that medical school affiliation has increased the quality of 
care in VA hospitals. We think this is a tribute to the Congress 
and to the administration of the Bureau of Veterans’ Affairs and to the 
doctors that participate. So we do not feel there is anything bad 
about that. 

The CHatrMan. Will the gentleman yield? 

Mr. Sartor. Yes. 

The CuarrMan. I understand you to say that the teaching and re- 
search has improved the care in Veterans’ Administration hospitals; 
is that correct? 

Dr. Davis. Not exactly that. I could not say honestly that the 
research has. That is a professional, complex question that could be 
argued. I do feel that to take a Veterans’ Administration hospital— 
many of them are in outlying districts—pick up that whole installation 
bodily and move it to a locality where medical faculties and schools 
are, full time and voluntary, can contribute to their program and neces- 
sarily results in an increase in the quality of the care there. However, 
there are certain other aspects of this problem we should look at if we 
are going to look at it honestly, and we are striving to do that, which 
are undesirable. 

For example, that affiliation has resulted in open competition for 
patients. It has resulted in open competition for ancillary personnel 
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and making them in very short supply in the county, city, and private 
hospitals. 

The CHartrMan. Is it excessive competition? 

Dr. Davis. I do not know that it is, except in this regard: I believe 
that you would find the facts would bear me out completely that 
salaries which are necessary to hire X-ray technicians have increased 
in every city in the country where there is a Veterans’ Administration 
hospital. They are over the average of comparable cities where there 
is not a Veterans’ Administration hospital. Along with that, that is 
one of the things that has resulted in an increase in the cost of medical 
eare. There is not any getting around it. 

If you now have to pay a good X-ray technician $375, where vou 
used to have to pay him $250—I am not talking about the cost of 
living since I am not qualified in that regard—but just to get them 
to come to work for you necessarily the cost of operating vour plant 
is greater. 

This has been a direct and unequivocal result of the presence of a 
Veterans’ Administration hospital in a certain locality. The public 
or consumers pay for that, not only by paying higher costs for medical 
care, but paying more taxes to run the Veterans’ Administration 
hospital in that community. 

Mr. Sartor. Am I to determine from your statement that it is 
vour feeling that the Veterans’ Administration in its Department of 
Medicine is overpaying its employees? 

Dr. Davis. I would not care to make any remark about that at all. 
! am not empowered to do so by my society and I do not have any 
facts about the subject. I simply state a fact that the salary scales 
are higher and that they do affect local salary scales. I do not wish 
to express any opinion about it. I am not qualified to do it. 

Mr. Saytor. The conclusion we might draw is that the hospitals 
under the Veterans’ Administration were not paying enough? 

Dr. Davis. That might be your privilege. I am not qualified to 
discuss that aspect of this work. 

The CuarrmMan. Would the gentleman yield to Mrs. Rogers? 

Mr. Sartor. Yes. 

Mrs. Rocrers. I am glad you did not use the words, ‘“‘vicious com- 
petition” the words Dr. Roth used in the American Medical Associa- 
tion. He said, “vicious competition” by the Veterans’ Administra- 
tion. 

The CHartrMan. The reason I asked about excessive competition— 
I do not believe this committee has had one complaint about it, but 
let us take Marlin, Tex.—if the doctors start losing all their patients, 
we are going to get some complaints. 

Dr. Davis. I am not sure that that is right. They have lost quite 
a number. I know about it and they have lost quite a number, but 
maybe they did not choose to exercise their right and 

The CuarrmMan. Actually, they have not. 

Dr. Davis. I can assure you that if there is anything that you can 
rightfully accuse the doctors of all over the country, it is apathy and 
not reporting those things to the Congress. 

Mr. Saytor. All I can tell you is that the doctors up in my district 
are not afflicted in that manner at all. 

Mrs. Rogers. I have not finished. 

If we had not had a war and this country was not free because of 
it, I do not think the hospitals or the taxpayers or anybody else would 
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be in a very good situation, do you? You are a veteran yourself and 
you know, do you not? 

Dr. Davis. Yes, ma’am, I am. 

Mrs. Rogers. We owe you a good deal. 

Dr. Davis. You do not owe me very much. We owe the men who 
served, we all do. There is not much we could do about that. 

I think that is a very difficult problem as to where to draw the line 
as to what we do owe—me and others and the rest of us—but one 
thing that I would like to make clear is that my society does not take 
the position that we are entitled to anything except the right to prac- 
tice our profession as free members of a free society. We are not even 
entitled to that if we do not keep working for this and that is why we 
are here. 

Mrs. Rocers. To get the necessary publicity, I take it. 

I should think you would be very glad, Doctor, as a doctor, to have 
these men in training in the Veterans’ Administration hospitals, and 
also the nurses, because there is a shortage of doctors and nurses all 
over the country, as you know; supplying doctors and nurses. 

Many of them, because they have not been paid enough, have left 
the Veterans’ Administration hospitals. They have a very serious 
problem there. 

Dr. Davis. Mr. Chairman, may I point out to the committee and 
Mrs. Rogers that if we just take internships, for example, there are 
about 6,600 medical graduates each year in this country. This is 
going up slightly as we get new medical schools and there are some- 
thing like 12,500 approved internships. There is no lack of place to 
train these people. We feel that the Government does not -need to 
provide a training program for those people. We have somewhere in 
the neighborhood of 30,000 to 35,000 approved residencies in the 
various specialities and general practice in the country. There are 
approximately one third of those residents in Federal hospitals, Army, 
Navy, Air Force, Veterans’ Administration and United States Publie 
Health Service. By and large that, perhaps, represents an imbalance. 

The point I want to make to you, Mrs. Rogers, is that we have 
ample place to train these people outside of Government hospitals 
and we do not need to operate these training programs in Government 
hospitals for the express purpose of postgraduate training for doctors. 

We question the wisdom of a positive Federal program which takes. 
for its mission the training of physicians in postgraduate work. We 
question the need. We feel it is patently not there and we question 
the wisdom of spending tax funds for that purpose when there are 
ample other places, literally 3 for 1 in the residencies and 2 for 1 in the 
internships where these people can get excellent training. 

Mrs. Rogers. You think that doctors are well trained in the armed 
services hospitals, or as well as they are trained in the Veterans’ Ad- 
ministration hospitals? 

Dr. Davis. I think this varies completely with the local situation 
and we should not make a blanket remark. I can assure you that 
those situations are almost like a military situation in this regard, that 
if you got a good commanding officer and a good staff and a good few 
sergeants, then you have a good training program. 

If the chief of the service is good and works hard and has good men 
working for him and has patients, then it is a good program. I do not 
think we need to compare programs because mostly they are all pretty 
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good and maybe some have advantages over the others. The thing I 
want to stress is that our society feels that this committee and the 
Congress should very definitely take a look at these training programs 
because we do not feel that expensive tax funds should be expended for 
that purpose. We feel there is no need and it is an undue tax burden. 

Mrs. Rogers. You do not want the care lowered in the Veterans’ 
Administration hospitals? 

Dr. Davis. We certainly do not want to lower care for anybody, 
Mrs. Rogers. Therefore, we feel that Veterans’ Administration 
hospitals that are near a medical school are fine as long as they are 
needed. We also feel that when they are there, we should see to it 
that the admission policies are such that the veteran who needs the 
bed the most will get the bed and the veteran who has the disease 
under classification and research most needed will be placed there, 
and in order to get good care and research directed toward that condi- 
tion for which research is sadly needed, rather than those conditions 
which the patient will get well from in a week. 

Mrs. Rogers. What is your reason for sending patients to jail, 
and so on? 

Dr. Davis. It is repugnant to us to consider the treatment of a 
medical problem other than under medical authority and under 
medical conditions. 

Mrs. Rogers. What are you doing to correct that? 

Dr. Davis. To correct what? 

Mrs. Rogers. Sending veterans to jails when they do not have 
hospitals in the States to take care of them? 

Dr. Davis. There is one point 

Mrs. Rogers. Testimony has been given here on that time and 
time again. 

Dr. Davis. There is one point I would like to make that is very, 
very pertinent to the hearings here today. While, as physicians, 
we are placed in a position where we have to assume a certain amount 
of responsibility—most of us do not shun that responsibility—never- 
theless, this is a public problem. It is not only a problem for the 
medical profession, but it is a problem for every citizen, city council, 
mayor, county judge, and every State legislature. 

We feel that very strongly. 

While we do not want to say that this is not our responsibility in 
any regard and we do not have to act as doctors, this is a free country 
and we can quit practicing medicine if we want to. This being the 
case and since we do want to stay in the profession, we do not want to 
ever forget that this is a public responsibility and it is not solely the 
ee of the medical profession as to what happens to these 

eople. 
Mrs, Rogers. Will you not admit that it is very difficult to estab- 
lish a service-connection for a mental case? He cannot help himself 
and often his family cannot either. 

Dr. Davis. I am so ill qualified in neuropsychiatric disorders that I 
would prefer not to answer the question, if it is acceptable. 

I do not know as much about neuropsychiatric disease as I do about 
carburetors. 

Mrs. Rogers. You could not probably take a very positive stand 
on this, but I know it is considered generally difficult by doctors and 
others to establish a service-connection for a man who has a mental 
difficulty. He cannot help himself. 
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Thank you. 

Dr. Davis. Thank you, ma’am. 

The CuarrMan. Doctor, may I ask one question: Do you agree or 
disagree on non-service-connected treatment? Would we not do a 
service to the taxpayer and our whole veterans program if we gave 
the administrative authority to the VA to give out patient treatment 
in connection with the hospitalization? In other words, X-rays 
laboratory tests and so on, instead of occupying a bed? 

Dr. Davis. Which patients would you apply it to? 

The CuarrMANn. Any coming into the hospital requirmg X-rays, 
el treatment, where they did not need to come in to occupy 
a& bed, 

Would that not be just good business as far as everybody is con- 
cerned, if we are going to have a program of this kind? 

Dr. Davis. I think, to answer your question properly, it would take 
a bit of qualifying, Mr. Teague. 

May I proceed, if I will not be too lengthy? 

The CuarrMAN. Yes. 

Dr. Davis. In the first place, the only way that I can conceive 
that that would save the taxpayers’ money would be if it would 
reduce the total number of patients that are in the hospital and 
reduce the total number of beds; because appropriations, as I under- 
stand them, are based on the average patient-days and if you are 
going to decrease the average patient-days in the hospital and apply 
those funds to an outpatient program, then it possibly might be more 
economical. 

The CuarrMan. I was thinking more specifically of a veteran who 
had to have X-rays, would not need to go to bed. Surely it would 
reduce the number of days in the hospital and the expense of treatment 
and everything else while in the hospital. 

Dr. Davis. I do not think there is any question about that, unless 
you would then be taking care of more people. If you are going to 
take care of more people as outpatients and still keep the same number 
of beds with the same appropriations, I do not feel that that would 
effect a saving for the taxpayers. I believe that if we were to explore 
the thing of outpatient care, we would find it is a very complex 
problem and in all honesty—certainly we have no ax to grind and we 
come here to discuss things to the best of our ability, pro or con, and 
we do not have any ax to grind at all—I think that you will find that 
the stipulation that non-service-connected people have to be admitted 
to the hospital in order to receive treatment is a definite deterrent 
on the number that accept that treatment. 

I think that you would end up by treating more people. 

If that is what the committee and the Congress wants to do, it is 
certainly your prerogative and privilege to stipulate that in the law. 
We would not be in favor of that unless it would be accompanied by 
a short curtailment of funds for in-patients. 

In other words, we would not be in favor of the addition of an 
outpatient program under the notion that it would reduce expendi- 
tures because it would do just the opposite. It could increase 
expenditures unless you are going to close in-patient facilities or 
reduce them. 

Therefore, at the moment, frankly, we have not discussed that in 
our own committee but I think that I could speak for the members 
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of our group without any question and that we would not go along 
with you in support of a program of that type because it would almost 
invariably increase the expenditures rather than decrease them. 

Mr. Saytor. Doctor, I am interested in your statement of a little 
while ago as to the fact that this is not just a problem for doctors, but 
a problem for all of our organized society. With that I heartily agree. 
However, all of the groups that you mention have to look to one place 
for leadership and solution and that is the medical profession, because 
all of the good intentions that governors and mayors and magistrates 
and Members of Congress have go for naught because we have to have 
doctors treat the ill. 

Now, what has your organization done in an effort to try and solve 
this problem of only having half enough medical graduates each year 
to fill the internships? 

Dr. Davis. Well, we have not tried to solve that problem because 
we do not think it is a problem. Hospitals, for many reasons which 
I think might be too long winded, desire interns. Let us let it go at 
that. 

We have set about getting their institutions approved for the train- 
ing of interns over and above the number of interns that they have to 
train. I do not think it is reasonable for them to say, ‘‘No, thank you. 
We have these internships and we ought to try to fill them.” 

Mr. Sartor. There is an internship and, to me, if that is not filled, 
it indicates a lack of qualified people to fill the jobs. 

Dr. Davis. As that is set up on a local level with a particular insti- 
tution which desires the intern, but that does not mean that they 
ought to have them. That does not mean that they can train them 
adequately. Asa matter of fact, the joint committee on accreditation 
works to weed out the ones that cannot train them adequately and give 
due deference to the effort. 

Mr. Saytor. At best, and I will agree with you that improper 
schools or improper facilities should not be accredited, those that are 
accredited by your own figures show that we are short 50 percent every 
vear. 

Dr. Davis. I do not believe that is the shortage. I cannot agree 
with that construction because it is just as if you were to say that 
we are short airplanes, when we have 20,000 trained pilots and we have 
only 7,000 airplanes running. We just need to run so many airplanes 
and if other pilots are trained——— 

Mr. Sartor. Now you have put your finger on it. In other words, 
you now say that somebody in the medical profession has apparently 
arrived at a figure that you have got enough doctors, is that it? 

Dr. Davis. Not at all. I was not even discussing that. I do not 
believe that you can use the available internships to suggest how many 
interns we actually need, because those two things show logic based 
upon a supposition not based upon a fact. 

Mr. Saytor. Well, do you think that there are enough doctors? 

Dr. Davis. In some areas there are, and in other areas, there are 
not. There are some areas where there are not enough lawyers, 
preachers, engineers, and people to grade roads, because they do not 
want to live in that area and in those areas, there are not enough 
doctors. I can assure you that there are plenty of doctors in every 
metropolitan area in the country and plenty in all of the lesser cities 
and unless you get to the smaller ones—very fast there are coming to 
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be enough in all of those—we maintain a very, very careful survey unit 
in our medical association with which I have nothing to do, except that 
I watch their work as one of their constituents, and they operate a 
placement service and the only doctor-placement needs are in some 
very small communities in a general area which is not particularly 
attractive to anybody except the very few people who live there. It 
does not attract people in other professions and many of them do not 
even havea drug store. There are very few towns where there are not 
enough doctors. 

Mr. Sartor. That is not the story that we get. 

Dr. Davis. I think it depends upon how the figures are presented 
to you, what the intent is of the people who present them, but I believe 
there is a sort of a myth in this country that there is some overwhelm- 
ing doctor shortage. This might be based on an isolated instance 
where a person says he cannot get a doctor when he wants one. Iam 
sure that is sometimes true, but sometimes—and more often than 
not-—this happens to someone in a community who has lived there for 
3 years and never made a contact because he did not need one. 

He did not do what we urge people to do, to have a family doctor. 

Mr: Sartor. And if he tries to find a family doctor? 

Dr. Davis. I think that is much overestimated. I do not think 
there is any question about it, that a more careful scrutiny would give 
you a different opinion of that. It is true that a lot of the doctors who 
now graduate want to be specialists, but that has a lot to do with the 
school he goes to, the teachers that teach him, and the area that he 
comes from. We still have 85 or 90 percent of our graduates in Texas 
going into general practice. 

Mr. Sartor. I wish that you would come up to Pennsylvania and 
convince some of them up there that they should take that attitude. 
They do not like that attitude up there. They all want to be 
specialists. 

I have nothing against specialists, but we have to have somebody 
to fill the gap of the general practitioner, too. 

Dr. Davis. Those things are sometimes determined by the economic 
level of the community, desirable living conditions in the community. 

Really, now, you would not want in any way to deprive me of the 
privilege of going wherever I chose to live as long as I am a good citizen; 
would you? 

Mr. Sartor. I would do nothing to deprive you of the right to go 
anywhere you want to and practice your profession. If we start 
picking on the doctors and telling them where to go, I may be the next 
one, but I think this: I think that this is something that the medical 
profession has been very shortsighted on. 

You realize that where socialism has hit any country the first group 
that has been socialized, even before the industries, has been the 
medical profession. 

Dr. Davis. I do not think we have been shortsighted about 
recognizing it. If you want to indict them, you might do so about not 
doing enough about it. We are sure trying. 

Mr. Sartor. Knowing that that is the history in other countries— 
I have visited some of them and I have seen the people being very 
sad that that has happened—lI certainly think that the doctors in this 
country are smart enough. I think that one of the real hopes, and I 
say this to you in all sincerity, one of the real hopes that I see is 
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that a young group of doctors hawe taken an active mterest ur 
forming themse — an organization. To me, that is a very healthy 
sign. 

Dr. Davis. We think it is. 

However, there is something that you should notice, Mr. Saylor. 
A lot can be said in hindsight about how we got where we are, and so 
often we are wrong in hindsight, even though our vision is better in 
retrospect than projected forward. 

One of the most important bulwarks against the socialization of 
the medical profession, and which you so wisely note, the thing that 
comes next is the prepaid hospital care program. ‘There are so many 
flaws in it that we would not have time in a year to talk about all of 
the flaws, but it is a basic, good, workable thing and it is the American 
way. We ought to cherish that and every chance we get to utilize 
it as we ought to use it. 

For example, if a man has a prepaid hospital insurance plan, which 
is a good plan with Travelers or Connecticut General or New York 
Life, and he works for a steel plant, then he really should not go to a 
Veterans’ Administration hospital and be treated at public expense. 
He ought to go to private facilities. If he goes to the Veterans’ 
Administration hospital, the consumer and the taxpayer who buys 
the steel pays for the insurance, because that opportunity came to 
the other man as a fringe benefit. Consequently, the consumer also 
paid somebody like me to work there, so that the consumer is paying 
double. 

That leads us down the road to where we do not want to go. 

Mr. Sayztor. Actually, if the admission officer of the hospital is on 
his toes, that man will not be admitted? 

Dr. Davis. This is a variable thing that varies with local situations. 
It varies with so many things that we feel that it ought to be a matter 
of Veterans’ Administration policy and, more than that, we feel it 
ought to be a matter of congressional edict that such people, along 
with compensation cases, do not have the privilege of going in as 
nonservice connected unless some particularly extenuating circum- 
stance is shown without any question. 

Mr. Mircuepu. Will the gentleman yield? 

Mr. Saytor. What if it were a service-connected disability and he 
goes to the hospital because of-an injury which aggravates it? Maybe 
it is a compensation case, but he is still a service-connected case. 

Dr. Davis. If we dispense with the professional and administrative 
difficulties of handling that type of case—I am just talking about the 
principles involved—why then I personally, and my organization is on 
record unequivocally, that the service-connected veteran gets the first 
priority, second only to some bleeding emergency where life might be 
in danger. 

We feel that that is what the program is for and you and I, and all 
the rest of us, ought to do everything that we can to maintain that 
program as it can be maintained best for the service-connected veteran 
and his disability. 

Mr. Mireuewu. Dr. Davis, this is something very basic. 

As I understand it, it is your position and the position of your 
society and the medical profession in general, that every citizen, 
whether he be a veteran, nonveteran, or whether he be financially 
able to provide for services rendered, or whether he be injured, should 
have adequate hospitalization and medical care; is that correct? 
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Dr. Davis. I am not sure that I understand what you mean by 
“should have,’”’ Mr. Mitchell. That brings in a lot of implications 
and since I do not know what you are thinking, I cannot answer your 
question. 

Mr. Mitcue.iu, What I was attempting to do was to repeat what I 
understood you to say on several occasions earlier, that we are all 
interested in seeing that all of our citizens in time of need receive 
proper care, whether it be in a hospital or home. Is that your feeling 
about the matter? 

Dr. Davis. I intended to say that it is our feeling that such care 
is available to every citizen, regardless of his ability to pay. 

Mr. Mrrcue:. | do not think there is too much difference in your 
statement and mine. 

You do not feel that it should be provided at the Federal level? 

Dr. Davis. We feel that it should not be considered a primary 
responsibility of the Federal Government, but rather should be a pri- 
-_ penne of the local citizens and local government groups. 

r. Mircuey. I think that just brings it down to the basic fact. 

You think then that the local citizens should bear the expense of 
the hospitalization and the medical care for the indigent persons? 

Dr. Davis. Not only bear the expense but bear the responsibility 
of administration and the responsibility to see that it is done right. 

Mr. Mircueti. That that care should be paid for by the taxpayers 
at the local level, rather than the taxpayers at the Federal level? 

Dr. Davis. I think that in the long run, that is a better way to do 
it for many reasons, not the least of which is the aura of Government- 
paid-for medical services whereby tax moneys are sent to Washington 
and then funneled back to the localities, which involves a lot of round- 
about, circuitous routing and a little loss in substance on the part of 
the money. Also, it removes what we consider to be the community 
responsibility from the place where it rightfully belongs. 

Mr. Mircuety. That, basically, is where your society differs with 
the veterans’ hospital program as far as non-service-connected things 
are concerned; is that true? 

Dr. Davis. It is hard for me to answer, Mr. Mitchell. 

I do not want to be evasive intentionally. Iam having a hard time 
understanding all of the implications. 

We feel that what we ought to be talking about here is, No. 1, what 
are we going to do with what we have right now? What are we going 
to do with the Veterans’ Administration hospitals that are operating 
and for which we have money appropriated? In other words, how 
are we going to regulate or influence the people who are admitted to 
hospital beds? 

We feel that a service-connected and emergency situation comes 
first. After that we feel that the man ought to come next who cannot 
get good care in his local community. 

Mr. Mircue ty. The point I was trying to get your opinion on, 
Doctor, is this: You just do not feel that tax money should be used 
at the Federal level? However, if I understand you correctly, you 
recognize that there is a public responsibility. 

I believe that you answered Mrs. Rogers by saying that this is a 
problem that the public in general needs to concern itself with. You 
feel that it is all right now for local tax money to be used to get this 
hospitalization and care, but not with Federal tax money? 


; 
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Dr. Davis. I think it is all right for local tax money to do it. I 
think local tax money has to do it and I think local tax money has to 
be watched carefully as to what is going on. I think it ought to be a 
lot closer to the local situation and closer to the people. That is why 
I think it ought to be handled locally, but that is a basic, fundamental 
principle that we are talking about. I am not talking about imple- 
mentation or what we are going to do with a bed today. 

Mr. Mircuew. I believe that you stated in reference to my 
remark—— 

Dr. Davis. We feel it is a local community responsibility to take 
care of this along with many other socio-economic problems that we 
have, without calling upon the Federal Government for additional 
fonenenn, which it has resulted in, to run these programs on a Federal 
evel. 

Mr. Mircuetyt. Thank you. 

The CHarrman. Dr. Davis, did I understand one sentence in your 
statement to indicate that you thought that ability to pay was 
probably being abused? 

Dr. Davis. Yes, sir; to this extent, Mr. Teague 

The CuarrMan. Before you answer that, how much work do you do 
in the VA hospital? 

Dr. Davis. How much do I go out to the Veterans’ Administration 
hospital? 

The CuarrMAN. How broad a look do you get at the veterans coming 
into the hospital? 

Dr. Davis. I spent 3 years as a VA resident in surgery. 

The CHarrmMan. How long ago? 

Dr. Davis. 1947 to 1950. 

The CuarrMAN. Do you also go to McKinney? 

Dr. Davis. I am on the staff there but I do not go there a great 
deal, for many reasons. I am in pretty constant contact with the 
practices in the hospital by virtue of being personally friendly with the 
chief of surgery and I know of a lot of doctors who work there. They 
belong to our county medical society. 

I honestly feel that we are on very good terms. We disagree on 
many matters of principle, but those people are welcomed in our society 
and we have a good relationship with them. 

I feel that I am in pretty close touch with the practices that go on 
there. 

The Cuarrman. I do not object to my taxes going to help a man 
who cannot help himself, but I am not interested in my tax money 
going to pay for some man’s hospitalization who is able to pay for his 
own. 

Dr. Davis. Just before I appeared before this committee last year, 
I had brought to my attention two cases, one of which I recounted in 
the committee hearings, where I was privileged to speak. 

I will very briefly cover that now. 

This man had an on-the-job injury which resulted in a hernia for 
which he settled with his insurance company and received $625 of 
which $250 was supposed to be for a surgical fee and $350 for the 
hospital and miscellaneous expenses. 

Anyway, he proceeded to march out to the Veterans’ Administration 
Hospital and had his hernia fixed at Federal expense. That is expense 
to you and to me and it is not only expense for this amount of money, 
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which we might live through, unless you multiply it, but he actuall 
took a bed from somebody more needy who should have had it. We 
feel that is not right and, therefore, we would like to suggest this, 
very humbly, Mr. Teague: If it would be possible for you to word it 
either by law, directive, or influence to the Veterans’ Administration 
the way it is operated now so that if a man comes to a Veterans’ 
Administration hospital and may or may not have coverage, the 
manager of that hospital does not do anything about that unless the 
manager gets in writing a statement from the compensation insurance 
carrier, or employer, that this man is covered. 

We maintain that this is not in the public interest for the following 
reasons: Number one, it is common practice in all of the hospitals in 
every metropolitan area to handle that matter by a phone call. All 
in the world you have to do is to call the adjuster who is authorized 
to represent the insurance carrier, and ask him over the telephone, 
“Mr. Brown, is Bill Jones covered for this diagnosis?”’ 

His diagnosis is a broken leg. 

Then over the telephone he says, “‘Bill Jones is covered.” 

The hospital then stamps O. K. on compensation and that is all 
you have to worry about. There is not a half percent kickback on 
that through the normal process of compensation work. We feel that 
ie Veterans’ Administration hospital can and should do the same 
thing. 

The CHarrman. We thought the Veterans’ Administration tight- 
ened up considerably on that particular point. 

Dr. Davis. Actually, our society was just literally delighted and 
heartened by the influence that this committee exerted on the Vet- 
erans’ Administration which resulted in the directive that came out 
somewhere along about June last year, indicating what we ought to do. 

When we read Mr. Whittier’s testimony on how they are handling 
this matter, we saw that they do not do anything with that veteran 
until they receive proof in writing that he is covered. We do not 
think that is necessary. We think it is cumbersome administratively 
and it violates the intent of this committee on what influenced them 
to pass that directive in the first place. 

We think it can and should be handled by a simple phone call. 

The CuarrMan. I was not aware that they were doing that. 

Dr. Davis. It is in this statement here. I do not remember it all, 
but I was interested in that point, so I think that I am probably 
correct. 

What we would like to see is this: The way it is presently being 
administered is that the Veterans’ Administration manager, let us say 
at the local level, does not take any action on the so-called possible 
compensation until he receives proof in writing. We feel it should 
be the other way around. We feel the committee and Congress should 
require the Administrator of the Veterans’ Affairs to require the 
manager and other administrative agents to make that determination 
on their own whether requested or not, by the patient, and they 
should be allowed to act upon a telephoned report because practically 
without exception that has been valid. You know that if an insurance 
company is going to send you a check they are going to be pretty sure 
where they stand. All we have to do when a fellow comes in on 
emergency is to check and see if he were on duty and if he says “Yes,” 
we simply have to O. K. it. We feel it should be the responsibility 
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of the local Veterans’ Administration functionary to make that 
determination rather than to sit and wait until he receives it in 
writing. 

The CuatrMan. Without getting away from the compensation or 
insurance question, what is about the average on no-insurance com- 
pensation? 

Dr. Davis. You mean in the Veterans’ Administration hospital? 

The CHatrMAN. Yes. 

Dr. Davis. I think there is more than one way to look at that. 
Certainly, if the man honestly needs hospitalization under the letter 
of the law, the words “necessary hospitalization’ has been forgotten 
a little bit and that is hard to prove. 

If he needs hospitalization and is totally unable to defray the cost 
of it, then we do not particularly see anything wrong with his going 
to the Veterans’ Administration hospital. 

The Cuarrman. I have not made my point clear. This year this 
committee had not had one complaint anywhere in the country saying 
that some man went to a Veterans’ Administration hospital before he 
reported someplace else. For a while we received considerable com- 
plaints. 

Do you have complaints among doctors in Dallas where they know 
a man went to the veterans hospital and had private funds to pay 
for his treatment? 

Dr. Davis. We hear complaints from doctors in our area on people 
who have insurance. However, I think we should make a distinction 
between a man who has the funds on the one hand, and the man who 
has a hospital policy on the other. I think there is a big difference. 
For example, the man who has the funds, there is an argument about 
that but in the case of a man who has a Connecticut general insurance 
policy, I feel that his treatment will be more than covered by the 
policy. There you have an area where there is a positive difference of 
opinion. It is in that area where we have had quite a number of 
complaints. 

The CuarrMan. The point I was getting to is that the number of 
veterans accredited would be what? 

Some people think the addendum does not go far enough and should 
require more proof of financial ability. Personally, it is my feeling 
and the feeling around the country and in talking to people, that it 
has served a very useful purpose. I do not feel that this statement 
referred to was intended as a pauper’s oath. It was meant as a 
deterrent to people who would go there and who should not go there. 

Dr. Davis. Our position is this: When we get down to the fine 
points of analyzing individual cases, we do not know how many abuses 
there are. It would be hard to find them and they are hard to evalu- 
ate. There are honest differences of opinion but our position is, and 
let. us get down to what is the crux of the matter, what are we going 
to do in the future? What about future hospitalization for non- 
service-connected veterans? Are we going to spend $10 million for 
non-service-connected veterans? 

We do not believe, as citizens, that that is a proper expenditure of 
etre funds and we do not think it is a primary Federal responsi- 

lity. 

That is our main point and the one point we hope that we can get 
over to the committee because we fee] that it is much more impor- 





VETERANS’ ADMINISTRATION HOSPITALS 4679 


tant than whether or not a guy named John Doe hooks you and me 
on $150 to get into the hospital. That is something else and it gets 
awful hard to prove some of them, and you cannot get all of the facts 
sometimes. 

The CuarrMan. I think you have done a very fine job in getting 
your points over, Dr. Davis. I do not think anybody could explain 
the matter better than you have done. 

I - sorry, but we have a rollcall and we are going to have to cut 
this off. 

Dr. Davis. We appreciate the privilege of appearing, Mr. Chair- 
man. Thank you. 

The Cuarrman. Thank you, Dr. Davis. 

The committee is adjourned until 10 o’clock tomorrow morning. 

(Whereupon, the hearing was adjourned at 12:10 p. m.) 
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WEDNESDAY, JULY 30, 1958 


House or REPRESENTATIVES, 
CoMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10:05 a. m., pursuant to recess, in room 356, 
Old House Office Building, Hon. Olin EK. Teague (chairman) presiding. 

The CuarrMAn. The committee will come to order. Without 
objection, I will insert at this point letters from the DAV and United 
States Chamber of Commerce. 

(The material referred to is as follows:) 


DIsABLED AMERICAN VETERANS, 
NATIONAL SERVICE HEADQUARTERS, 


Washington, D. C., July 25, 1988. 
Hon. Ouin E. TEeacus, 


Chairman, Committee en Veterans’ A ffairs, 
House of Representatives, Washington, D. C. 


Dear Mr. Teacue: The hearings being conducted by your committee on the 
VA hospital bed situation are both interesting and enlightening. Most of the 
witnesses to date call upon your committee to issue ‘“‘ground rules,”’ or guidelines, 
with respect to the program of the VA relative to providing hospital care for non- 
service-connected cases. These witnesses, however, have not made it clear.just 
what -shoyld* be done although those representing certain medical’ societies and 
asso¢iations have hinted broadly that they would do away with that phase of the 
program if their views could prevail. 

It is my deisre at this time to comment particularly upon the evidence given 
by the officials of two important medical groups of national scope on July 24, 
1958. Irefer to Dr. Martin R. Steinberg, chairman of the committee on veterans 
relations of the American Hospital Association, and Dr. Russell B. Roth, chairman 
of the committee on Federal medical services of the American Medical Association. 

In his formal statement Dr. Steinberg stated that of all veterans hospitalized 
in the United States in June 1957, 58.7 percent were hospitalized at the expense 
of the Federal Government, and of the total number of cases (110,200) so hospital- 
ized, only 39,000 were service connected. Dr. Steinberg expressed serious doubt 
that all of these veterans were financially unable to defray expenses of hospitaliza- 
tion on the outside. He believes that ‘“* * * for future wartime veterans with 
non-service-connected disabilities, Congress should enact definitive legislation to 
provide hospital and medical care if such veterans are declared to be eligible and 
providing the need of care is established within a limited period of time after 
their separation from service.’”’ We of the DAV protest any such inequitable 
restriction as proposed by the AHA and, although he does not come out and say 
so, we gain the distinct impression from his testimony and from his replies to 
questions asked by you ‘and the committee members that Dr. Steinberg is actually 
“gunning” for the whole VA hospital program as it relates to the treatment of 
non-service-connected cases. Despite his statement that the present VA bed 
ceiling of 131,000 should not be exceeded it is rather apparent that he is unhappy 
about that figure and he even proposes, in effect, that the number of presump- 
tively service-connected cases be whittled down by recommending ‘‘that Congress 
thoroughly reevaluate policy with respect to the addition of periods of presumption 
and the extension of existing periods of presumption.” e argues that “‘* * * 
the continued addition of periods of presumption and the extension of existing 
periods of presumption materially increases the number of service-connected 
disabilities and the responsibilities of the Federal Government.” Your com- 
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mittee, we are glad to note, evidently disagrees with the gentleman and only 
recently reported out bills to increase the presumption for Hansen’s disease and 
multiple sclerosis, both bills now having passed the House without a dissenting 
vote. 

Following his formal presentation Dr. Steinberg was questioned by the com- 
mittee and doubt was expressed as to the accuracy of some of his figures. In 
reply to one question the witness said that the AHA did not demand that all the 
non-service-connected veterans now in VA hospitals be returned to their com- 
munities but in response to another question Dr. Steinberg stated that he believed 
they could be accommodated by the non-Government hospitals. He emphasized 
that he did not think a hospital should operate more than 80 or 85 percent of its 
bed capacity. This does not coincide with the views expressed by other witnesses. 

Dr. Roth, of the American Medical Association, in his testimony before your 
committee left little or no doubt as to the position of his group. He was not only 
forthright but. was brutally frank in opposing certain vitally important functions 
carried out by the VA in operations that have weathered the test of time and 
have been generally successful with beneficial results to veterans. In one para- 
graph of his formal statement Dr. Roth stated as follows: 

“Our association holds one fundamental conviction on this subject. We believe 
that the Department of Medicine and Surgery of the Veterans’ Administration 
has a single prime purpose—that of providing care for service incurred or ag- 
gravated disease or disability. It was not created by Congress as an instrument of 
scientific research. It was not designed as a training ground for young doctors. 
And it was not intended as an agency for providing indigent care to the veteran 
population. It was developed for one purpose only—the provision of unstinting 
care for the war injured.” 

As you well know, the developing program as enacted by the Congress and 
administered by the VA under ample authority of law was designed to meet the 
changing and challenging conditions of our times and it is regrettable that the 
AMA and its spokesmen are not and have not been alive to that humane and 
eminently proper concept. It has not been contended by any witness that 
difficulty is being experienced in obtaining admission of service-connected veterans 
to VA hospitals for treatment of their service-incurred disability. There are many 
other veterans, however, who have service connection for one or more conditions 
and require hospital treatment for something else not related to service. Such 
veterans are given a somewhat higher priority on the admission lists than the 
veteran with no compensable service-connected disease or injury but he is still not 
classified with the group of those being hospitalized for treatment of a service- 
connected condition. In these and other instances of veterans being admitted to 
VA institutions because of non-service-connected disabilities can one imagine the 
type of care and treatment that would be their lot if authority to admit and care 
for all except those requiring treatment for service-connected conditions was 
rescinded? With only the service connected to take care of, and excluding all 
others, the Medical Service of the VA would deteriorate, the Service would be 
most unattractive to prospective new physicians and nurses, and the standard 
of medical care for the one eligible group (the service connected) would rapidly 
decline. 

Dr. Roth expressed great interest in the expense to the taxpayers under the 
present system and he asserts: ‘We will cooperate with you to the utmost in 
planning the complicated matter of returning non-service-connected care to the 
communities, where it properly belongs.” In the questioning by your committee 
we gained the impression that Dr. Roth was not exactly opposed to a Federal 
money grant to private physicians and institutions in the matter of affording 
medical care to the non-service-connected veterans and he contends that 70 cents 
out of every dollar now paid out by the Government to care for the non-service- 
connected VA cases is thrown away. In this connection he cites figures that we 
believe your committee will not accept without conclusive proof, The difference 
between $58,953 on the one hand and $18,572 on the other, sounds incredible. 
It is strange indeed how the matter of economy comes up when veterans are 
involved. 

The DAY, as you know, is primarily concerned with the service-connected 
veterans, their widows and orphans. We do, however, strongly support the VA 
hospital program and the Congress can take great pride in making it possible. 
We know that your committee will not permit this key structure to be wrecked 
by the pressures and machinations of any group or organization. 
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It is respectfully requested that this letter be incorporated in and made a part 
of the official -record of the hearings. 
Sincerely yours, 
OmER W. CLARK, 
National Director of Legislation. 





CHAMBER OF COMMERCE OF THE UNITED STATEs, 


Washington, D. C., July 30, 1958. 
Hon. Ourn E. TEeacue, 


Chairman, House Veterans’ Affairs Committee, 
Old House Office Building, Washington, D. C. 


Dear Mr. Teaacue: The current hearings being conducted by your committee 
on the hospital program of the Veterans’ Administration have produced a wealth 
of material and should provide a sound basis for further formulation of national 

olicy in this area. A clear statement of policy on the responsibilities of the 
ederal Government to the non-service-connected veteran would be an extremely 
useful accomplishment. 

In view of the longstanding interest of the Chamber of Commerce of the United 
States in the veterans’ hospital program, we would like to comment on four of the 
issues which have emerged from your hearings: 

1. The inequity of the present statutory definition of ‘‘service connected.” 

2. The inadvisability of expanding the non-service-connected hospital program. 

3. The views of veterans themselves on non-service-connected hospitalization 
and other benefits. 

4, The disproportionately high cost of non-service-connected medical care in 
comparison with costs in private hospitals. 

1. As you pointed out during the testimony of the witness from the American 
Hospital Association, the classification of ‘“service-connected” under present law 
can be construed to cover all manner of injuries incurred by military personnel 
during a period of active duty. As a result, the “service-connected” classifica- 
tion can be applied to ex-servicemen whose infirmities are in no way connected 
with the performance of their official military duties. This condition should be 
corrected, and the proper congressional solution would seem to lie in the use of 
a standard similar to that adopted in many workmen’s compensation laws. If 
the present law were to be amended to restrict the “service-connected” classifi- 
cation to cover only those cases where military personnel become ill or injured 
in situations arising out of and in the course of performance of their official duties, 
it would go a long way toward correcting the inequities which you have cited. 

2. Some witnesses appearing before your committee have produced a some- 
what novel and questionable attempt to justify the continuous expansion of the 
Veterans’ Administration hospital program. They recognize that the number of 
service-connected cases has been decreasing and will continue to decrease, but 
argue that the number of non-service-connected cases should be increased because 
a minimum number of patients is required if the VA hospital system is to be run 
efficiently and the service-connected veteran is to be given proper treatment. 

The rationalization that these available facilities must be employed to pursue 
an undesirable public policy of expanded medical services to non-service-connected 
veterans is illogical and unwise. A constructive course of action would seem to 
lie in an evaluation of what facilities are actually required to care for service- 
connected cases and the provision of proper care through available Government 
facilities. 

Your statement indicating that you did not favor any expansion of the VA 
hospital program appears sound in view of the reasoning advanced for its further 
enlargement. 

Should Congress establish clearly defined policy providing some measure of 
medical care for non-service-connected cases the requirements of such a program 
could then be considered simultaneously with the requirements for service- 
connected cases. However, any such action with respect to future non-service- 
connected cases would seem most unwise in view of the continuously increasing 
cost of such a venture and the views of great majority of veterans that they do 
not favor such a ‘‘citizen-plus’”’ program of medical benefits. As you may know, 
the membership of the national chamber favors limiting Veterans’ Administration 
free hospital care to service-connected cases. 

3. Veterans also pay taxes, and it is significant that the attached survey dis- 
closes that only a relatively small percentage of veterans place pensions and non- 
service-connected medical benefits in the desirable category. The survey was 
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prepared for the National Civil Service League to ascertain their attitudes toward 
veterans’ benefits, and forms the basis for a section of a staff report of the Bradley 
Commission. (House Committee Print No. 261, 84th Cong., 2d sess.) 

4. Medical experts have told your committee that hospital care for the non- 
service-connected veteran in the VA hospital system is more than three times as 
costly as that in a private non-Federal general hospital. . The studies of these 
experts indicate that the average stay in a private hospital is about 7 days, while 
that of a non-service-connected veteran is about 30 days. This faet alone should 
cause grave concern and be a strong reason for careful reevaluation of the non- 
service-connected hospital program. 

I am sure that the Veterans’ Affairs Committee favors the economical operation 
of the veterans hospital program. In this connection the hearings have served a 
very real purpose in clearing up some of the misunderstanding about what ap- 
Ps to be the closing of nearly 5,000 beds in the hospital program. It should 

ave been helpful to all who have an interest in the efficient administration of 
the hospital program that the beds involved had not been utilized because of a 
lack of patients and were classified as ‘‘unavailable” for this reason. 

I would appreciate it if you would make this letter a part of the record of hearings 
on the hospital program of the Veterans’ Administration. 

Cordially yours, 
CLARENCE R. MILEs. 


VETERANS’ OPINION OF SPECIFIC BENEFITS 


(Roper analysis as reported in House Committee Print 261, 84th Cong., 2d sess., 


p. 123) 

‘Which of the benefits on this list do you think all veterans should receive?” 

Tom umes Or weterans.. 2 Sees ee dahon . 2, 922 
NTE TT TT Tn en ence eet ean oem wae 100 
Free medical care for illness or r injury connected with the service_______- 86 
Getting back the jobs they held before going into service _ - See a a 84 
Low-cost loans for home building or buying__-_------- Sony eee ee seats 69 
Schooling at Government expense _-_________-_- eae eee 66 
Low-cost Government insurance ___- Ne ek fea gl ae ied ts 60 
On-the-job training paid for by the Government Leite eg 52 
Advantages over nonveterans in getting Government jobs______.__--_-- 39 
First choice for low-rent apartments _ : : ae 26 
Free medical care for any illness or injury whatsoever _- Z 22 
Holding Government t jobs while other people are being laid off from theirs__ 18 
Pensions for life _ eee eee rn ated eee See Eaten ee 13 
None of them or no answer- Matis ee ee ee ae os Ge ee ee 1 


The CHarrmMan. We have he Adstinintonter hoe k with us this 
morning. Before each member is a letter which I sent to the 
Administrator. 

A copy of the letter dated July 24, 1958, will be placed in the record 
at this point. 

(Letter referred to follows:) 

House oF REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C., July 24, 1958. 
Hon. SuMNER G. WuitTTIER, 
Administrator of Veterans’ Affairs, 
Veterans’ Administration, Washington, D. C. 

Dear Mr. ApMINistrRATOR: On July 15, the first day of the current series of 
hearin?s relating to the Veterans’ Administration hospital and medical program, 
you made the following statement, which appears on page 16 of the transcript: 

“Every Administrator of Veterans’ Affairs, General Hines, General Gray, 
General Bradley, and Mr. Higley has stood before the Congress and said exactly 
the same thing in regard to hospitalization for non-service-connected veterans 
who are unable to pay. 
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“For many years the policy has remained unchanged fundamentally, and we 
of the Veterans’ Administration in 1958 come here today to repeat what all of 
my predecessors have said: 

“A clear statement of policy now, answering the questions now left unanswered, 
would dispel many of the dark clouds of confusion and misunderstanding, would 
make operations among the different departments of Government and the Con- 
gress a more efficiently functioning effort, and give to the Administrator of 
Veterans’ Affairs a happier and smoother highway to follow as he seeks to carry 
out the will of Congress and the people in caring for the disabled and needy 
veterans of this Republic.” 

Following the statement quoted above, I said to you: 

“Mr. Administrator, the Congress created a certain number of hospital beds 
and the Congress gave you authority to hospitalize service-connected and non- 
service-connected. 

“Before this hearing is over, I want you to tell this committee what we would 
have to put into law or to pass that would indicate to you that those beds that 
had been created and built would be used to the fullest extent possible?’ 

Your reply was as follows: 

“Mr. Chairman, nothing would give me greater pleasure than to at least attempt 
to do that, and I shall.” 

Your attention is also invited to page 88 of the transcript of July 16, 1958, on 
which I said: 

“Before we get through these hearings I want the language you need that would 
tell you to use the beds to the maximum use.” 

You replied: 

“T feel very confident that we can work that out and that we are not really in 
disagreement on that matter.” 

It is now expected that the committee will complete its hearings early next 
week and we plan to give immediate attention to the processing of legislation 
which will state in unequivocal terms the intentions of Congress regarding the 
use of all of the facilities which have been made available to the Veterans’ Admin- 
istration for the care of veterans. It is, therefore, requested that you be prepared 
to present to this committee next Wednesday or Thursday, July 30 or 31, a state- 
ment of the policy which you believe should be set forth and suggested language 
and amendments to existing law which will carry out this policy. 

Very truly yours, 
Ouin E. Teacue, Chairman. 

Mrs. Rogers. Mr. Chairman, before you begin may I ask if Mr. 
Corbly of the DAV is coming in? 

The CuarrMaANn. Mr. Corbly, DAV? No; not that I know of. 

The question set out to the Administrator was this: During the 
hearings I asked the Administrator if he would tell us what language 
he thought he would have to use in legislation for the hospital beds 
to be used to the fullest extent possible. 

The final paragraph of my letter says: 

It is now expected that the committee will complete its hearings early next 
week and we plan to give immediate attention to the processing of legislation which 
will state in unequivocal terms the intentions of Congress regarding the use of 
all of the facilities which have been made available to the Veterans’ Administra- 
tion for the care of veterans. It is, therefore, requested that you be prepared to 
present to this committee next Wednesday or Thursday, July 30 or 31, a statement 


of the policy which you believe should be set forth and suggested language and 
amendments to existing law which will carry out this policy. 


Mr. Administrator, we will be glad to hear from you. 


28678—58——49 
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STATEMENT OF HON. SUMNER G. WHITTIER, ADMINISTRATOR 
OF VETERANS’ AFFAIRS; ACCOMPANIED BY DR. WILLIAM §. 
MIDDLETON, CHIEF, DIVISION OF MEDICINE AND SURGERY, 
VETERANS’ ADMINISTRATION 


Mr. Wuirtier. Mr. Chairman, as I interpreted your letter there 
were two questions involved. One was on long-range policy and one 
was on Maximum use of present facilities. 

I have prepared a brief statement to answer both of those questions. 

In your letter you quoted from my testimony at the start of these 
hearings in which I said every Administrator of Veterans’ Affairs 
had sought the guidance of Congress in establishing a policy for 
hospitalization of non-service-connected cases. 

This testimony was given in the context of future planning for the 
Veterans’ Administration hospital program. I believe the establish- 
ment of a long-range policy in this respect is perhaps more important 
than ever in view of the projection transmitted with the President’s 
letter to you of June 13, 1956, which shows a gradual future decline 
in service-connected patients, but a probably sharp increase in 
demands for non-service-connected hospital care. 

I believe members of this committee would agree with me that 
determination of a clear-cut policy in regard to the extent of non- 
service-connected hospitalization would be beneficial in every respect. 
Such a policy would enable the Veterans’ Administration to formulate 
sound plans in regard to hospital construction, utilization of beds, 
personnel staffing, and budgetary needs. 

The operation of the Veterans’ Administration is basically depend- 
ent upon congressional policy. The implementation of your designs 
is a function of this agency. Several possibilities for the care of 
non-service-connected veterans must be seriously considered. 

One approach Congress might take is to decree that all veterans, 
regardless of service connection, or ability to pay, are entitled to 
hospital care. 

This is one of the projections that was shown in the President’s 
study. 

Certainly this approach would more than meet this Nation’s 
obligations to veterans in this particular benefit program, but it 
probably would require doubling the present patient-load, and build- 
ing twice the present number of VA hospitals. It could mean trebling 
VA hospital facilities by 1986. 

Under this proposition, it is estimated the total number of patients 
would increase from the present 110,000-plus to 201,000 by 1961, 
and to 328,100 by 1986. 

Or, as a second policy, Congress might decide to care for all service- 
connected cases plus non-service-connected cases in the same propor- 
tion, age for age, as at the present time. Projecting on this hypoth- 
esis, the number of veteran- -patients would increase to an estimated 
117,200 by 1961, and to 193,800 by 1986. 

Looking at it another way, Congress could determine that in addi- 
tion to admitting all service-connected cases the present overall 
proportion of non-service-connected cases should be maintained in 
VA hospitals in the future. 
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In other words, VA now cares for 47.8 percent of the non-service- 
connected veterans receiving hospital care in all hospitals, and, under 
this plan, would continue to do so, 

Although the percentage would remain constant the actual numbers 
would increase rather markedly, and the total VA hospital load would 
increase to an estimated 114,800 by 1961, and to 166,500 by 1986. 

Bearing in mind that the service- connected load will decrease, this 
means an increasing number of beds for the nonservice connected, 
and eventually the ‘actual number of non-service-connected cases in 
VA hospitals would be double the present number under this type of 
extension, 

Another possibility would be for Congress to decide to care for all 
service connected, and only enough non-service-connected cases to 
maintain the total VA load at present levels. 

Under this concept the total patient load would be 110,000-plus 
today, and the same in 1961, and in 1986. 

Since service-connected cases will be declining, maintenance of the 
present level would mean more room for non-service-connected cases, 
and an increase in this category from the present 71,000 to about 
87,000 in 1986. 

Still another possibility, as the chairman indicated in his April 22, 
1958, letter to the President, in the provision of medical care through 
the operation of a specific number of beds. 

I think Mr. Higley advocated a similar thing in his speech to the 
American Legion a year ago. 

Very frankly, I want to point out to you that the letter from this 
committee arrived at the President’s desk at almost the same time as 
did this very complex study with the several projects which I have 
just outlined, and I think you realize that I cannot present to you a 
specific proposal without total clearance of the executive branch. 

I believe there has just not been time since the study arrived to 
work that policy out in great detail. 

It would be presumptuous for me in that light to make any recom- 
mendations along these lines to Congress or to the committee at this 
time. 

However, I will be delighted to review for you all of the recommen- 
dations that were made in that study. 

I do, however, give you this assurance—we in the VA will make 
available to you any data we may have that would be helpful in 
reaching a solution, and our staff people will always be available to 
render any possible assistance, 

Further in your letter, I was asked to enumerate any suggestions 
we might have in framing legislation expressing the intent of Congress— 
regarding the use of all of the facilities which have been made available to the 
VA for the care of veterans. 

If the committee feels that a stipulation regarding maximum use 
of present facilities is necessary, I suggest that you explore an elabora- 
tion of the present congressional control on use of facilities. 

Under the present appropriations procedure, the amount of money 
appropriated by Congress for operation of our hospital beds is 
tied directly to a specified average daily patientload. 

For instance, in the current fiscal year 1959 appropriation now being 
considered by Congress, the legislative branch of Government has 
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specified a beneficiary load of 140,490, and has provided $715,465,000 
to care for this number of beneficiaries. 

Although the Veterans’ Administration can and does care for more 
patients than the number specified in annual appropriations, it must 
ae within the funds voted by Congress or be in violation of the 
aw. 

In other words, even if we had ample hospital staff personnel, and 
sufficient patient demand to warrant utilization of all presently un- 
available beds we could not utilize these beds because of monetary 
limitations. 

One thing certainly that I have learned from these hearings is that 
it is the sense of the committee that we should make the fullest possible 
use of hospital beds now in the system to accommodate as many 
veterans as possible on the waiting list. 

I am in complete accord with this feeling. I want to give the chair- 
man and the members of this committee my assurance of my complete 
agreement with that feeling. 

Further, I want to assure you that we will, within our fiscal limita- 
tions, move administratively to accomplish this end. The VA has in 
fact very definitely been moving in this direction. That is the very 
important point that I wanted to bring out. 

I felt the day I arrived exactly as you feel now, that that should be 
done. 

I assure you insofar as I am able I will do my utmost to accomplish it. 

The number of unavailable beds had been whittled from nearly 
14,000 in 1953 to 7,308 by the end of 1957, and we hope to have this 
down to about 6,400 by 1960. 

In fact, I have recommended, as you know, and as has been brought 
out here the use of 500 additional beds at Dublin even beyond this 
figure. 

Pin terms of patients actually cared for, our average daily patient load 
for fiscal year 1959 will remain exactly the same as in 1958, despite a 
sizable reduction in the number of tuberculosis patients. The tubercu- 
losis slack has been taken up by substantial increases in the number of 
general medical and neuropsychiatric patients. 

The number of operating beds will decline by only five in fiscal year 
1959, but will rise in the future as new hospitals are phased in. 

As I pointed out, there are a thousand new beds in Palo Alto and a 
thousand in Brecksville, Ohio. 

Although we will strive earnestly to make more beds available, 
I am sure the committee fully understands and appreciates the fact 
that it will never be possible to entirely eliminate unavailable beds, 
or to fill every available bed. There will always be beds unavailable 
because of construction or maintenance projects, or while beds are in 
the process of activation, or because of difficulty in recruiting personnel 
particularly in the psychiatric field. 

I am sure that this Congress appreciates the great dearth and the 
great lack of trained staff. This is not just a VA problem. It is a 
national problem. It is acute in Massachusetts where there are many 
beds in hospitals that are not open because of this problem. This is 
so all across the Nation. It is faced by every State in the country. 

In connection with the problem of recruiting staff personnel, let me 
say—and I am sure the committee agrees—we will not dilute the 
quality of our medical care. 
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I am responsible not only for the numbers, but I am responsible 
for the nahin of the care. The problem is not ended when you get 
a man into the hospital, but the need for quality begins then, jek I 
must assure the parents, the wives, and the veterans of this Nation 
that we will maintain only top-grade medical care. 

We cannot put patients in beds where staffing inadequacies make 
it apparent these veterans will receive inferior or merely custodial 
type care. 

I am sure that we are all in agreement on that point. 

It is not possible to fill every available bed because of the need to 
reserve facilities for admission of emergency and higher priority service- 
connected cases, for the possible return of veterans on trial visits, and 
for other reasons, as Mrs. Rogers pointed out the other day. 

In many cases there simply is not patient demand in the local area 
for the type of care provided at a particular hospital. However, at 
the request of the committee the VA will increase its efforts to move 
veterans to hospitals from further distances where the patients are 
willing, and the longer move will not hamper their medical recovery. 

The Cuarrman. Mr. Whittier, this was not a meeting to continue 
the hearings. It was a meeting to ask you whether or not the Ad- 
ministration had any recommended or suggested legislation that 
Congress should consider. 

As | understand what you have said so far, you do not have any 
suggested legislation that would clarify policy or help you in using 
the hospital facilities to the fullest extent. 

Mr. Wuirtier. What I am basically saying, Mr. Teague, is that at 
this time I feel we are making very great progress, and that [ can make 
tremendous progress without legislation. It may be in the future 
that some may be essential. 

If I feel that need, I will certainly do everything in my power 
through the proper and appropriate channels to recommend it. 

The CHarrMANn. Youstarted your statement the day we began these 
hearings by saying how unclear and confused the policy was. 

Mr. Wuirtier. Long-range policy. 

The Cuarrman. Long range, short range, or whatnot. 

Personally, I think the policy is clear. Every veterans’ group that 
has testified has said they think it is clear. The members of the 
committee have said they think it is clear. 

I would like to clarify it for you if possible. If there is any language 
that you can suggest that you need to help you to use the facilities to 
the fullest extent, I would like to get it through Congress. 

Mr. Wuirtier. Mr. Chairman, we have no disagreement on the 
facets of this problem that involve the full use of the facilities that are 
now available with the Veterans’ Administration. We are in total 
agreement in that, and the Administrator assures you that he will do 
everything within his power to use those facilities. 

May I suggest to you that I have presented here some statistics on 
the number of beds. I trust I will be Administrator at this same time 
next year and come before this committee. 

This committee, within just a few months, will be back, and if we 
then examine the problem perhaps we can test progress between now 
and that period. 

The CuarrMan. Well, I think this committee should direct another 
letter to the President quoting and pointing out the facts that you 








4690 VETERANS’ ADMINISTRATION HOSPITALS 


have testified to, that the policy is not clear and ask that in January 
would he please give us any recommendations the administration has. 

In the meantime, we have prepared a bill that I want to offer to 
the committee in executive session in a few minutes to let them take 
a look at it. 

However, if the policy is not clear and if Congress should clarify 
something, which I do not think they should, I think we should know. 

The policy is that you have beds and patients and you have been 
told to use them. I do not think you have any authority, for example, 
not to use the 24 beds in Dublin and to keep them vacant when you 
have patients to go in them. 

Mr. Wuirtrer. Mr. Chairman, we are not in disagreement on that 
point. 

The Cuarrman. If the Administration thinks we need more legis- 
lation then I would like to try to get it through Congress. 

I will ask the committee in executive session about sending a letter 
to the President requesting anv new language that might be needed. 

Mr. Wairrrer. Well, Mr. Chairman, I would like to be perfectly 
clear on this and that is that there are two questions, if you are asking 
about additional legislation in order to use present available facilities. 

The CHarrmMan. That is the exact question. 

Mr. Wuirtier. If that is the question, then we are in perfect 
agreement that they should be used. We are in agreement that the 
Administrator should and assures you that he will do everything 
within his power through the proper channels to see that they are 
used. 

The CuHarrmMan. Are we in agreement that you do not need addi- 
tional legislation to be able to use them? 

Mr. Wnuirtrer. Insofar as I can see at this time, Mr. Chairman, 
let me assure you as earnestly and as sincerely as ‘T can, I do not 
believe that I need that legislation. If I should need it, T will cer- 
tainly go to the President of the United States and suggest and 
recommend it to him. 

The CHarrmMan. Any questions by the members of the committee? 

Mr. Apair. I have some questions. They are not on the point of 
proposed legislation, but there are 2 or 3 points about bed usage 
that I want to clear up. Would you rather I asked those a few 
minutes later? 

The CuarrmMan. We have a full morning and we expected to talk 
about legislation and then go into executive session and consider a 
few bills. 

Mr. Apatr. I just have 1 or 2 things that I would like to get 
clear, Mr. Chairman. 

In the first place, Mr. Whittier, have you completed your statement, 
the statement that you were going to make? 

Mr. Wuirtirr. | just want to say this: In closing I want to reiter- 
ate that we administratively will move as vigorously as possible in 
tackling the problem of optimum use of our hospital beds. 

Such use, I feel, is what we want, and is what you want. I have 
found these hearings very beneficial. I believe they have cleared the 
air, and will enable us to work more cooperatively toward common 
goals. 

Mr. Aparr. Mr. Whittier, earlier in the hearings you pointed out to 
the committee that you had some problems of definition and you said 
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you thought one of our difficulties in understanding this bed situation 
arose out of this matter of definition. You went into that with us 
in some detail. 

Just for the sake of my own clarity of understanding, is it your 
position that the beds in the system which are now not used, to the 
number of about 5,000, I believe, are not used, not through any lack 
of inclination on the part of the Veterans’ Administration but because 
of other reasons such as the fact that you cannot get staff for them 
or there are not patients available? 

Will you clarify my thinking on that point. 

Mr. Wuirttier. Mr. Representative, that is exactly the point. On 
the beds which concern this committee and equally concern the VA, 
there are four major reasons why those beds are not open. 

No previous Administrator and no prior Medical Director, and we 
have had some spendid Medical Directors, and the present one is as 
dedicated as any one, has been able to solve this problem completely 
and no human being can. 

If the chairman and I were to exchange positions this morning and 
I were to ask the questions and he were to be the Administrator and 
were to take my job for a year he would not fill every available bed. 

I predict to you that no Medical Director who follows Dr. Middleton 
and no Administrator who follows me would humanly be able to fill 
every single available bed. 

There are four basic reasons. 

Mr. Aparr. Will you give us those reasons again, just briefly? 

Mr. Wuirtrer. There are four reasons. I had some charts which 
I will not go into which explain this. The first reason is because there 
are many areas where it is impossible to recruit staff. The lack of 
psychiatrists in America is a national problem. We do not have them 
and we cannot dilute medical care in order to force down waiting lists 
in areas where we do not have doctors to take care of them. 

The second reason is the matter of construction and maintenance. 
It is obvious if we are going to repair and modernize a building, we 
have to take the beds out while construction is going on. 

The third reason why beds may be unused is because we phase-in 
a new hospital. We open a hospital with 1,000 beds. We may use 
only 250 of them on opening day. Insofar as psychiatrists are avail- 
able at NP hospitals it may take a long time. We phase them in, 
250 at one time, 250 at another time, 250 again, and that leaves some 
empty and available beds. 

In the largest medical and hospital system in the history of the 
world it is not possible not to have some unavailable beds for that 
reason, if you are building new hospitals as we have been. 

The fourth basic reason is that for one reason or another patients 
have not been available. The VA immediately after 1946 took over 
acres of beds in temporary armed services hospitals in areas where 
there are no pressures, which were isolated. It became difficult and 
still is to get patients. 

Mr. Ayres. Will you yield at that point, Mr. Administrator? 

Have you received letters from Members of Congress asking that 
hospitals be closed in these isolated areas where there are no veterans 
to fill the beds? 

Mr. Wuirtier. I don’t ever recall that, sir. 

Mr. Ayres. Thank you. 
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Mr. Wuirtier. But I have, sir, received letters, and I believe that 
this committee has heard even since these hearings began testimony 
to the effect that Congressmen do not want veteran patients to go 
beyond the limits of their home State for care. 

Mr. — Is there not a hospital in North Dakota where you had 
a hundred vacant beds where you could not find a veteran within 
gunshot to fill them? 

Mr. Wuirttier. As a matter of fact, yesterday as an experiment 
we took a compass and put the compass point on a hospital and then 
drew circles of 100 miles, 200 miles, 300 miles, to see how far we would 
have to send them. I want to assure the chairman of this committee 
that we will explore that as fully as we can. 

We know your deep interest in attempting to move veterans as far 
as they can possibly go as long as that is done with care and sympathy. 

At the request of this committee I shall be delighted to explore it, 
as I said, as fully as I can. 

Mr. Ayres. Mr. Administrator, this figure that we have heard so 
much about, roughly 5,000, are you in a position to tell us how many 
a unused beds are unused because there is not a patient avail- 
able? 

Mr. Wuirttrier. I think the doctor would prefer to have Dr. Cohen 
answer that. 

Mr. Ayres. I think that is an important figure. 

Mr. Wuirtier. The basic fact is that those beds have not been 
used by any prior Administrator since they have taken over, or by 
any prior administration. 

Mr. Ayres. When you take inventory they will show up as unused 
beds. 

Mr. Wuirtrer. Yes, they will. I assure you we will attack even 
this problem and we have been making great progress in that area. 

The CHarrman. That question was argued over and over again 
during the hearings. I do not want to keep the gentleman from getting 
information but [ do not want to rehear the previous testimony. 

Mr. Ayres. Mr. Chairman, this figure has been thrown around so 
much, that we have 5,000 unused beds, and the only figure which | 
want is how many of these unused beds are unused because there is 
not a veteran in that locality to use the beds. 

The Cuarrman. I do not think the Administrator or anybody else 
can give you the exact figures. 

Mr. Ayres. He says he can. 

Mr. Wuirtier. This is in the medical field and I would rather let 
the medical people in whom I have great faith and trust answer this. 
I am sure the committee does have the same faith and trust in them. 

They define these beds as they have for many years under the term 
“type not available to meet current operating plans.” Translated 
that means they do not have patients in that area of the type that is 
essential. That gets complicated sometimes by staff. 

Those 5,000 beds and the fact that they are not being used is 
basically because there are no patients. 

We have, in the case of Dublin, tried to put in some type of care 
where as many doctors are not necessary. Perhaps Dr. Cohen can 
answer the question from the medical standpoint better than I. 

Dr. Cohen. Of the total number of 4,716 beds on June 30, the largest 
number, certainly in excess of 4,200 are in areas where there are not 
patients. 
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Mr. Ayres. In other words, we are talking about a figure and using 
the term ‘unused beds’ when you testify here now that roughly 
4,200 of these are unused because there is not a veteran in that 
particular locality where the hospital is to use the bed. 

Dr. Conen. That is correct, sir. 

The Cuarrman. Dr. Middleton, I would like to ask you a question. 

You are not through, Mr. Adair? 

Mr. Aparr. I have one final question, Mr. Chairman. 

Then, do I gather from these hearings through the years the num- 
ber of unused beds in the Veterans’ Administration has been decreasing? 

Mr. WuirtiEr. Yes, sir; very definitely. 

Mr. Ayres. That has been the tendency through the years? 

Mr. Wuirtier. Mr. Congressman, in 1953 there were 13,700. In 
1954, 10,548. In 1955, 11,091. In 1956, 8,501. In 1957, 7,842. In 
1958, 7,482. In 1959, 6,800. 1960, 6,400. 

I have recommended that that be less than 5,000. 

| have assured the committee that we will do everything in our 
pore i reduce it even further, remembering the emphasis on quality 
as well. 

Mr. Apatr. Thank you. 

Thank you, Mr. Chairman. 

Mr. CuarrmMan. Dr. Middleton, you do not have to answer this 
question now. I am sure that you know that Dr. Davis had some 
remarks to make about the training program. We have heard some 
remarks made in the hearings by Dr. Roth about the research that 
the Veterans’ Administration does. Would you take those comments 
and give us something to put in the record from the other side of 
the picture. 

Dr. Mipp.Leton. We would be delighted to, sir. 

(The information referred to follows: ) 


STATEMENT BY THE DEPARTMENT OF MEDICINE AND SURGERY OF THE VETERANS’ 
ADMINISTRATION ON ITS RESEARCH AND TRAINING PROGRAM 


When, in 1946, the Department of Medicine and Surgery was formed by Public 
Law 293, one of its first recognitions was the necessity to join modern research 
and training to patient care in order to lift the latter from the deficiencies that 
the Veterans’ Administration had been permitted to enter during the severe 
civilian shortages of World War II. Its research, necessarily, began modestly. 
At this time, and because of the shortages, it was largely contracted to universities 
through the National Research Council in collaboration with the Army and Navy. 
This produced some monumental work, part of which has been recorded in the 
following monographs: 


A Followup Study of War Neuroses. 

A Followup of World War II Prisoners of War. 

Tuberculosis in the Army of the United States in World War II. 

ig Pa a Nerve Regeneration—A Followup Study of 3,656 World War II 
njuries. 


Through several mechanisms, the Veterans’ Administration then began to in- 
crease its potentialities for the research that was needed to relieve suffering, 
shorten hospital stay, increase rehabilitation to normal life, and reduce death 
rates from disease and disability. The most powerful mechanism to this end was 
its training programs for young doctors and others in the field of medical care. 
Association with affiliated medical schools, through a gentleman’s agreement. 
began at once and, through the years, has extended to 93 hospitals and 72 medical 
schools. This brought to the medical care of the veteran patient not only the 
experience and teaching ability of the faculties of the medical schools, but also 
the eagerness, vigor, and curiosity of youth of the young medical trainees. Simul- 
taneously, the hospitals were developing affiliate programs with universities and 
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colleges for trainees in dietetics, social work, psychology, occupational therapy, 
and other such workers in the field of medical care. 

The Veterans’ Administration now operates 626 separate programs for the 
training of resident physicians and 25 programs for graduate training in dentistry. 
A total of 2,515 medical residents now on duty represents approximately 10 
percent of the Naticn’s entire effort in this essential type of education. The 
Veterans’ Administration is formally associated in undergraduate, graduate, and 
postgraduate medical education with 72 medical schools in the United States 
and Puerto Rico. More than 6,000 medical students are assigned each year to 
the services of VA hospitals. Facilities are also made available for assignment of 
physicians being trained under the aupices of other governmental agencies. In, 
the field of nursing, hospital administration, and the paramedical specialties 
there are approximately 5,000 trainees each year. The coexistence of these 
training programs with medical residency programs produces a hospital and 
clinic environment beneficial to both. While yielding an essential service to 
veteran patients, these programs make a tremendous contribution to the trained 
manpower pool of the Nation. 

The experience of the faculties, the curiosity and energy of the students began 
sarly to absorb all available funds and resources for research on the problems of 
medical care. The research engaged in has been upon the problems that face 
the veteran patient and his doctor. . The correlation of VA research with patients’ 
needs is well brought out in the report to the Committee on Veterans’ Affairs, 
House Print No. 188, May 6, 1958. Many of these problems which concern our 
research are more directly related to the peculiarities of our veteran population 
than to a cross section of the Nation’s population. 

Another mechanism, which has been common from the first in the stimulation 
of staff toward better care of veteran patients, has been the cooperative or collabo- 
rative studies of a single disease or medical problem by a number of hospitals 
simultaneously with a common goal. These projects were extended into hospitals 
that had not previously done research, but, when the curiosity of the staff was 
aroused by the appearance of a new drug or a new method, then, unaccustomed 
to the rigors of scientific evidence, they began to work and to think like true 
investigators; thus, an unrecognized source of research talent was uncovered and 
allowed to flower through the early research of streptomycin for tuberculosis. 
This cooperative effort, made possible only by the unity of the VA hospital 
system, was able to accomplish more in less time than could have been done by 
scattered efforts of many individual hospitals lacking the cohesion of the VA 
hospital system. Such a system also serves to conserve, and make better use of, 
a scarce lifesaving drug at a time when manufacturers lacked sufficient, solid 
evidence of its worth to invest heavily in new plants for its production. The other 
21 cooperative studies, including the largest study on tranquilizing drugs involving 
39 VA hospitals, are performing similar functions for American medicine. 

Such a system of hospitals was in a position, similarly, to take the initiative in 
the development of research on the new tools for precise measurements that had 
been provided by the recent availability of radioisotopes. This like other research 
in the Veterans’ Administration, has extended accurate diagnostic tests and new 
forms of treatment to VA patients across the country. 

VA research is done in collaboration with other Federal agencies and national 
scientific bodies, as well as the 72 medical schools. It is guided by committees of 
distinguished consultants, both at the local and the national levels. The research’ 
committees of the hospitals have representation upon them of members of appro- 
priate medical school faculties, and the deans committee of the medical school 
reviews the program for its quality. The products of these efforts in all fields of 
medicine, except pediatrics and obstetrics, justified the following two recent 
statements, one from within the agency, and one from a distinguished medical 
journal: 

1. Excerpt from the foreword, House Print No. 188, May 6, 1958: 

“Renewed professional interest and vigor, observed in every hospital staff 
favored by an active program of research so generated, reflects itself in greatly 
improved veteran care. The dividends from this sound program of medical 
research, so invigorating to the Veterans’ Administration, do not stop with this 
system but permeate medical thought and practice throughout the civilized 
world.” 

2. Excerpt from editorial comment on House Print No. 188, ‘‘Medical Research 
in the Veterans’ Administration,’’ New England Journal of Medicine, June 26, 
1958, vol. 258, No. 26, p. 1315: 

‘Impressive also is the list of nearly 1,200 publications by members of the staffs 
on these hospitals that appeared during the same period, most of them in leading 
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clinical and scientific journals. These represent the outcome not only of the 
formalized research programs but also of studies conducted as a result of curiosity 
and without direct support from the central office. Together, this output is indeed 
impressive, and particularly so when considered in relation to the relatively brief 
history of this phase of the Veterans’ Administration’s activities. The quality of 
much of this output may be considered equal to that of good medical schools and 
research institutions outside the Veterans’ Administration. It is well deserving 
of the continuous and increasing support that it is receiving. This type of 
activity cannot but improve the quality of medical care given to the Nation’s 
veterans and reflect itself, both directly and indirectly, in better care for all the 
people.” 


APPRAISAL BY VETERANS’ ADMINISTRATION OF SpecIAL Report: THe Cost or 
VA Hospirat CarE PREPARED BY COMMITTEE ON FEDERAL MEDICAL SERVICES, 
CounciL ON Mepicau ServIcE, AMERICAN MEpIcAL AssocraTION, PUBLISHED 
IN FepERAL MEpIcAL SERVICES NEWSLETTER; May AND JUNE 1958 


The stated purpose of this study is to bring to the attention of the taxpayer, 
veteran and nonveteran, “how much it costs to treat a patient in a VA hospital— 
and how this cost compares with that of the non-Federal hospital, built to take 
sare of all citizens.’’ The Veterans’ Administration has also concerned itself with 
making such appraisals and therefore takes no exception to this laudable purpose. 

The Veterans’ Administration does take serious exception to the one conclusion 
contained in the report summary (to quote in full): 

“These tentative figures indicate that, even after ‘extra’ VA services have been 
excluded, the average VA case costs three times as much _as the average non- 
Federal case.”’ 

If this conclusion is tenable, does the committee then charge the Veterans’ 
Administration with gross inefficiency in hospital administration and medical care? 
No such charges are to be found in this report. No ‘‘case’’ material is included 
in the report which illustrates gross mismanagement in the treatment of a specific 
patient, or group of patients, admitted to a VA hospital. The conclusion reached 
is based entirely on an interpretation of statistical data—the average cost per case 
treated in VA hospitals compared to the average cost in private and local govern- 
mental hospitals. Moreover, the report calls attention to the fact that the study 
“is concerned solely with comparativ e cost of care in VA and non-Federal hospitals 
not with quality.”’ 

It is our contention that this limited approach vitiates the underlying purpose 
of the study which is presumably to provide the taxpayer with indexes of the 
relative efficiency and effectiveness of care provided in VA hospitals. The 
Veterans’ Administration has sought and obtained funds from Congress to provide 
medical care of high quality—not of average quality. For these reasons we 
believe that it is not proper to compare the cost of care in VA hospitals with the 
average cost of care in all non-Federal hospitals. Instead, it is suggested that 
the study should have provided the taxpayer with pertinent facts concerning the 
relative cost of treating a specific group of patients in VA hospitals as compared 
with the cost of treating the same group of patients in those non-Federal hospitals 
which provide care of equivalent nature. 

Another basic criticism of the report is the apparent absence of “‘statistical tact”’ 
in evaluating the assembled data. Before describing differences between VA and 
non-Federal hospitals relative to per diem costs, length of stay, and cost per case, 
it is important to ask ‘‘Are we comparing like with like?” This principle is 
perhaps the essence of the statistical method. If we are not ‘‘comparing like with 
like” then it is misleading to put the statistical “facts” in juxtaposition. This is 
particularly true when the statistics being compared represent averages which are 
affected to a marked extent by a multiplicity of causes. 


COMPARISON OF PER DIEM COSTS 


The average per diem cost figures shown in tables D and E of the report are 
summarized in the attached table 1. Each of these 22 widely divergent per diems 
represent the weighted average of the per diem costs for each of the component 
hospitals or types of hospitals comprising each group. Unless the ‘‘weights;”’ i. e., 
the average daily patient load for each type of hospital, are distributed in the same 
proportion in the two groups being compared, comparisons of these averages are 
misleading. 

For example, after stating that VA general medical and surgical (G. M. and 8.) 
hospitals are not classified as to long-term or short-term care, specific comparisons 
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are made of the per diem costs for VA (G. M. and S. hospitals ($13.97) with the 
average per diem costs of each of the following nine categories of non-Federal 
hospitals: 

(1) $22.33—All non-Federal general hospitals 

(2) $24.12—All private general hospitals 

(3) $19.08—All government general hospitals 

(4) $24.15——All short-term non-Federal general hospitals 

(5) $24.79—All short-term private general hospitals 

(6) $22.08—All short-term government general hospitals 

(7) $10.20—AII long-term non-Federal general hospitals 

(8) $13.34—All long-term private general hospitals 

(9) $8.71—All long-term government general hospitals 

The authors recognized that a significant portion of the patient load in VA 
G. M. and 8. hospitals is comprised of patients under treatment for a condition 
which is not a G. M. and 8. disability. An analysis of the 50,800 patients in VA 
G. M. and S. hospitals on November 30, 1956, indicated that almost 4,800 patients 
were tuberculous and 7,100 were psychotic. Of the remaining 38,900 patients, 
7,900 were treated for other neuropsychiatric (OPN) conditions, and 31 ,000 had 
G. M. and S§. disabilities. Further analysis of these 38,900 patients disclosed 
that at least 13,500 were hospitalized for disabilities of such chronic nature; e. g., 
paralysis of the extremities, emphysema, neoplastic disease, as to require more 
than 60 days of hospitalization. On the basis of these facts, it is estimated that 
at least half of the patients in VA G. M. and S. hospitals are long-term patients 
and are comparable (in terms of relative length of stay and perhaps per diem costs) 
to patients hospitalized in long-term non-Federal general hospitals. 

Applying this ratio to the 49,824 average daily patients in VA G. M. and 8. 
hospitals during 1956, it is estimated that 24,912 were short-term patients and 
24,912 were long-term patients. Table 2 compares the percent distribution of the 
average daily patient load (ADPL) in VA hospitals and non-Federal hospitals 
according to type of hospital. It is quite obvious that the “weights” for VA 
hospitals are markedly different from those for non-Federal hospitals. 

Before any comparisons are valid, it is necessary to adjust the average per 
diem for one group, using the weights of the other group as a standard. Using 
the VA ADPL distribution as a standard, this adjustment procedure was carried 
out. The results are shown in table 3. 

The relative adjusted per diem costs shown in table 3 are statistically com- 
parable. Before drawing any definitive conclusions from these figures, it is now 
important to ask: “‘ What is at the back of these figures? What factors may be 
responsible for differences between similarly designated hospitals? In what 
possible ways could these differences have arisen? Certainly the question of 
differences in the quality of care provided in VA hospitals and that provided in 
the average non-Federal hospital are pertinent factors. Moreover, as the authors 
correctly stated; ‘‘precise and point-by-point comparison would require more 
detailed data than is available for either type of hospital concerning cost per item 
of service, services rendered, and diagnostic composition of patient loads.”’ 


° 


AVERAGE LENGTH OF STAY AND COST PER CASE 


Part II of this report deals with comparative length of stay and with the overall 
cost per case. 

The average lengths of stay for VA and non-Federal hospitals shown in table G 
of the report were computed as follows: The total number of patient-days of care 
furnished during a year was divided by the total number of admissions. The 
report seeks to make a point that this method of computing average length of stay 
is the one usually used by non-Federal hospitals. It suggests that it is preferable 
to the method used by the Va which is based on the average length of stay of 
patients discharged. Without attempting to explain the differences noted in the 
report in the lengths of stay as computed by each of the two methods, we wish 
to state categorically that the procedure followed by the VA has greater validity. 
Moreover, it is the one recommended by the American Hospital Association. 
The method used in the report is only an approximation of this figure and is con- 
sidered to be practical only for general hospitals under specific circumstances. 
To quote from page 21 of section 1 of the Handbook on Accounting, Statistics and 
Business Office Procedures for Hospitals published by the American Hospital 
Association in 1950: “This formula (dividing patient days furnished by the 
number of admissions or discharges) is practical in most instances in general 
hospitals. However, it may be inadequate where there is a large difference 
between the number of in-patients admitted and those discharged during the 
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period, or where the average length of stay is unusually long or greater than the 
period under consideration. The accurate procedure is to determine the exact total 
number of days’ care rendered to those patients discharged during the period, and to 
divide this figure by the number of patients discharged during the period. This latter 
rocedure is recommended for institutions with a slow ‘turnover’ of patients.” 
Italic provided.] 

Of even greater significance is the fact that, irrespective of the method used to 
compute average length of stay, the computed figure is useful and valid only when 
it approximates the average expected stay of a group of comparable admissions. 
This relationship generally exists for general medical and surgical patients because 
of their relatively short say. However, when the number of admissions to a 
long-term hospital (TB, NP, or G. M. and 8.) has either decreased or increased, or 
when the hospital has been in operation for less time than it takes to discharge 
the longest stay patient, the average length of stay of patients discharged (or total 
patient-days per admission) is misleading and highly distorted. For example, the 
average length of stay of psychotic patients currently being discharged from VA 
hospitals is approximately 14 years, whereas it is estimated that the average length 
of stay for a group of psychotic patients currently being admitted is probably 
about 8to 10 years. Thus, if the “adjusted” per diem cost for treating # psychotic 
patient in a VA NP hospital is estimated to be $8.23 (see table D), the cost per 
case ($45.42) is grossly understated when based on the estimated average length 
of stay of 551 days (table G). The true average cost per psychotic case is probably 
six times as high, or about $27,000. 

In summary it might be said that the computed average length of stay based on 
patients discharged from an NP hospital will approximate the true length of stay 
of all patients currently treated, only when the NP hospital has been in operation 
for about 50 years and has not changed the size or characteristics of its patient 
load over this time period. VA NP hospitals do not have these characteristics 
and these stringent restrictions are rarely met by non-Federal NP hospitals. 
Thus, it is higly misleading to compare data on average length of stay of patients 
treated in different NP hospitals or different groups of NP hospitals since these 
data do not truly represent differences in the average required length of stay of 
patients treated. It also follows that it is mee and invalid to compare the 
average cost per case treated in different NP hospitals when these costs are 
derived from noncomparable, erroneous data on the average duration of treatment. 

Turning now to the data in tables G and H on the average length of stay of 
patients in VA TB hospitals as compared with data on patients treated in non- 
Federal TB hospitals. This comparison is not considered to be valid on the 
grounds that we are not comparing like with like. Approximately 18 percent 
of the patients in VA TB hospitals on November 30, 1956, were treated for general 
medical and surgical conditions. About 3 percent were under treatment for neuro- 
psychiatric conditions. Thus, one 79 percent of the patients in VA TB hospitals 
are treated for TB conditions. his is in sharp contrast with the situation in 
non-Federal TB hospitals where practically all of the patients are TB patients. 

The average length of stay of Se discharged from VA TB hospitals 
during calendar year 1956 is estimated to be 135.7 days. But, the average length 
of stay of patients treated for tuberculous conditions in VA TB hospitals was 
215.9 days. It is believed that this latter figure more correctly represents the 
average length of stay of VA TB patients than the 145.4 days (table G) estimated 
for all patients treated in TB hospitals on the basis of the total patient days per 
admission (all types). 

Another point that should be recognized in any comparison of length of stay 
and cost per patient treated with respect to TB patients is the fact that the cost 
per patient treated, as estimated, does not take into consideration the sum of all 
periods of hospitalization for a given group of patients. It is also pertinent in 
an appraisal of length of stay and cost per case to consider the effect of differences 
in fatality rates and differences in the ratio of male to female patients. For 
example, VA TB hospitals treat predominantly male patients, whereas a large 
yroportion of the patient load in non-Federal TB hospitals is female. Since male 

B patients, whether in VA or non-Federal hospitals, have a much greater tend- 
ency to leave against advise their average length of stay per hospital admission 
is usually lower and their computed cost per case is less than that computed for 
female patients. 

In analyzing the assembled statistics on length of stay and cost per case for 
general hospitals, the conclusion is reached that it costs about 3 times as much, 
or $400 more per case, to treat a veteran in a VA G. M. and §. hospital than it 
would to treat him in a non-Federal general hospital. This inereased cost is 











4698 VETERANS’ ADMINISTRATION HOSPITALS 


related to the finding that the average stay in VA G. M. and §. hospitals was 
calculated to be about five times as long as that in non-Federal general hospitals. 
The fallacy of these conclusions is obvious when one considers that at least 50 
percent of the patient load in VA G. M. and S. hospitals is comprised of long- 
term patients as compared with only about 13 percent of the total in non-Federal 
general hospitals. Thus, here again, we are not comparing like with like. 

In making comparisons between the length of stay in several hospital systems 
the utmost caution must be exercised to insure comparability of data. In addition 
to the factor of age, which is very important in a comparison of length of stay of 
specific conditions, consideration must also be given to the nature of the pro- 
fessional program in existence at the hospital, the mission of the hospital system 
as well as the stage of convalescence at which discharge of the patient is feasible. 
For example: In the military services, which, by the way, would have a consider- 
ably younger age group than the VA, stay in hospital is extended in some instances 
to the point of complete recovery to permit return to full military duty. In 
voluntary hospitals substantially all convalescence may be effected at home while 
in VA hospitals the point in convalescence at which discharge may be effected is 
elusive because the ability or desire of the patient’s family to provide for this 
phase of recovery may vary widely. Some researchers in this area of hospital 
administration have gone so far as to state that hospitals may be validly studied 
only as individual institutions, despite their categorization as a Federal hospital, 
a general hospital, a service hospital, etc. The tendency to compare several 
hospitals merely because they may be classified for convenience as a group may 
lead to erroneous conclusions because the hospitals within a group may be faced 
with widely different operational problems due to average age of patient, differ- 
ences in diagnostic composition of the patient load, physical plant differences, 
transportation problems, and the like. 

In summary, more detailed data are required by diagnostic group, age, and 
sex for VA G. M. and 8. hospitals and for non-Federal hospitals before making 
comparisons of length of stay, per diem, and cost of case. 


TaRLE 1.—Comparison of adjusted per diem costs in V'A hospitals and per diem 
costs in non-Federal hospitals, 1956 ! 




















Veteran’s Non-Federal 
Type of hospital Adminis- i 
tration 

Coe Total ee Private Government 
eis i ici nieeh since renin meme ep annetiel =| ae 11.21 11. 55 at 23. 53 6. 31 
i ale lal ae la 13. 59 10. 19 | 10. 59 10.15 
PeNUNNONODS «25s 05 cl tcocesedecst ae’ 8. 23 3. 63 | 14. 25 3. 38 
General medical and surgical/special- - __.._.-.. 13. 97 22. 33 | 24. 12 18. 08 
Ce tcl rer ccanlehinbipaccntgliniatl Not avialable | i 24. 79 22. 08 
10 8.71 


ao semen IN ot available | a 13. 34 


! VA data based on fiscal year 1956; non-Federal hospital data based on calendar year 1956 
Source: Table D, pt. I and table E, pt. II, Federal Medical Services Newsletter, May and June 1958. 


TABLE 2.—Percent distribution of ADPL of VA and non-Federal hospitals—by 
type of hospital, 1956 ! 


























Veteran’s Non-Federal 
Type of hospital IR ec all s 
tration 

Total Private Government 

eee hi ape eo 100.0 100.0 100.0 | 100.0 
I 5 ab uitsb nett dip cnetabanedenped 7.0 4.4 1.3 5.8 
EEE Eee 47.8 | 54.9 4.2 76.9 
General medical and surgical/special_._..._____- | 45.2 40.7 94.5 17.3 
Pe Ee I pee LTE A 2 22.6 35.4 88.9 12.1 
II ile ge rt ads a otigaiba’ 2 22.6 5.3 5.6 5.2 








1 VA data based on fiscal year 1956; non-Federal hospital data based on calendar year 1956. 
2 Estimated on the basis of type of patient and length of stay distribution of sample census of patients 
hospitalized in G. M. & 8. hospitals on Nov. 30, 1956. 


Source: Table D, pt. 1, Federal Medical Services Newsletter, May 1958. 
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TaBLeE 3.—Comparison of adjusted per diem costs in VA hospitals and adjusted per 
diem costs in non-Federal hospitals—By type of hospital, 1956 } 





Veteran’s Non-Federal 
Type of hospital Adminis- as 
tration 
Total Private Government 
All hospitals_ . oi wessbbns cshianpdeces 11, 21 210. 21 216.17 29. 28 
INS, 0 is: iinicn i citidbiicidecnat ei 13. 59 10.19 10. 59 10. 15 
a bie 8, 23 3. 63 14. 25 3. 38 


General medical and ‘surgical/special ee tinand: | 13. 97 117,18 119. 07 115.39 


! Adjusted per diems for general medical and special non-Federal hospitals obtained by assuming that the 
total ADPL was equally divided between short-term and long-term hospitals, i. e., the same as was esti- 
mated in table 2 for VA GM & § hospitals. 

2 Adjusted per diems for all non-Federal hospitals obtained by assuming distribution of patients by type 
of hospital was the same as that shown for VA hospitals in table 2. 


Source: Table D, pt. I and table E, pt. II, Federal Medical Services Newsletter, May and June 1958. 


Mrs. Rogers. Mr. Chairman, I would like to ask a question. 

The Cuarrman. If you are going to ask a question on the problem 
we have this morning, fine. If not, we are going into executive 
session. 

Mr. Smiru. I want to ask one question. 

Mrs. Rocrers. I would like to be heard. 

Mr. Smiru. I am from southern California and apparently Cali- 
fornia and Florida are going to continue to get. people coming in there. 
I am receiving letters from individuals, who believe they are qualified, 
that beds are not available. If we are going to face this problem as 
time goes on, what plans or suggestions do you have in mind so that 
I can answer that we can look louaea to the facilities in Los Angeles 
and in southern California? 

Mr. Wuirtier. Mr. Smith, I know how deeply interested you have 
been in the problem and how many times you have called me about 
that. 

As I have assured you before, we are building and will open a new 
thousand-bed hospital at Palo Alto. We are converting beds at 
Livermore, and in addition are replacing the obsolete hospital at 
Oakland with a new 500-bed hospital on a new site at Martinez. I do 
not think in the long run that is going to fully solve the problem. 
Ultimately we are going to have to take an additional strong look and 
review again the California situation. 

Mr. Smiru. You are going to do that? 

Mr. Wuirtrer. We are certainly, I assure you. 

The CuarrmMan. Mrs. Rogers. 

Mrs. Rocrers. Mr. Administrator, you feel that the budget will not 
interfere with your plans at the present time? 

Mr. Wuirtier. Mrs. Rogers, if you mean the 1959 budget that was 
not my budget. I did not design it. I had to testify at the hearings, 
but I arrived after that budget was complete. 

The 1960 budget is my budget or is the first one that I worked on. 
I was very optimistic about the 1960 budget and still am, but I do not 
know what will develop. 

Mrs. Roacers. I think they want to cooperate. I always have 
found, with the exception of one budget director, they have told the 
truth. 

The CuarrMAN. Without objection I will insert at this point a state- 
ment from Representative Charles E. Bennett of Florida, and some 
other statements pertinent to this hearing. 











4700 VETERANS’ ADMINISTRATION HOSPITALS 


STATEMENT oF CHARLES E. BENNETT, MEMBER OF CONGRESS 


Mr. Chairman, I appreciate this opportunity to express these views in favor 
of additional hospital beds for Florida. Additional beds are needed merely to 
maintain the present ratio between veteran population and veteran beds in 
Florida. This is due to the rapid population growth which Florida is experiencing 
as shown by the fact that Florida received 2 new Members of the House of Repre- 
sentatives as a result of the 1950 census and is now estimated by the Census 
Bureau to receive 3 new Members of the House as a result of the 1960 census. 

There is a particular need for a new Veterans’ Administration hospital at 
Jacksonville, Fia., as proposed in my bill, H. R. 13056, which was referred to 
this committee. Veterans in the Jacksonville area must travel more miles to 
reach Veterans’ Administration hospital facilities than veterans in any other 
population center in Florida. There are presently Veterans’ Administration 
hospitals in the Miami and Tampa-St. Petersburg areas. However, the Veterans’ 
Administration hospital which is nearest to Jacksonville is at Lake City, which is 
some 50 miles distant from Jacksonville. Veterans’ Administration officials have 
over a long period of time indicated that they felt that a Veterans’ Administration 
hospital is needed in Jacksonville and that it could be successfully operated 
there due to a number of favorable factors. 

Accordingly, Mr. Chairman, I would like to urge that this committee report 
legislation which will provide a minimum of 2,000 additional Veterans’ Adminis- 
tration beds in Florida, including authorization of a new Veterans’ Administration 
hospital in Jacksonville. 

I will appreciate your consideration of these views in behalf of additional! 
hospital facilities in Florida. 


WasHINGTON, D. C. 
PROPOSED 500-BED HOSPITAL (G. M. & 8.) 


The detailed requirements for the Washington, D. C., hospital were originally 
furnished the Bureau of the Budget on April 4, 1958. Additional supporting 
material was furnished on July 18, 1958. After approval of these requirements, 
approximately 12% months will be required to prepare contract data, solicit bids, 
and award a construction contract. An optimistic estimate of the time required 
for each step in the process is shown below: 


Months 
Preparation of preliminary drawings and estimates____...-.-..-__.___-- ] 
Review of preliminary drawings by Bureau of the Budget_-__________-_- le 
Peeperetion.of morking drawings. ... =< =< 630242 -42-4 ss Seeen-Ssece i. 9 
See em ehh -aniwd some SS ee 14 
mower or Gomumeer....... 1 nee ae a gh le 
mee ie. cs Bc ties =n ant 12% 


CONGRESS OF THE UNITED STATEs, 
House or REPRESENTATIVES, 
Washington, D. C., August 4, 1958. 
Hon. Cuin Teacur, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Ouin: Attached hereto are photostatic copies of two letters I have re- 
ceived relative to the statements of the American Medical Association, the 
American Hospital Association, and the National Medical Veterans’ Society, 
which I thought you would like to have. P 

With every good wish, I remain 

Sincerely yours, 
Ropert A. Everett. 


STare OF TENNESSEE, 
DEPARTMENT OF VETERANS’ AFFAIRS, 
Nashville, Tenn., August 1, 1958. 
Hon. Resert A. EVERETT, 
298 Ho e Office Building, Washinyton, D. C. 
Dear “Farts”: I have read with interest the reports of appearances of members 
of the American Medical Association, American Hospital Association, and 
National Medic*! V«terans’ Society. I am unimpressed by their remarks. In 
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fact their remarks are so biased that it would lead me to question even further in 
my mind the purpose of these medical societies, whether to improve medicine 
and hospitalization, or to secure more money for the pockets of their individual 
members. 

Dr. Roth, in his report, is most revealing. On page 4, paragraph 3, referring 
to hospitalization, he talks about the taxpayer producing the cash and of the 
taxpayers interest to know that his money is wisely spent. To this point, I 
agree with the doctor. I am just as concerned to know that the dollar I spend 
for the private doctor, or in a private hospital, is just as wisely spent, or needed 
as I am concerned about veterans’ hospitalization. I realize we have no right 
to question how the doctor spends his money, but if they would return to the old 
principle of their first concern being for the welfare of the patient, rather than 
how much money they can make and how big they can be in society, I am con- 
vineed with reduced doctor’s bills and reduced hospital bills, many veterans who 
are now forced into veterans’ hospitals, would want to return to their private 
doctor and the private hospital. They are pricing themselves out of business. 
In fact I enclose a clipping from the paper quoting Representative Burdick, in 
which I agree with him completely. His statements are substantiated by the 
facts that we all know to be true, and yet a supposedly responsible doctor, such 
as Dr. Roth would come before your committee in the same paragraph, page 4, 
and indicate that it costs 70 percent more to treat a veteran in a veterans’ hos- 
pital, than it does to treat a nonveteran with the same disability in a civilian 
hospital. 

Knowing this to be false just as surely as the doctor who made the statement, 
I am inclined to treat the rest of his comment with the same disrespect that I 
have treated this statement. He keeps referring to the fact that doctors are 
taxpayers. I would refer him to the fact that veterans are also taxpayers, and 
although doctors’ incomes are much higher than the average veteran, I believe 
that you will find that he accepts his taxpaying responsibility much more sincerely 
than does the doctor percentagewise. In fact it would be interesting to know 
how many doctors have been convicted in the past 5 years for income tax evasion 
and how many are being investigated now tor the same purpose. In other words, 
I iust don’t buy his statement that would try to indicate that dottors are paying 
all the taxes. 

I am sure all the members of your committee and all Members of Congress 
recognize the fallacy of the point that they try to put across, that they can treat 
these veterans on a local level through private doctors and private hospitals at 
less cost to the Veterans’ Administration. The only way they can do this is to 
create the greatest revamping of medical ethical charges ever attempted in the 
world, and when they reduce their medical charge and the hospital reduces their 
cost proportionately to about 10 percent of the present charges, then and only 
then can they conscientiously say that they can treat the veterans on a local level 
as cheap as they can be treated in a veterans hospital. 

I don’t mean to write a book and would not take the time necessary to answer 
all of the ridiculous #tatements and charges made in these professional men’s 
statements. I simply sum it up by saying I know better, they know better, and 
I hope your committee knows better. 

Very truly yours, 
James L. Criver, Director. 


DEPARTMENT OF TENNESSEE, 
VETERANS OF FOREIGN WaRS 
OF THE UNITED STATBss, 
Nashville, Tenn., August 1, 1958. 
Hon. Ropert A. EVERETT, 
Member of Congress, 
House Office Building, Washington, D. C. 


Dear “Fats”: I have the reports of the representatives of the American 
Medical Association and the American Hospital Association which you sent 
me on July 24. I have read these reports very carefully and I am somewhat 
surprised to learn that the representatives of these two organizations would 
insist upon making repeated statements of half-truths to your committee when 
it has been established by repeated surveys that over 90 percent of the non-service- 
connected cases receiving treatment in the Veterans’ Administration hospitals 
are financially unable to pay for their treatment or have expended their funds 
prior to being transferred to a Veterans’ Administration hospital. 
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It is impossible for me to see why the local hospitals can care for indigent 
veterans when their facilities are not adequate to care for their present civilian 
patients. Many persons able to pay for hospital care are unable to get a bed, 
and in some cases, paying patients are in the halls of hospitals, not able to get 
space in wards or in semiprivate rooms, yet these representatives contend that 


, veterans should be cared for by their local communities. 


These surveys have also established the fact that a great number of the non- 
service-connected patients in our Veterans’ Administration hospitals are long-term 
chronic cases, that is, TB, cancer, and the various mental cases. These are the 
type of cases that these representatives of the AMA and AHA have so graciously 
conceded should be treated in a VA hospital. 

I would like for the AHA to state why the hospitalization insurance, sponsored 
by their organization (Blue Cross and other plans), will not pay for that portion 
of a veterans’ hospital treatment covered by the policy when he is hospitalized 
in a VA hospital. A great number of these veterans are financially unable to 
pay for the portion of the hospital bill not covered by the policy and are unable 
to pay the premiums on a policy that would pay the entire cost of extended 
treatment. I feel that before these self-appointed guardians of the Treasury set 
themselves up as an unimpeachable authority on veterans hospital treatment, 
that the entire facts should be considered and not just their prejudiced viewpoint. 

It is true most physicians are in a financial bracket where they pay considerable 
taxes, but we have a great many more veterans in the United States of America 
than we do physicians and their combined taxes are also paying for the cost of 
the treatment for these men who served our.country in her hour of need: 

Not  half*of the veteran population is in need of hospital care and may never 
pe, but it is the responsibility of the Federal Government to provide care for 
those veterans who are in need of hospital treatment and who are unable to pay 
the necessary cost of treatment. The city and county hospitals, as stated before, 
are now overcrowded and cannot provide care for all the nonveterans now needing 
treatment. The men and women who served were called to serve the whole 
country and not isolated towns and counties, therefore, all of the country should 
bear this delayed cost of the war. 

It is my sincere opinion that the Veterans’ Administration should be given 
authority to administer the benefits that Congress has provided for our war 
veterans. The Veterans’ Administration should not be subjected to the inter- 
ference of the Bureau of the Budget, the AMA, the AHA, and other organizations 
or agencies not completely aware of or in sympathy with the needs of our veteran 
population. 

I trust’that' you will do everything at your command to see that the veterans 
of our country receive the benefits to which they are so justly entitled. 

Sincerely yours, 
Hers Davis, 
Department Commander. 


HovusrE oF REPRESENTATIVES, 
Washington, D. C., August 4, 1958. 
Hon. Ourn E. TEAGvueE, 
Chairman, House Veterans’ Affairs Committee, 
House Office Building, Washington, D. C. 


Dear Mr. CuHarrMANn: I am sending the enclosed correspondence to you for 
the record in connection with the hearings presently being held on the veterans’ 
hospital bed situation. 

If you have any comments on the enclosed specific case, I would appreciate 
hearing from you. 

Sincerely yours, 
GLENARD P. Lipscoms, 
Member of Congress. 


VETERANS’ ADMINISTRATION, 
Washington, D. C. 
Hon. Gienarp P. Lipscoms, 
House of Representatives, Washingion, D. C. 
Dear Mr. Lipscoms: I am returning to you herewith, in response to your 
request, your file relating to the nonadmission of Mr. Sam Walter Shuttleworth 
to the Veterans’ Administration Center, Los Angeles, Calif. 
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I believe that the letter dated June 9, 1958, which the manager of the center 
sent to Mrs. Shuttleworth and the letter dated July 16, 1958, which I sent you 
relate the circumstances that precluded Mr. Shuttleworth’s immediate admission. 

While it might be said, with the benefit of hindsight and a knowledge of sub- 
sequent events, that this veteran should have been admitted when he applied 
at the center, there is no evidence that the staff handled his application in a 
haphazard or negligent manner. 

t is always an unhappy occasion when a veteran’s request for admission cannot 
be granted immediately because of the limitations of bed space and it is regretted 
that the center was not in a position to care for him during his terminal illness. 

Sincerely yours, 
Wiiiu1amM 8S. Mippueton, M. D., 
Chief Medical Director. 


JuLy 20, 1958. 
Representative GLENARD Lipscoms, 
Washington, D. C. 

Dear Mr. Lipscoms: Mr. Shuttleworth died July 9, 1958, from cancer. 

I knew he had it when he entered Cedars of Lebanon May 16, as Dr. Freidin 
told me that evening what the trouble was. 

I am not saying that if he had been admitted to Wadsworth Hospital, he 
would have been saved, because I know better, but I do think the incompetence 
shown in his case is something we all need to investigate. I learned only yester- 
day of another man who has been refused admittance and is suffering from the 
same thing, but the doctors there claim he does not need hospitalization. What is 
going on at that place? 

Thank you for your interest in this and I do hope we can get justice eventually, 
even if my husband didn’t. 

Sincerely, 
Praey Z. SHuUTTLEWORTH. 


JUNE 11, 1958. 
Representative GLENARD LipscoMB, 
Washington, D. C. 
Dear Mr. Lipscoms: Thank you so much for your interest in Mr. Shuttle- 
worth, and since I heard from you, I have received a letter from Colonel Bringham 
of the Veterans’ Administration. I am enclosing.a copy of his letter and also my 


reply. 

q en think Colonel Bringham is trying to whitewash the whole deal. There is 
incompetence somewhere in that hospital, and with the wonderful equipment 
there is no reason for such errors or incompetence. 

Thanks for your interest and I wished to remain. 

Yours very truly, 
Precey Z. SHUTTLEWORTH. 


VETERANS’ ADMINISTRATION CENTER, 
Los Angeles, Calif. 
Mrs. WALTER SHUTTLEWORTH, 
Los Angeles, Calif. 

Dear Mrs. SxHutrLeworta: This is to acknowledge receipt of your letter of 
May 17, concerning your husband, Walter Shuttleworth. 

We sincerely regret that we were unable to hospitalize Mr. Shuttleworth at the 
time you discussed his condition with Dr. Rosenbaum on May 16. However, 
since we are confronted from time to time with the problem of the lack of an 
available bed, circumstances sometimes arise in which we are unable to meet 
each demand made upon us. 

In reply to your question regarding hospitalization on the date of examination 
here, May 15, medical evaluation at that time did not reveal a condition requiring 
immediate admission. The X-ray studies referred to were therefore scheduled 
for the purpose of more specific diagnosis, with the view of bringing Mr. Shuttle- 
worth into the hospital as soon thereafter as indicated by the results. 
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Again, we regret that we were unable to provide care on the date of your hus- 
band’s entry to the Cedars of Lebanon Hospital. 
Very truly yours, 
R. R. Brincuam, Manager. 


Los ANGELEs, CaLir. 
Col. Ricuarp A. BRINGHAM, 
Veterans’ Administration, 
Wilshire and Sawtelle Boulevards, Los Angeles, Calif. 


Dear Sir: Your letter of June 9, received and I wish to clarify something 
which I think you have overlooked. 

You state the X-rays did not show any condition requiring immediate admis- 
sion. It is strange that within 24 hours, Dr. Morris Freidin, who had never seen 
Mr. Shuttleworth before, knew there was a tumor without X-rays, and also knew 
surgery was imperative. 

At Cedars of Lebanon Hospital, X-rays, barium, and chalk tests were completed 
as quickly as possible, and then Mr. Shuttleworth went into surgery. The 
condition was very serious. 

If a practicing doctor outside of civil service can diagnose a condition so quick, 
it does seem that the Veterans’ hospital needs new competent doctors to check the 
patients. How many World War | veterans are given the same brushoff and 
don’t live to tell about it, is something we all need to investigate. 

Very truly yours, 
Peacy Z. SHUTTLEWORTH. . 


VETERANS ADMINISTRATION, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington, D. C. 
Hon. GLenNARD P. Lipscomp, 
House of Representatives, 
Washington, D. C. 

Dear Mr. Lipscoms: On May 15, 1958, Mr. Sam Walter Shuttleworth applied 
for admission to the Veterans’ Administration Center, Los Angeles, Calif. At 
that time he was examined and X-rays were made. The examination did not 
reveal a condition that required immediate admission to the hospital. However, 
further X-ray studies were scheduled in order to arrive at a definite diagnosis with 
a view to admitting Mr. Shuttleworth if indicated. 

When Mrs. Shuttleworth called the Los Angeles Center on May 16, to discuss 
her husband’s condition, the center was faced with the problem of not having an 
available bed. Although it was regretted, there was no alternative but to advise 
Mrs. Shuttleworth of the situation, and instruct her not to bring her husband to 
the Los Angeles Center on that date. 

The interest you have shown in this veteran is appreciated. We are returning 
the letter you forwarded with your inquiry of June 5, 1958. 

Sincerely yours, 
Wiiuiam §. Mipp.eron, M. D., 
Chief Medical Director. 


VETERANS’ ADMINISTRATION, 
Washington, D. C. 
Hon. GLENARD P. Lipscoms, 
House of Representatives, Washington, D. C. 


Dear Mr. Lipscoms: We have requested information from the Veterans’ 
Administration Center, Los Angeles, concerning the request for hospital treatment 
for Mr. Sam Walter Shuttleworth. 

When the information is received you will be further advised in reply to your 
inquiry of June 5, 1958. 

Sincerely yours, 


’ 


(For and in the absence of William 8. Middleton, M. D., Chief Medical 
Director. ) 


— 
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JUNE 2, 1958. 


Hon. GLENARD P. Lipscoms, 


Washington, D. C. 


Dear Mr. Lipscoms: Thanks for your letter. I regret that I could not spend 
more time helping at your headquarters, but Mr. Shuttleworth became ill, and 
I needed to devote all my time to him. However, he voted straight Republican 
ticket, although a registered Democrat, on an absentee ballot. 

I am enclosing a copy of a letter which I think you will be interested in. Our 
experience is only one, but I wonder about the World War I veterans who have 
no one or money if the same experience happens to them. 

Since Sawtelle is for World War I veterans, it does seem they should be given 
the necessary attention, not a ‘“brush-off.”’ 

Next time you need my help, I truly hope I can give it fully. 

Sincerely yours, 
Preacy Z. SHUTTLEWORTH 
Mrs. Sam W. 


Los ANGELES, Cauir,. May 17, 1958, 
Colonel BrinGHAM, 
Wadsworth Hospiial, Sawtelle, Calif. 


GENTLEMEN: On Thursday, May 15 (Sam) Walter Shuttleworth went to Wads- 
worth Hospital. He was advised by the American Legion to be there early. 

He was examined by several interns, and X-rays and blood tests were made, 
and then was told to return on May 21 for barium tests. Friday May 16, he be- 
came very ill and definitely changed for the worse. I called the hospital and talked 
with Dr. Rosenbaum, who was the admitting doctor on duty at that time. He 
refused to let me bring Mr. Shuttleworth in as he claimed there was no bed, and 
Mr. Shuttleworth was not seriously ill. Mr. Shuttleworth had lost 28 pounds in 
3 weeks and had not retained any food for at least 2 weeks, which he had told the 
examining doctors; also that his bowels had not moved since Sunday, May 11. 

I pleaded, but to no avail and was told to send Mr. Shuttleworth to General 
Hospital if I thought he really needed attention. 

Finally, through the aid of a friend, I got in touch with Dr. Morris Freidin, 
who was concerned when he heard the story and had Mr. Shuttleworth admitted 
to Cedars of Lebanon Hospital that night. He was immediately given attention 
and X-rays, blood tests and barium tests were completed as fast as possible. 
Dr. Freidin is operating for removal of a tumor. 

Mr. Shuttleworth will live, but would not have been alive to come to Wadsworth 
next Wednesday if we had waited. 

If there was no bed for him, why did the doctors take the time to get X-rays, 
etc., and generally wear him out for 7 hours. If it had been explained in the 
morning we would not have wasted 2 days, Mr. Shuttleworth was in the hospital 
in 1942 for an ulcer condition, and as this was so similar to the previous illness, 
we thought there would be no trouble getting him in again. 

We have learned. 

Very truly yours, 
Preacy Z. SHUTTLEWORTH. 





MINNESOTA ASSOCIATION OF INSTITUTIONAL LAUNDRY MANAGERS, 
St. Paul, Minn., July 21, 1958. 

Attached are excerpts from publications and correspondence which are self- 
explanatory. 

We know that closing these laundries would not be in the public interest and 
would be a detriment to the care of veteran patients. Also we know that the 
operation of a laundry within is vital to good hospital operation. This is evidéneed 
by the fact that over 90 percent of the hospitals having 200 or more beds operate 
their own launderies. 

Because of our possible selfish interest, we are not going to present any argu- 
ments. There is a hospital in your community that has no personal interest in 
this matter. Possibly you are acquainted with and have confidence in a board 
member. This would be an excellent source of information as to why hospital 
laundries are vital. 

We do believe that wasting tax money in favor of powerful lobbies should be 
stopped and that no laundries should be closed until facts are available. 
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We would like to know your views, and what, if any, action you contemplate. 
Sincerely, 
Gate H. WELLS, Secretary-Treasurer. 


EXcERPTS 
From New York Post, Monday, July 7, 1958: 


“VA PLANS TO FARM OUT LAUNDRY--—-COSTS WILL ZOOM 


“The Veterans’ Admiuaistration is accepting laundry bids as the first step in 
what could be a $20 million Government give-away at the taxpayer’s expense. 

“The Post learned that 6 of the more than 100 VA hospitals maintaining their 
own laundry plants are accepting bids from commercial firms. Plans call for all 
VA hospitals to follow suit later.” 


From American Institute of Laundering News Letter, May 23, 1958, to presi- 
dents and secretaries of State associations: 


‘VA ADMINISTRATOR ON SIDE OF PRIVATELY OWNED LAUNDRIES 


‘As far as prices are concerned, it is not necessary that the industry’s prices be 
lower than the Government plant’s alleged cost.” 


From letter to Congresswoman Edna F. Kelly, June 12, 1957: 
“The increased cost of contract laundry service cannot be absorbed without 
detriment to other phases of hospital operations. 
“Wiiiram 8. Mippieton, M. D., 
“Chief Medical Director.” 


From Capital Times, Madison, Wis., June 30, 1958: 

‘“‘While the Nation’s medical scientists are fighting a desperate battle against 
a germ that is sweeping our hospitals, a national lobby is succeeding in closing 
down the aseptic, closely supervised laundries of some Government hospitals and 
turning the business over to private contractors. 

“The absolute necessity of aseptic laundering facilities was just last week 
stressed in Madison in an emergency meeting at the university hospitals. 

“More than 300 doctors, administrators, bacteriologists, and nurses attended 
the conference here called by Dr. Nathan Smith, chairman of the department of 
pediatrics. 

“Dr. Kenneth R. Wilcox, Jr., of the United States Public Health Service, told 
the conference that a tightening up of aseptic measures was one of the most 
important things a hospital could do to keep staphyloccocus aureas under control 
and minimizing handling of linen and laundry was a principal reeommendation.”’ 


From Model Cleaners-Launderers, St. Paul, Minn., October 19, 1955: 

“To: Manager, VA Hospital, Minneapolis, Minn. (following survey made of 
Minneapolis VA laundry for purpose of contracting their work). 

“Frankly, after our meeting and subsequent tour of your laundry with Mr. 
Wells, I am of the opinion that you are well equipped and efficiently managed to 
handle the workload of vour hospital. 

“T wish to thank you for our recent meeting and hope that your laundry opera- 
tions continue as efficiently as they were when I paid my visit. 

“Sincerely yours, 
“Roger P. Foussarp, 
“Executive Vice President.” 

The CuarrmMan. The committee will go into executive session. 

Thank you, Mr. Whittier. 

Mr. Wuirtier. I would like to express my appreciation to the 
members of the committee. This has been most helpful. 

Mrs. Rocers. I do not think we have had any more able adminis- 
trator who has worked day and night as this administrator has. 

Mr. Wuirtier. I have tried very hard to please. 

(Thereupon, at 10:35 a. m., the committee went into executive 
session.) 
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WEDNESDAY, AUGUST 6, 1958 


Houser oF REPRESENTATIVES, 
COMMITTEE ON VETERANS’ AFFAIRS, 
Washington, D. C. 

The committee met at 10 a. m., pursuant to call, in the committee 
room of the House Committee on Veterans’ Affairs, Hon. Olin E. 
‘Teague (chairman) presiding. 

The CuarrMan. The committee will come to order. 

The committee is meeting this morning to hear the Bureau of the 
Budget. Mr. Stans, the Director, and Mr. Merriam, the Deputy 
Director, are here, and I believe Mr. McNamara is also present. 

1 understand the Director has a very important meeting a little 
later in the norming, so I would like to try to get through with him 
as soon as we can. I think probably the questions to the Director 
should be more or less general questions. 

Do you want to make any kind of an opening statement, Mr. Stans? 


STATEMENT OF MAURICE H. STANS, DIRECTOR, BUREAU OF 
THE BUDGET, ACCOMPANIED BY ROBERT E. MERRIAM, DEPUTY 
DIRECTOR, AND FRED McNAMARA, ASSISTANT CHIEF, LABOR 
AND WELFARE DIVISION, BUREAU OF THE BUDGET 


Mr. Stans. Mr. Chairman, I have no formal opening statement, 
but if I may I would like to say a few words to the committee pre- 
paratory to answering the questions the committee has in mind. 

The CHarrMAN. Go right ahead, sir. 

Mr. Srans. I first want to say I appreciate personally and on be- 
half of the Bureau having an opportunity to go over the relationship 
between the Bureau and the Veterans’ Administration, and I hope we 
can eliminate or reduce somewhat any difficulties that may exist 
concerning the role of the Bureau in dealing with these problems. 

As the committee knows, the Bureau is part of the President’s 
staff and we work under his direction in carrying out our responsi- 
bilities both for budgeting and for management in the Bureau of the 
Budget. 

Everybody who works for the Bureau of the Budget, from the 
Director on down, feels his responsibility very keenly, and in my 
short time in the Bureau I have come to have an admiration for the 
impartiality and the high sense of responsibility that runs all through 
the Bureau. Many of the people in the Bureau have served prior 
administrations as well as the present one with honesty, integrity, 
and fair-mindedness. 

When we jointed the Bureau last fall, I could not fail to be im- 
pressed with the magnitude of the Veterans’ Administration programs. 
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I found that the Veterans’ Administration has the second largest pay- 
roll of the Federal agencies, outranked only by the Post Office De- 
partment. 

I found also that the expenditures of the Veterans’ Administration 
were close to the top in magnitude, outstripped by defense and 
payments on the national debt. 

I found also that there is not much the Bureau can do in regard to 
the expenditures of the Veterans’ Administration. Most of the 
expenditures of the Veterans’ Administration are fixed by law and 
are mandatory. 

However, every veteran is a citizen and a potential taxpayer, and I 
believe he expects no more than he is entitled to. I think he expects 
the Government to operate veterans programs with economy and 
efficiency. 

In the Bureau of the Budget we believe unquestionably the veterans’ 
programs are important and desirable. They will be with us for a 
long time and they will be expensive while the laws remain as they 
are today. In fact, they will be increasingly more expensive without 
any changes in the law. 

All of these factors have a bearing on our annual review of the 
budget of the Veterans’ Administration. It is this administration’s 
intention to see that the laws affecting veterans are carried out well, 
effectively, and certainly economically. 

Through the budgetary process all competing programs of all the 
Federal agencies are scrutinized and screened in the light of economic 
conditions and available financial resources, and the program levels 
fixed by the President. Naturally, the Veterans’ Administration is 
included in that process. 

The Bureau must examine operations for all reasonable economies 
than can be effected without impairment of the programs. In 
establishing budget recommendations for the Veterans’ Administra- 
tion, the Bureau must take into consideration the subjects that have 
been before this committee, such as the number of available beds, the 
trend in patient load, the improved regimens that may decrease the 
need for beds or increase the need for drugs, and other pertinent 
factors. 

I am quite frank to say, Mr. Chairman, that generally no one is 
happy completely with the final budget allowance for the Veterans’ 
Administration, including the agency, this committee, veterans’ 
organizations, and I could say the Bureau itself. That is not unique 
with the Veterans’ Administration. There is never enough money to 
take care of all the desires and even all the desirable programs of the 
agencies. But in my judgment the budget of the Veterans’ Administra- 
tion and of the other agencies is equitably arrived at consistent with 
the controlling policies that the President himself finds necessary to 
prescribe for each annual budget. 

The fact is that in this case in each year provision has been made 
for a higher patient load, increased operating beds, increased con- 
struction, and a higher dollar budget for the hospital program, and 
actually it is at its “highe st peak in the history of the Veterans’ Ad- 
ministration. This, at the present time, is following congressional 
policy as we understand it. 

Yesterday your staff furnished several questions which we under- 
stood would be the subject of discussion for this morning’s meeting. 

~ 
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I have with me my deputy, Mr. Robert E. Merriam, who has 
worked in this area of the Veterans’ Administration budgets within 
the Bureau for a number of years and has a great deal more familiarity 
in this area than I have acquired in my few months with the Bureau. 
Mr. Merriam will deal specifically with the questions that have been 
submitted to us, and both of us will deal with any other points the 
committee may raise. 

Also with me is Mr. McNamara, the Assistant Chief of the Labor 
and Welfare Division of the Bureau of the Budget. 

Thank you, Mr. Chairman. 

The CuatrMan. Each member I believe has a copy of the questions. 
Does anyone have questions other than the ones that are before you? 
Mr. Fino? 

Mr. Fino. The answers to these questions may develop what I 
have in mind. 

The Cuarrman. Mr. Merriam, will you take the questions and go 
through them? 

Mrs. Recrrs. Mr. Chairman, I would like to say that with the 
exception of one Director, the Bureau of the Budget has always been 
truthful with me, perhaps more truthful than the Veterans’ Adminis- 
tration. I do not always like what you tell me, but you tell me the 
truth, 

Mr. Stans. Thank you. 

Mrs. Rogers. And I think you get blamed for some things you do 
not do. 

I would like to ask one question. How much obligation do you 
feel to the President? I have a feeling the President never sees many 
of your recommendations. 

Mr. Stans. Mrs. Rogers, we work very closely with the President 
and any recommendations for changes in this area are always cleared 
with him. As a matter of fact, he approves the specific construction 
programs and so forth, and I think you will find he is very conversant 
with the problems of the Veterans’ Administration. 

Mrs. Rocers. Thank you. 

The Cuarrman. Now, Mr. Merriam, if you will go through the 
questions. 

Mr. Merriam. The first question, Mr. Chairman, that I understand 
you wanted to hear from us on was: What authority does the Bureau 
of the Budget have to withhold funds appropriated by Congress for a 
specific purpose. 

The CHairMan. That is right. 

Mr. Merriam. I think in answering this question we would have 
to very quickly give you the legal situation with reference to the 
apportionment process. 

Actually, the Director of the Bureau of the Budget is assigned only 
several specific statutory functions. The remainder of his activity 1s 
derived from his staff role as adviser to the President. 

One of the specific statutory functions assigned to the Bureau of 
the Budget is the authority to apportion funds after appropriations 
have been made, through the authority of the so-called Antideficiency 
Act. 

Under the terms of the Antideficiency Act, the Director is author- 
ized to establish reserves for certain limited types of conditions. He 
is entitled to establish reserves—if I may just state the law: “to pro- 





i 
| 
I 
) 
| 
. 


A eran 


ie ecard eo GK ig = > 


aes 


A 


NRE A RE EOE 
SS nae at Cah Te 


a Sek 


a eel 





4710 VETERANS’ ADMINISTRATION HOSPITALS 


vide for contingencies, or to effect savings whenever savings are made 
possible by or through changes in requirements, greater efficiency of 
operations, or other developments subsequent to the date on which 
such appropriation was made available.” 

The apportionment process is put into motion when the agency 
submits to the Bureau of the Budget its request for apportionment of 
funds after the appropriation has been made. 

There has to be, in order to evaluate whether there are opportunities 
for savings or changed conditions, an examination of the situation 
that exists at the time the apportionment is made, and as a result of 
that reserves can be established and have been from time to time in 
this specific program. 

Also, the apportionment process has from time to time been used 
as a mechanism, one might say, to carry out instructions from the 
President with respect to effecting reductions in expenditures. For 
example, in fiscal year 1958, as I am sure you are all aware, the 
President requested most of the major agencies of the Federal Gov- 
ernment, including the Veterans’ Administration, to hold their ex- 
penditures as nearly as possible to the 1957 level. This directive, 
which was issued last summer, came about as the result of three con- 
ditions: First was the very heavy inflationary effect of expenditures 
on the economy; second, was the expression of at least intent on the 
part of the House of Representatives through adoption of H. R. 190, 
which called upon the President to reexamine the budget to see where 
economies might be made; and third and from a legal standpoint 
most serious, perhaps, the President was faced with the possibility 
of a spending level which would lead to exceeding the national debt 
limit, which at that time was $275 billion. 

As a result of these three conditions, all of the agencies were asked 
to look at their 1958 appropriations and to make rec “ommendations 
of where they might establish reserves, on their own volition in this 
instance, which would lead to some savings in expenditures and would 
hold expenditures, where possible, to the 1957 level. 

I mention this particular instance because the reserves which were 
established at that time were done upon the recommendations of the 
agencies themselves as a result of the Presidential directive, and were 
separate from the specific authority of the Director on his own accord 
to set up certain reserves where he thinks savings can be made or 
where conditions have changed. 

Actually all this activity of the Bureau of the Budget in the appor- 
tionment of funds is an implementation of the President’s responsi- 
bility as Chief Executive and in assisting him to carry out the pro- 
visions of the Budget and Accounting Act of 1921. It was because 
of this role in assisting the President, as provided in the Budget and 
Accounting Act of 1921, that the Bureau of the Budget in 1939 was 
made a part of the Executive Office of the President. 

In most instances where the Bureau has established reserves for 
the Veterans’ Administration, it has been done either in accordance 
with an apportionment request of the Veterans’ Administration or 
because they were not available to the Veterans’ Administration 
because they had not vet been allocated by the President. An ex- 
ample of that would be construction programs where Congress makes 
an appropriation and reserves are established until plans have reached 
the stage the money is actually needed. 
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Mrs. Rogers. Mr. Chairman. 

The CuatrMan. Mrs. Rogers. 

Mrs. Roarers. May I ask a question? 

The CHarrMan. Yes. 

Mrs. Roarers. Does it not appear to you that the Bureau makes 
the agency dishonest when they require the agency to request less 
than they need? Does that not make liars out of them? 

Mr. Merriam. I would not put it that way. Any conscientious 
head of an agency understandably asks for more money than he is 
given in the budget. That is certainly as it should be. I know of 
very few instances where the agency request is not higher than the 
final allowance, because naturally each agency is looking at his own 
responsibility only and not in the whole context of the Government, 
and it is natural that his estimate of what he needs and would like 
to have will differ from the estimate made by one looking at it in the 
whole context of the Government. 

Mrs. Roaers. Yes; but that is not what he needs. 

Mr. Merriam. If it were otherwise, we would be in a very chaotic 
situation. Prior to 1921 each department did submit its budget 
directly to the Congress without Presidential review, and no one 
knew until the end of the session when someone totaled it up whether 
there would be a deficit or a surplus, and certainly Congress itself 
could not adequately evaluate these problems of competing demands. 
I think it was because of that situation that the Congress passed the 
Budget and Accounting Act of 1921 and directed that the President 
submit his budget after having taken these competing demands into 
account, and I feel, frankly, that were we to go back to the old system 
Congress would throw up its hands and say it was an almost impossible 
task. 

I want to make it clear that the law and the regulations under which 
the agencies operate do allow the agencies to give information to the 
appropriate committees of Congress if they are asked what they 
requested, and by a strange coincidence they are usually asked that 
question. So as far as Congress having the information of what the 
agency asked for, I think that is before them and to that extent the 
Congress is able to form its own estimate of need. 

Mrs. Rocers. But in the services if they do give their estimates 
they are reprimanded. I know of one case, Admiral Denfeld. 

Mr. Merriam. I think that situation would involve other questions 
than the budget estimate, because it is quite clear that the agencies 
are entitled to and are obligated to give to the appropriate committees 
of Congress their estimate of what was needed. They do, however, 
state that such a figure was their own individual estimate without 
regard to the other Government agencies. 

Mr. Ayres. Mr. Chairman. 

The CuarrmMan. Mr. Avres. 

Mr. Ayres. I have thought for some time the House of Representa- 
tives has lost control over appropriations. Under the Constitution 
that is where the appropriations originate and in years past that was 
true, but now the appropriations are written in conference and it 
seems to me there is more pressure from the Senate than from the 
House as to what the appropriations shall be. So you cannot blame 
the agencies for being confused when they come before the House and 
ask for a certain figure, then in the Senate, although it does not 
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originate there, I am inclined to believe the Senate plays an important 
part in the final figure. 

This may not be a pertinent question, but do you have more pressure 
from Senators or from House Members? 

The CuarrMan. I think I will rule that question out of order. 

Mr. Merriam. Thank you. 

The Cuarrman. Let us go to part (b) of that first question, dealing 
with what authority does the Bureau of the Budget have to restrict 
the Veterans’ Administration’s budget request to a degree which will 
require closing of hospitals? 

or example, this year I am sure you are aware that Mr. Whittier 
went to the Appropriations Committee and said under that budget 
he thought he should close seven hospitals. Let us take the instance, 
where Congress appropriates money to be used on a specific hospital, 
as it did last year or the year before. How does the Bureau of the 
Budget have authority to withhold that money? Take McKinney, 
Tex., for example. The Bureau held that money up for a considerable 
length of time. 

Mr. Merriam. That is correct. 

Actually, answering the question phrased in this way, in terms of 
what authority the Bureau of the Budget has to restrict the Veterans’ 
Administration’s budget request to a degree which will require closing 
of hospitals, I would have to answer very directly that we have no 
authority to restrict the budget request of the Veterans’ Administra- 
tion in any manner. That is, I assume in that instance you meant 
the request they made to us? 

The CuarrMan. If you restrict it to the extent they have to close 
hospitals. 

Mr. Merriam. Under the provisions of the Budget and Accounting 
Act of 1921 we do have—and again if I may quote you the language 
from the act—the Bureau shall have authority ‘‘to assemble, correlate, 
revise, reduce, or increase the requests for appropriations of the 
several departments or establishments.” 

Under that authority in making our recommendations to the 
President we do have to give our best judgment as to what in all these 
competing demands should have priority, and in that connection it is 
true that their request for operating funds for hospitals was reduced. 

The CHairMan. It was reduced enough that it would require the 
closing of seven hospitals. If you can restrict it enough to close 
seven hospitals, you can restrict it enough to close all the hospitals. 

Mr. Merriam. In the final analysis the Congress must pass the 
appropriation and make the determination of what the size of that 
program shall be. 

When we analyzed the Veterans’ Administration’s budget last year, 
very frankly we did not analyze it in terms of: Will this amount of 
money keep this or that hospital open or closed. We analyzed it on 
our best estimate of the patient load and what amount would be 
needed for that patient load. It is quite true that when the amount 
is reduced some adjustments will have to be made, but the point | 
wanted to make is that we do not, and should not, in my opinion, deal 
in specifics of—will this leave X hospital open and Y hospital closed 
and cut down half of Z hospital. 

Mr. Kearney. Is it not true that in the specific instance the 
chairman cited the Bureau of the Budget then would be in the position 
of overriding the will of Congress? 
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Mr. Merriam. You are talking about McKinney now? 

Mr. Kearney. Yes. 

Mr. Merriam. I think that is in a different category and I would 
have to answer that by saying that at the time the specific language 
was put in about McKinney we were in one of the periodic eras of 
trying to fit our expenditures into our revenues and to come out with 
some kind of a balance. And it is quite true that for a period of time 
the then Director of the Budget did not release the funds for that, 
but it was not a refusal as much as a deferral, and there is nothing in 
the law that says exactly when the money will be spent. An appro- 
priation, of course, is authority to spend money. We believe that after 
Congress appropriates an amount of money it is a directive to spend 
it, but, as you know, we have these no-year appropriations where the 
money may not be spent for 4 or 5 or 6 years in some of the military 
appropriations, particularly. We believe the President has some dis- 
cretion as to timing, and in this particular instance it was that dis- 
cretion that was being exercised, and again in that particular instance, 
so that the record may be straight, the funds were released at the 
specific direction of the President, who does get involved in the in- 
dividual cases far more than I believe many people realize. 

The CuarrMan. Did he ever release it? 

Mr. Merriam. Certainly. We have no authority not to release it. 

Mrs. Rogers. Mr. Chairman. 

The CHarrMaNn. Mrs. Rogers. 

Mrs. Rogers. You really do a great deal of recommending as to 
which hospitals will be closed and which hospitals shall have additional 
buildings. 

Mr. Merriam. You mean in terms of this year, Mrs. Rogers, in 
the reduction in their appropriation? 

Mrs. Rocers. I know you do a great deal of recommending as to 
whether a hospital shall have additional buildings or whether it shall 
be closed. 

Mr. Merriam. I think you have to distinguish between existing 
hospitals and those proposed for construction, because in the case of 
those proposed for construction there is a formal procedure for review 
and approval by the President, as you know, and we in our staff role 
are put in the position of advising him on his approval for new con- 
struction. 

Mrs. Rocers. But you have a lot to do with selecting which 
buildings will go up. 

Mr. Merriam. All we can do is review the recommendations of the 
Veterans’ Administration. We cannot and do not initiate. We do 
have ideas and discuss them with the Veterans’ Administration as to 
the amount of floorspace that should be in a building or other matters 
of broad policy, you might say, but this is done in the context of our 
review of all hospital construction. Virtually the same process is 
gone through in the military hospital construction program, which may 
not come before this committee, so that this is not something directed 
solely at the Veterans’ Administration but it is a review of hospital 
construction generally in an attempt to get some uniformity in the 
various programs. 

The CHarrMan. Let us get back to these seven hospitals. If you 
have authority to cut the money to the point the Administrator said 
he would have to close seven hospitals, you could go further and cut 
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the money to where he would have to close all hospitals. You get 
to a point where you make a change in the law or make law yourself. 

Mr. Merriam. You have to distinguish between two things. In 
the first place, the budget recommendations of the Veterans’ Admin- 
istration are reviewed by us and by the President and submitted to 
the Congress. These are only recommendations. Certainly we can 
make recommendations, but the Congress can and often does choose to 
ignore those rec ommendations completely, and that is its prerogative. 

After the money is appropriated you have the apportionment 
process, and once the appropriation has been made, aes there are 
unusual conditions involving particular items where the President, as 
Commander in Chief, has certain responsibilities—by and large once 
an appropriation has been made it is certainly this administration’s 
position that that is a directive to proceed with the program as it 
has been outlined. 

The Cuarrman. But you do not feel you have any obligation to 
recommend sufficient funds for the Administrator to operate these 
hospitals? 

Mr. Merriam. Certainly. 

The CHarrman. I know legally, yes, but morally is there not an 
obligation on your part to give the Administrator sufficient money 
to operate the hospitals? 

Mr. Merriam. Certainly. I think this is the nub of the problem. 
The problem comes down to what does the law direct, and here I 
gather there is some difference of opinion. It is our view that the 
law is not clear cut on this matter and we have interpreted it as best 
we can. The law definitely requires as a mandate that service-con- 
nected veteran cases be given hospital care and treatment, and as far 
as the President is concerned it should be the very best treatment 
that money can buy. From there the law goes into hospital care 
and treatment for those who are ill but which illness is not connected 
with their service. 

I have read very carefully the dialog that has gone back and forth 
between Mr. Whittier and members of the committee. I can only 
add to it by saying it is our opinion, and the opinion of our counsel, as 
it is that of Mr. Whittier’s counsel, I believe, that the law leaves a 
certain amount of discretion to the Veterans’ Adminisirator in the 
operation of beds for non-service-connected veterans. The law says 
“may,’’ it is permissive; and it says, ‘‘to the extent facilities are avail- 
able.” I think that clause causes us a lot of trouble. What are 
available facilities? The Veterans’ Administrator would say, and we 
would agree, that a facility iricludes more than the physical shell or 
building. It must include staff and it must include money to pay that 
staff and it must include supplies and patients. 

The CuarrMAN. Should a person in your position try to recommend 
money to carry out the intent of Congress, or what you think the 
agency should have based on your personal beliefs or desires? 

Mr. Merriam. I think one must ascertain to the best of his ability 
what the intent of Congress was. 

The CuarrMan. Can you point to anything in the law that you can 
interpret as meaning the Congress intended some hospitals should be 
closed or some beds should be closed? 

Mr. Merriam. All I can do is go back to the law which has as its 
purpose a hospital system to care for veterans with service-connected 
disabilities. 
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The CuairmMan. Do you think Congress would appropriate money 
to build a hospital or to add beds without any intention to use it? 

Mr. Merriam. No; but I do not think the problem lies in that. 
The problem lies in hospitals taken over by the Veterans’ Administra- 
tion after World War IT, many of which are wooden cantonment type 
hospitals which were not originally built for this purpose. 

The CuairMan. If those were the only ones we were discussing 
L would not be asking any questions. 

Mr. Merriam. I think that is where you have had a large part of 
the problem. 

The CuairMan. A considerable part, but not all. Everything that 
Congress has done, it has implied or expressed the thought beds 
constructed should be used. The reason “may” was put in the law, 
was because it could not say that the Veterans’ Administration would 
hospitalize all non-service-connected cases. However, when Congress 
provides a certain number of beds and says you may hospitalize non- 
service-connected veterans, do you not think the intent was to hos- 
pitalize them to the extent of the number of beds? Take McKinney 
as an example. 

Mr. Merriam. Certainly, if there are available beds and sufficient 
funds and there are patients in need, you would have a real problem. 
I think that is not the situation, however, and it seems to me you have 
to allow, and the law does allow, discretion to the Veterans’ Adminis- 
trator to determine how that law will operate. 

For example, over the last several years, as a result of the wonderful 
discoveries made in the medical field, the TB patient load has been 
steadily going down at the rate, so far as the Veterans’ Administration 
patients are concerned, of 1,000 beds a year. When you have a hos- 
pital which was built for TB patients and as a result of this drop in 
patient load you do not have the patients to fill it, it seems to me you 
run into a very important question: Was it the intent of the law that 
this hospital be converted for the use of general or NP cases? I can- 
not read that interpretation into the law. 

The CHarrnmMaNn. Do you think a man is any more ill if he has TB 
than if he is a mental case? 

Mr. Merriam. Certainly not. 

The CHatrMAN. Does it say that anywhere in the law? 

Mr. Merriam. No; but the hospital was authorized by Congress 
to be built for the care of TB cases. 

The CHAIRMAN. Some were and some were not. 

Mr. Merriam. I am using that as an example because that is the 
clearest case where they were built for that purpose. The President 
approves not only the construction but the purpose for which the 
hospital is to be used, and if there is a change in purpose it seems to 
me the President has the authority to review the need for that facility. 

Mrs. RoGrrs. Mr. Chairman. 

The CHatrMAn. Mrs. Rogers. 

Mrs. Rocrrs. In many instances hospitals were built for one pur- 
pose in the beginning and buildings were added and were used for 
administrative purposes and TB wards and NP wards, so the President 
has that in his discretion? 

Mr. Merriam. That is right. 

Mrs. Rogers. One question that bothers me, how much budgeting 
do you do in connection with foreign aid? 
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The CuarrMan. Let us not go into foreign aid this morning. 

Mrs. Rocerrs. I think it has a relationship. 

The Cuarrman. We have a number of questions on this subject 
and I am not going to go into foreign aid this morning. 

Mrs. Rocers. I would like to ask that one question because I find 
that the people who have to do with foreign aid do not know what 
the foreign aid is meant for, and they also give hospitals to foreign 
countries. 

Mr. Merriam. I can answer this very briefly and quickly. We 
attempt to the best of our ability and within limitations to apply the 
same set of criteria to all the programs of the Federal Government. 
There are all kinds of factors involved in these programs. You have 
the problem of relations with the country with which you are dealing, 
and without going into that today, it presents different problems of 
review than does this program, but we try to apply the same criteria 
across the board. 

Mr. Stans. Mr. Chairman. 

The CuarrMan. Yes, Mr. Stans. 

Mr. Srans. I think it is evident that Mr. Merriam can answer 
these questions, and if there are any questions anvone wishes to ask 
me, I shall be glad to remain; otherwise, may I be excused? 

The CHatrman. Certainly, you may be excused, Mr. Stans. 

Mr. Stans. Thank you. 

The Cuarrman. Let us go to question No. 3: 

Recently 23 VA hospital managers met in a regional conference in 
California and adopted a resolution expressing the opinion that if the 
rising cost of medicine was not recognized in the preparation of Vet- 
erans’ Administration budgets, by 1960 the veterans’ medical pro- 
gram. will suffer irreparable damage. Does the Bureau of the Budget 
plan to recognize the sharp advance in the cost of medical care in the 
preparation of the Veterans’ Administration budget next year? 

Mr. Merriam. Mr. Chairman, first of all of course I cannot give 
you an answer now, and I am sure you do not want one, as to what 
the 1960 budget request of the Veterans’ Administration for medical 
care will be, because that will be dependent upon all kinds of factors 
in terms of the general budgetary situation. 

However, I would like to point out that each year the President’s 
budget has recognized the increasing cost of medical care, 85 percent 
of which is included in salaries and food, and with both of those items 
on the increase there must be and there have been increases in medical 
care programs. 

The best indication of that fact is that in the 4-year period from 
1954 to 1958 the actual per diem cost of operation of Veterans’ Ad- 
ministration hospitals has increased substantially, in general hospitals 
15 percent and in TB hospitals about 24 percent. 

he 1959 budget did provide for a further limited increase in the 
per diem cost. 

The operating per diem cost of nonprofit short-term general hospitals 
and non-Federal TB hospitals has increased at approximately the same 
rate during that equivalent period. 

The CHatrRMAN. Let us go to question No. 4. 

You have stated that there is a need for clarification of policy 
regarding the care of veterans. You have stated that the present 
policy is not clear? 
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Mr. Merriam. Yes, sir. 

The CuatrMan. Of course, | completely disagree with you on that. 
[ think it is completely clear that you have a certain number of beds 
and that you could and should operate them. 

Have you seen the bill the committee passed? Without objection 
the bill H. R. 10028 and the report will be included at the end of these 
hearings. ' 

Mr. Merriam. Yes, sir; | have examined it. 

The CuatrMan. Surely the Bureau of the Budget does not believe 
that this committee should spell out each and every hospital and bed 
and the kind of illness or disability that should be put in those beds. 
That is what you seem to be recommending. 

Mr. Merriam. No, sir. I think there is a broader question that 
ought to be faced up to by the Executive and by the Congress. I do 
not know how you would spell this out in law as yet and I have no 
recommendation to make on it at this time, but we have been thinking 
about this very seriously in recent months and I believe Mr. Kearney 
was sent a letter when Mr. Dodge first came to office on what should 
be the Federal Government’s responsibility in this whole area of care 
for veterans. 

We have to all stipulate and agree, I think, that the system is far 
more than adequate to care for the present or anticipated future load 
of service-connected cases. As I am sure you know, the load will be 
going down fairly substantially over the course of the next 15 or 20 
years. 

So that you come immediately to the general problem: What is the 
responsibility of the Federal Government for ie care of veterans 
generally in need of hospitalization? 

To our way of thinking that is a very vital question. 

In order to help give ourselves some guidance and information, we 
jointly made the study which the President transmitted to you to try 
to find out who is now caring for veterans in various categories of 
illnesses. I think that study has some very interesting, useful, and 
helpful information. It does show that overall the Veterans’ Adminis- 
tration, the Federal Government, today is caring for something like 
50 percent of all veterans excluding the service-connected cases. This 
is a very substantial load of the veteran population. 

We think it ought to be determined in the future whether the 
Veterans’ Administration, or more properly the Federal Government, 
is going to continue to carry this proportionate percentage of the 
veteran population in need of hospitalization. If that were the deci- 
sion, you would have to increase the hospital facilities. I want to 
make it clear we are not recommending that as an alternative. 

Mr. TeacueE of California. Mr. Chairman, may I interrupt at this 
point? 

The CuarrMan. Mr. Teague. 

Mr. TracueE of California. Did you say at this time the Federal 
Government is taking responsibility for and discharging that respon- 
sibility of caring for 50 percent of the non-service-connected veteran 
cases? 

Mr. Merriam. Yes, sir. On page 7 of your Committee Print 222, 
where the report is reprinted, the actual figure is 47.8 percent. 

The CuairmMan. Do you know where that figure was derived or 
where it came from? 1 do not believe it is humanly possible for you 
to get that figure with any degree of accuracy. 
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Mr. Merriam. We spent a good deal of time*and effort to track 
this down. We had the cooperation of the Public Health Service and 
the American Hospital Association, and it is our belief this is a firm 
figure, a good figure. 

The CuarrmMan. Will you tell me the process by which you arrived 
at that figure? 

Mr. Merriam. Mr. McNamara can give you that. 

The CuarrMan. I would like to have it because I do not believe it. 

Mr. McNamara. The effort was made to do this as carefully as it 
could be done. 

The National Institutes of Health, the Institute of Mental Health, 
sent out a questionnaire to all the hospitals in the United States and 
they furnished data as to the number of mental patients on a 1-day 
count. To that was added the non-service-connected patients in 
VA hospitals on approximately the same date, and those two figures 
were brought together. 

For the TB load, the Public Health Service sent a questionnaire to 
every TB sanatorium in the United States and the same information 
was obtained on a 1-day count. To that was added the census in 
VA hospitals on approximately the same date and that gave the 
count on 1 day. How valid that is, of course I cannot testify to. 
That was done by the Public Health Service. 

In the case of general hospitals, the American Hospital Association 
sent questionnaires to all the registered community hospitals, State, 
local, and county, the short-term general care and other special 
hospitals, and again the hospitals of the country were asked to furnish 
information on veterans in their hospitals on the date. I believe 
that was January 9. The returns from that inquiry were statistically 
in the order of magnitude of 80 percent, which is regarded as a very 
high statistical return. That information was furnished by the 
American Hospital Association and to that was added the number of 
veterans in VA hospitals for general care and surgery. 

The CuatrrMan. Nowhere in there do you mention the fact that 
many of these non-service-connected cases were taken care of in 
private hospitals before they went to VA hospitals. We went to 
Oklahoma City and found 228 patients in VA hospitals; 144 of the 
228 had been in private hospitals before they went to the VA hospital. 
You did not take that into consideration? 

Mr. Merriam. In all statistics you have to take a certain day or 
time and make your analysis, but I think the net effect is the same. 

The Cuarrman. It does not give you a balanced picture, though. 
Take these 228 veterans. On that day they were being treated in 
VA hospitals but they had also been treated in private hospitals. 

Mr. Merriam. | do not think this says that none of these 48 percent 
had ever gone to private hospitals. I would be willing to agree that 
some of these people in VA hospitels had been in private hospitals, but 
at this particular time that was the situation. My guess would be 
that if you took a slice through any time period you would come 
within 5 percent of that figure. 

The Cuarrman. Are there any questions? 

Mr. Merriam. To continue my thought, Congressman Teague. Ft 
seems to us that the problem has to be raised and should be very 
directly met: Just exactly what is going to be the future responsibility 
of the Federal Government for medical care for veterans generally? 
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The CuarrMan. Has the Bureau come to any definite conclusions 
as a result of that study? 

Mr. Merriam. No, sir. We have not. We are in the process of 
analyzing that, as is the Veterans’ Administration, and then we will 
present, either individually or collectively, our recommendations to 
the President, and of course he is going to be the one who makes 
a decision as to what recommendation this administration will make 
on the basis of that study. 

I might just say, in addition, Mr. Chairman, that I think it has to 
be borne in mind that initially, as I understand, in 1924, when the first 
change was made to allow service for veterans other than those with 
service-connected disabilities, that this was authorized to a limited 
extent because there were at that time excess beds in the then existing 
system, as a result of the decline in the service-connected patient load. 
That is where it started. 

I grant you there has been an evolution since then through the 
authorizations of Congress to build added hospital facilities, but that 
was the beginning of this program, as I know you are well aware. 

I would say this, also, Mr. Chairman, with reference to the problem: 
There is a second factor that has to be considered, and that is, assum- 
ing the responsibility to care for, let’s say, all veterans with need, I 
think you still have, as your bill does recognize, the problem of deter- 
mining what need really is and of giving to the Veterans’ Administra- 
tion some direction and some leverage to make sure that the use of 
the system is not abused. 

My guess would be, as 1 think you have stated, that the flagrant 
abuse is very limited but these cases are always pointed out and they 
are unfortunate. I think they do harm to the whole veterans’ pro- 
gram. I would think that the veterans’ organizations, as well as 
everyone else, would be interested in eliminating any possibility that 
there can be abuse of this program, no matter how much of it there 
may be. 

Do you want me to go on with the statement? 

The CHarrman. If the members of the committee do. I think, as 
I understand your testimony, the Bureau will probably not recommend 
sufficient money next year for the VA to utilize the beds it could, unless 
the Congress spells out in more definite language exactly what the 
Congress wants you to do with the VA hospitals. 

I would assume that will be true in construction, renovation, and 
all phases of the hospital program. 

Mr. Merriam. No, sir. I think that would be a very erroneous 
conclusion from my testimony, and if I have said anything that led 
you to that conclusion, it was most certainly not intended. 

Our position is quite to the contrary: That the administration, 
the Executive, President, ourselves, as a staff agency to the President, 
and the Veterans’ Administration, all have a responsibility to carry 
forth with an efficient functioning hospital system. As far as con- 
struction of new facilities is concerned, while it is quite easily demon- 
strable that there have been some delays in the carrying out of the 
construction program, certainly we would not be willing to have all 
those fall on our doorstep. I think that the program is moving for- 
ward and there is absolutely no intention, and there will not be, to 
attempt to impede the development of the construction program. 
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There will be an orderly review, as there has been in the past, and 
as there is in other programs, and as there must be, we think, according 
to the law. 

But no one that I know of anywhere would think for a moment of 
attempting to obstruct the orderly development of a program through 
some technical means, if that was what you were implying. 

Mr. Kearney. Mr. Chairman. 

The CuyarrMan. Mr. Kearney. 

Mr. Kearney. Do I understand that if the Veterans’ Administra- 
tion asks for X dollars, that the Bureau of the Budget will go along 
with their thoughts on what they need? 

Mr. Merriam. No, sir. That does not necessarily apply. As I 
indicated before, all of the requests of all of the agencies are considered 
in the light of total needs, the amount of money available, the problems 
that exist at the time, et cetera. There isn’t a single agency of Gov- 
ernment that doesn’t have some of its requests reduced, including the 
Veterans’ Administration, and as happened in fiscal 1959, there was 
a reduction in the President’s budget of some $5 million initially in the 
medical care item. 

Mr. Kearney. Does the Bureau of the Budget ever “‘up”’ an esti- 
mate of any agency? 

Mr. Merriam. It is a pretty rare thing, Congressman Kearney. 
It has happened. 

The Cuarrman. I| think this year the VA asked for what, $54 million 
in construction? And you people cut them to $7 million. The Con- 
gress put ten back in, or something like that. Is that about right? 

Mr. McNamara. Mr. Chairman, I think it is very important that 
this committee understand that that reduction did not reflect a reduc- 
tion in the program. With the concurrence of the Veterans’ Admin- 
istration, and because there was such a large amount of unobligated 
appropriations, and because of the time that it takes between a pro- 
gram being approved and when the Veterans’ Administration needs 
the money for the construction phase, or the awarding of the contract, 
the Bureau of the Budget simply did not include in the appropriated 
money the funds needed for construction, with the clear understanding 
with the agency that when that money was needed it would be 
included. 

We approved the program, which is the important thing, with a 
reduction of $5 million, because they had asked for an increase to 
$30 million over the $25 million that had been appropriated in the 
preceding years, and the President did not grant that increase. | 
think it is very important you understand we did not make that kind 
of a cut in the program. 

The Cuarrman. Of course, I noticed at the time the Appropriation 
Committee was very critical of the VA on its construction program, 
it seems the VA has delayed quite a bit of construction. 

Mr. Merriam. They were, but they were also critical of the large 
unobligated balances that were being carried forward. This is one of 
the thoughts we had in mind—of catching up with what had already 
been appropriated by the Congress before piling up additional appro- 
priated funds they wouldn’t be able to spend for a couple of years. 

This seems to us to be just ordinary commonsense in the develop- 
ment of any construction program. May I say also, so that this not 
be limited to the Veterans’ Administration, there is not a construction 
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program | know of in which the Federal Government is engaged that 
does not get into delays. Some of the delays are caused by the or- 
dinary process of developing plans, some have been caused, as they 
were a little over a year ago, by attempts on the part of the adminis- 
tration to hold down on its expenditures for construction, particularly 
at times when it is competing with itself and with private industry, 
during booming days, and driving construction costs up ata fantastic 
rate. But there isn’t a construction program anywhere in the Gov- 
ernment that does not run into these same delays. 

The CuairmAn. Mr. McNamara, 2 years ago you, in testifying 
before the committee, said that it would probably be the position of the 
Bureau to finance hospital construction over a period of 5 or 6 years. 

Mr. McNamara. Yes, sir. 

The CHarrMAN. That was 2 years ago, in 1956. That was in 
February of 1956. What would be your estimate now? 

Take, for example, the new hospital here in the District. 

Mr. McNamara. The new hospital in the District of Columbia, 
the funds for the preliminary planning have already been appropriated, 
and the Veterans’ Administration has scheduled the construction 
money for that hospital in the 1960 budget. Of course, I cannot 
make any comment whether that will be allowed but that is scheduled. 

Mr. Chairman, I think it is important to this committee to know 
that there is not any intention of the Bureau of the Budget to go back 
on its indication to you that it intends to see that that replacement 
program is carried out. We work with them carefully, we know your 
interest in it, we have pledged our support to it and I think we can 
demonstrate that we have supported it. 

There has been {a] 1-year delay in the funding of it, for reasons 
which Mr. Merriam explained. Last year the situation was pretty 
critical in the Government’s funding but we have funded every one 
except 1 of those 9 hospitals for preliminary plans. That one is the 
Temple, Tex., hospital. The Veterans’ Administration has not asked 
for the money for it yet. It does plan in 1960 to doit. Three of the 
nine have been fully funded for construction. They have got more 
money than they have needed, as yet. I am sure that, consistent 
with what may be the financial problem of total government, the 
Bureau of the Budget will support that program. I don’t think that 
is an unfair statement, is it, Mr. Merriam? 

Mr. Merrian. May I add also, Mr. Chairman, in some of our 
recent discussions with the Veterans’ Administration it was suggested 
that we ought to jointly take a look further down the road to see what 
the replacement problem is going to be in the future, as Mr. Whittier 
indicated to you earlier. That study is going forward. It is our 
joint intention to prepare a fairly long-range program, which will 
insure that the system be maintained in a modern condition, which 
will give us some indication of what the needs will be to do that over 
the course of the next 10 to 15 vears. 

The CuarrmMan. Mr. Teague? 

Mr. Traaue of California. Yes. I have to go and try to take care 
of our poor ol. cotton farmers, but before I go 1 would like to make 
this comment: 

We are going to be voting today on a proposal to increase the na- 
tional debt by some $10 billion. All of us get a little cross at the 
Bureau of the Budget once in a while, including myself, but I would 





IE NPI Sums 


ES SS NE SSNS SSS SR 





1 I GE PR AE ERTS A To A TE A PRT ABIES TE. ETC OE ow 


NRA KS a eT 





4722 VETERANS’ ADMINISTRATION HOSPITALS 


like to make this observation: That probably if it were not for some 
of the things they have done we would be voting to increase it by 
$25 billion or $50 billion instead of $10 billion. 

The CuarrMan. Thank you. 

To go back to the overall subject for a moment, if the Adminis- 
trator comes in next year to ask for a certain amount of money to 
run his hospitals, and you recommend or suggest a figure that you 
know or he knows in insufficient to operate his hospitals, do you think 
vou have helped his program, or hurt his program? 

Mr. Merriam. We would not suggest an amount which would be 
insufficient to take care of the needs which he has. The difference 
that we will have, of course, is as to the extent of those needs. The 
amount which was cut from this year’s appropriation, part of which 
we later agreed to restore, was an amount of money equivalent to an 
estimated patient load about a thousand less than the previous year, 
and was based, as I indicated earlier, on the projections which showed 
a drop of TB cases of about that amount. 

The CuarrMAN. Are you aware of the question I asked Dr. Middle- 
ton that he would not answer, never would anser, said he would 
not answer? 

Mr. Merriam. No. 

The Chairman. I asked Dr. Middleton whether he asked the Bureau 
of the Budget for the amount of money he thought he should have, or 
the amount he thought he could get. He just flatly refused to answer 
the questions. 

If 95 percent of all the VA hospital managers across the United 
States told you unless they got more money their medical care program 
was going to decline to a point they were not proud of, would you 
believe they lacked some money? 

Mr. Merriam. I would certainly want to give very serious con- 
sideration to that. Of course, we have a number of standards and 
criteria by which we have to judge that. We cannot and will not set 
ourselves and the Bureau of the Budget up as experts with final 
authority on problems of hospital management, but we certainly can, 
and do, develop information, based upon operations of other hospitals 
in the Federal establishment, and based upon detailed work with pri- 
vate groups and knowledge about the operations of private hospitals. 

Through all of that, we get a very good basis for comparative costs. 
Through all of that you have to determine what is adequate to operate 
the VA system. 

Certainly, again, I could just say this, Mr. Chairman: There isn’t 
a single operator of any program in the Government who doesn’t 
think he could do a better job if he could get a little more money. It is 
probably true. 

The Cuarrman. I am sure that is true, but when you find such an 
unanimous statement from the 23 doctors—Incidentally they will get 
in trouble with the Administrator before it is over. They passed that 
resolution on the west coast, a very strong resolution, a unanimous 
resolution by 23 hospital managers. It certainly made me stop to 
think. I have been in other parts of the country. Other hospital 
managers say they would do the same over if they had the opportunity. 

Mr. Merriam. I would guess if you polled the hospital managers 
everyone would say he needs more money. All I can say is if you poll 
the managers of any other program, you will get the same answer. 
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If | may use an analogy, the individual services in the Military 
Establishment are asked each year to say what they think is the 
amount of money that they need to carry out the missions that have 
been assigned to them. Every year their figures probably start out 
$10 billion higher than they end up with, yet they do carry out their 
missions and our country is in a very strong condition, today. The 
same analogy applies, I think, to all these other programs. 

I do not criticize a manager for saying he wants more money, because 
it is his job to provide the best possible service he can, but I do think 
that somebody has to take an overall look at where we are going. 

As Congressman Teague of California indicated, last year, in 1958, 
the budget requests totaled about $13 billion more than the President 
submitted to the C ongress. Most of those were legitimate requests. 
There was no boondoggling in there. These were appropriate things 
that somebody wanted to do. Many of them would have been very 
desirable things to do. Yet, we would have had, had they all been 
agreed to, a $13 billion higher expenditure on top of what we already 
have. 

In our very considered opinion, the increases which have been made 
for medical care are equivalent with those which are going into private 
hospitals, are duly taking account of increased costs, and are enabling 
prudent managers to conduct efficient, well operating hospitals. 

The CHatrMan. Did the Administrator tell you that he is going to 
recommend closing seven hospitals unless he got more money this year? 

Mr. Merriam. At which time? At some point this got into our 
discussions. I don’t think it did at the time of the budget. 

The CHarrMANn. When he went before the Appropriations Com- 
mittee he told them he thought that it was necessary to close seven 
hospitals. 

Mr. Merriam. I[ know he did. What I don’t remember is exactly 
when he discussed that with me. He did at some point but I can’t 
tell you at which stage. 

The Cuarrman. But you still based your budget on the fact that 
you knew he was going to recommend closing seven hospitals? 

Mr. Merriam. No. At the time the budget was developed we 
talked in terms of a thousand patient loss. There were a number of 
ways in which it could be done, and that was to be something which 
the VA would work out. Quite obviously if you reduce the patient 
load a thousand you will either have to close units or beds or hos- 
pitals. We are not naive in that respect. 

Mrs. Rogers. Will you yield? 

The CuatrrmMan. Mrs. Rogers. 

Mrs. Rowers. At Bedford, Mass., they put up a very fine new 
building for civilian treatment. They cannot open it unless they get 
more money. Are they going to get some more money, do you know, 
Mr. McNamara? | think it is at NP hospital. They might get some 
of that $5 million but they have not had it yet. They will have to 
close, or, rather, it cannot be opened if they do not get the money. 

Mr. McN AMARA. We cannot answer that specifically because of 
course we don’t budget on the basis if any one hospital or building. 
What little I recall of the project you are talking about, there is no 
increase in beds at Bedford. This is a straight replacement for exist- 
ing buildings. 

Mrs. Roacers. There is going to be a decrease in beds. 








SEP rae 


4724 VETERANS’ ADMINISTRATION HOSPITALS 


Mr. McNamara. There should be in the budget the same amount 
of money when that building is opened as there is at the present time. 
They are staffing if for the present patients. I assume they could open 
that building. 

Mrs. Rocsrs. But it costs more to start a building of the modern 
type, they tell me, than it does one of the old buildings. They need 
more money. They are trying to get it. I was wondering if the bud- 
get would help them get an appropriation, if it cannot be done other- 
wise. That is true of other NP hospitals over the country. 

Mr. Merriam. I think that Mr. McNamara is saying we deal with 
the VA on their overall amounts. They then have to allocate that 
out as they best see fit, once the amount has been agreed upon and 
submitted. 

Obviously it would seem to me, however, to answer your question 
as specifically as I can, if they have a fac ility it would make common 
sense to allocate enough money to operate it. 

Mrs. Rogurs. They do not give them as much money as they did 
at the hospital at Bedford. I think the budget recommended on 
that. They are only a few miles apart. 

Mr. Merriam. Those both are mental hospitals. 

Mrs. Rocers. They are only a few miles apart. The veterans 
operates much more reasonably. 

Mr. Merriam. To the best of our knowledge, all of the veterans’ 
hospitals are allocated the same amount. 

Mrs. Rogers. Mr. McNamara probably knows that. 

Mr. Merriam. We have a very limited stafl, actually. I would 
like to say, while we are on that subject, that we don’t act like, at 
least I hope we don’t act like and don’t want to act like and don’t 
have the facilities to act like, a police force when it comes to these 
expenditures. That is the agency’s responsibility and the President 
feels very strongly that the individual administrators, whom he has 
appointed, must have that responsibility. We all are part of the same 
executive branch. 

If I might be allowed to comment, Mr. Chairman, I was a little 
puzzled by the reference in your committee report on H. R. 10028 
to “outside agencies.’”’” The Veterans’ Administration and the 
Bureau of the Budget are both part of the President’s executive 
family. The President appoints the Veterans’ Administrator, who is 
responsible to him for the direction of that program. The President 
appoints the Budget Director, who is also responsible to him and 
they are both wor king i in the same circle. 

The Cuarrman. You have prepared answers. Suppose we put 
them in the record. 

Mr. Merriam. I don’t reaily have them in shape. I have some 
notes here. Do you mean on the rest of the questions? 

The Cuarrman. Yes. Actually we have covered all of them to an 
extent. 

Mr. Sisk. Mr. Chairman. 

The CHarrman. Mr. Sisk. 

Mr. Sisk. To what extent has question No. 5 been discussed? 
Have they stated their position on No. 5 specifically? 

The CHarrman. No; they have not. 

Mr. Sisk. I think that is a pretty important question, because it 
comes down to a policy matter, and certainly if I understand it, vou 
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fellows deal with policy. I would like to have you comment on ques- 
tion No. 5 

Mr. Merriam. Five was: “Is the Bureau of the Budget opposed 
to the program of transferrmg selected NP patients to psychiatric 
hospitals?”’ 

My answer would be that the Bureau of the Budget is not opposed 
to this program, and has done nothing that we know of to interfere 
with it in any way. As pointed out in your committee’s report, large 
numbers of patients have been transferred under this program, and 
although the rate of transfer has dropped off recently, our understand- 
ing is that one reason for this is that from a professional and medical 
point of view, there are only a certain portion of the beds in the gen- 
eral hospital which can be devoted to care of this type of patient 
without adversely affecting the standards of care rendered by the 
hospital as a whole. 

This is not my own individual knowledge, but that is the informa- 
tion which I have obtained. 

In addition, the ability to recruit the needed professional staff has 
been a factor which has controlled the locations at which such patients 
can be hospitalized. The extent of the transfers for this program 
has been entirely up to the Veterans’ Administration. 

Mr. Sisk. I might say, Mr. Merriam, we have had quite a little 
bit of testimony before the committee regarding this question, both 
from people in the Veterans’ Administration, as well as other groups 
interested in the program. It is my understanding that there was a 
rather substantial program of this type started, and it was producing 
some very excellent results but for some reason it has come to a rather 
skidding halt. Do I understand you to say that the Bureau of the 
Budget has not objected to the continuation of that program? 

Mr. Merriam. That is correct; ves, sir. 

Mr. Stsx. Do you have any comments to make as to why the pro- 
gram of this transfer may have been slowing down with reference to 
any other aspect, other than the staff problem, which I believe you 
bring up? 

I believe I understood you to say it was a matter of proper care of 
the patients. 

Mr. Merriam. Yes, sir. 

Mr. Sisk. I might say we had testimony before this committee, 
let’s say, contradictory to that. Whether or not that is correct or 
not, I do not know, but there was testimony that this program was 
a very excellent thing, and they felt it should be continued, but appar- 
ently it had been stopped. Iam merely interested in who stopped it, 
why it was stopped, et cetera. 

Mr. Merriam. I cannot answer that any more directly than I have. 
As I understand, you have these dual problems of staffing and the 
question of how many of these patients you can care for in a particular 
location. Would you want to add anything to that? 

Mr. McNamara. Yes. 

Mr. Chairman, Mr. Sisk, so far as I know, this is not a problem 
that has even been discussed with the Bureau of the Budget. I 
think the basic point here is, if these patients can be properly cared 
for in a general hospital, that is entirely a matter within the Veterans’ 
Administration. I personally have no knowledge of this program. 
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Mr. Sisk. I am sorry I was late, Mr. Chairman. I do not want to 
go over ground that has already been covered here. The thing that 
is involved here, it seems to me Mr. McNamara, in a sense gets to the 
nub of the whole problem. That has to do with the fact that beds are 
being closed from time to time in GM and 8 hospitals because ap- 
parently the position of either the Bureau of the Budget or the VA is 
that they are no longer necessarily needed. 

Yet I am sure you will agree with me we have large NP waiting lists 
all over the country and the neuropsychiatric problem has been the 
big one. We are desirous of reducing that list. It comes down to the 
question of whether or not there is a determination to cut down on the 
number of beds and close these GM and S beds and make them 
available to the NP patient. That to me becomes a policy matter, 
which is my understanding, that you people have something to do 
with. To that extent, I do think it is something that you should be 
aware of and be in position at least to make some comments on. 

Mr. McNamara. I must truthfully say, Mr. Sisk, this has been a 
program we have had, so far as I know, nothing to do with. It makes 
sense to us that if there are patients in mental hospitals whose condi- 
tion has advanced to a point where they can be cared for in a general 
hospital, they should be put in the general hospital and that makes a 
bed available in mental hospitals. 

The Veterans’ Administration has been doing it more extensively in 
the last few years than I have ever known it before. So far as I know, 
the Bureau has not had any concern or raised any questions about it. 
I know specifically that they moved patients from Perry Point, Md., 
to the hospital in West Virginia. We heard about it. I am sure we 
did not question it or would not have questioned it. 

Mr. Kearney. Will the gentleman yield? 

Mr. Sisk. Yes. 

Mr. Kearney. That is the duty of the Administrator, is it not? 
There is no reason for him to consult the Bureau of the Budget on 
that particular phase of the administration. 

Mr. Merriam. I think that would be very correct, Congressman. 
To be very frank with you, until this question came up in reference 
to this committee hearing, I had not heard of this particular program, 
so if there had been any problems on it, they haven’t been serious 
enough to call them to my attention. 

Mr. Sisx. Mr. Chairman, I might say, and I will conclude with this, 
Mr. Merriam, the point I am attempting to make clear here is, let me 
assume for the moment that the VA Administrator made a survey and 
found that, because of vacant beds or unused beds in GM and S 
hospitals or other hospitals, and say he found a thousand of those 
beds could be utilized for NP patients, and he recommended that they 
be used that way. 

Are you in position to say that the Bureau of the Budget would 
approve the expenditure, if necessary, for that use? 

Mr. Merriam. Are you talking about conversion of a facility? 

Mr. Sisk. Well, in a sense you could call it a conversion. It would 
be simply a matter of taking and using a thousand of these beds that 
today are not being used because of the fact that possibly there is not 
any call for them in GM and S hospitals, and if he recommends their 
use for NP patients, due to the big waiting list, and the great need for 
that, and he so recommended that, what then would be the position 
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of the Bureau of the Budget with reference to the expenditure required 
in making that use? 

Mr. Merriam. | think it would have to depend upon the situation. 
If you were talking about taking some of these vacant beds, which is 
where this question started in the committee, many of those are in, as 
we talked about before you came in, these old temporary World War 
II type hospitals. We would raise some question about converting 
those units because of the expense that would be involved. But that 
is a different question from the question of using space in existing 
hospitals. That is the only distinction I would make. 

Mr. Sisk. The problem that we were trying to get to here for quite 
some time in questions to the VA and to the Administrator and to 
others, was to try to find out who has the authority, and where the 
policymaking takes place, as to the permission of the transfer of these 
patients. I know in my own State in California the desperate situa- 
tion with reference to NP patients. I know that it exists in Florida 
and other areas of the country. Yet, with rather substantial numbers, 
several thousand of these other beds available, the best information 
that I am able to get from the VA is that they do not have the money 
to make this conversion, so then that comes down to you, Mr. Merriam. 

I am simply attempting to try to find out what your feeling is with 
reference to making that money available, because it is going to require 
the dollars and cents to do it, whether they be in temporary or per- 
manent structures. I would say in many cases permanent structures 
are involved. I appreciate our need to get md of the temporary 
structures. 1 will pay this compliment to you and to others: That 
there is some headway being made on that. I do not think it has 
been nearly as rapid as it should have been. I know for example, in 
Long Beach, Calif., there have been substantial forward steps made in 
the replacement of the old temporary hospital. 1 am interested in the 
position of the Bureau of the Budget, for the use of these beds, which 
may not be any longer needed for GM and S, when we have this great 
need for them for neuropsychiatric patients. 

Mr. Merriam. I would say we would look at the overall expendi- 
tures, for medical care as well as for alterations, and modernization. 
By and large the Veterans’ Administration would determine how that 
total amount was used, and if they wanted to use it in this way as 
opposed to some other, that is up to them to make the final decision. 

Now you get into the question of priorities, I will grant you. 

Mr. Sisk. In other words, what you are saymg in essence, Mr. 
Merriam, and I am not particularly blaming you, maybe this is the 
only position you can take, but you are saying as a matter of illustra- 
tion, here is $1 billion. That is all the money you get. Do the best 
you can with it. If you want to use it for NP or something else, 
O. K. That does not go to the problem at all. The thing we have 
been asking of the president and of the Bureau of the Budget and the 
VA, is to make policy determinations and make use of these facilities. 

Mr. Merriam. Thatistrue. On major alterations and conversions, 
you have to have the President’s approval on them. ‘There is an 
individual review there, but I was speaking specifically to the question 
of whether they use available facilities, existing and available facilities, 
for the transfer of NP patients. 

On that question or subject we have had no part in any 
determinations. 








ARSE ee A ET ym elt 


ene saa 


nent Ran mal naa 


PT 


4728 VETERANS’ ADMINISTRATION HOSPITALS 


Mr. McNamara. Could I add one word so there is no misunder- 
standing of what I was saying? 

It is our understanding when they change these patients from a 
NP to a GMS hospital, they are not creating more beds for mental 
patients. But they are saying this is a type patient who can be 
eared for in a general hospital and they are using available beds in 
a general hospital. If you are proposing to change the entire character 
of general hospitals, then I think that becomes a program question 
that under the law the President has to approve. That has not been 
proposed to us and for that reason we have not been familiar with it. 

Mrs. Rocers. Will you yield? 

Mr. Sisk. Yes. 

The Cuarrman. Mrs. Rogers. 

Mrs. Rogers. Does the American Medical Association go to you 
with protests very often? Do they protest the care of veterans in 
the hospitals? 

Mr. Merriam. Not to my knowledge. There may have been some 
communication. I am sure there have been some discussions from 
time to time, but if your question is, has this been a factor in our 
determinations, the answer is “No.” We are looking at this thing from 
the overall point of view. 

Mrs. Rocers. Do you not feel the care of the veterans comes first? 
They are special class, and we would have no freedom in our country 
today if it were not for the veterans. 

Mr. Merriam. Certainly, being one of them I would have to go 
along with you in saying that they are a very important group in our 
society. But I think we have to determine as a matter of policy 
where the Federal Government’s responsibility begins and ends for 
those in this non-service-connected category, and that is where the 
chairman and I, I guess, disagree as to whether there is a firm policy 
on that or not. 

Mrs. Rogers. But many veterans have to be hospitalized before 
they can establish service connection and that is particularly true of 
the NP cases. They cannot help themselves very much and hospital- 
ization will take care of them. 

Mr. Merriam. That is unquestionably true. Certainly nobody 
in his wildest moments is suggesting that the VA system be reduced to 
the number of beds that will just care for the service-connected cases. 
There has to be flexibility and leeway. I think the only argument is 
one of degree, how far you go. Perhaps it is a lot narrower differenc e 
of opinion that most people would imagine. 

Mrs. Rogers. I would like to ask you one other question, Mr. 
Merriam, and that is: If it is not true that the public health hospitals 
get a great deal of money for research, et cetera. I do not know 
whether in the appropriations they follow the budget recommendations 
or not, but my recollection is you recommend very handsomely for the 
public health hospitals. 

Mr. Merriam. I am smiling only because I have been having some 
sessions with the public health people who say to me the same things 
some of the managers may have said to you, that we are being far too 
stingy with them, and that, as a matter of fact, the Veterans’ Adminis- 
tration hospitals are much ‘better off. This is a part of the perpetual 
dilemma we are in. Each one feels he is being picked on. I do not 
know that there actually is any money for research in Public Health 
Service hospitals. 
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Mr. McNamara. The Congress added a very small amount to their 
appropriation, 

Mr. Merriam. I am reminded the Congress did add a very small 
amount for research in the public health hospitals. We have sug- 
gested this ought to be coordinated with the NIH program but this 
is the first year they have had any research money at all. Actually, 
there has been quite a contraction of that hospital system in the past 
few years. I think they have eliminated just about half of the hos- 
pitals that were in that system, so if you talk to the Public Health 
Service people, they will tell you they are the ones that are being 
really discriminated against. 

The CuarrMan. Several years ago when we talked about the Gaines- 
ville NP hospital, the Administrator recommended a hospital there 
and the Bureau of the Budget wrote this: 

The hospital system should not be expanded and I cannot recommend to the 
President that he approve your request to construct a 1,000-bed hospital at 
Gainesville, Fla. 

Does that still apply? 

Mr. Merriam. The general policy has been that. Of course, when 
you talk about beds and how many there are at any particular place 
or time you get into a numbers game, as I am sure you are aware 
after a few days on this subject, because the system is expanding all 
the _— as a result of the previously agreed upon program. 

What we are saying, and have been saying, is that the program 
was cataBTidhed by the Congress, was finally reviewed by the President, 
and that there has not been agreement on any further general expansion. 

Now, in the Florida situation, as you know, the President recently 
authorized additions to two existing hospitals there, in recognition of 
the fact that in certain exceptional situations, where you have had 
very marked population shifts, there should be adjustments in the 
location of these facilities. This is a subject we have talked about 
before, Mr. Chairman, and in fact this action by the President was in 
recognition of a belief that there are going to have to be shifts in 
location of facilities to meet some of these population changes, regard- 
less of what will be the size of the system. 

The Cuarrman. There was another letter from the Administrator 
to the Director which said all beds that are eliminated as a result of 
conversions, alterations, modernizations and similar changes, are not 
to be replaced. 

Mr. Merriam. When you say “replaced,” I assume you mean 
that where you modernize a building, you might have now 300 beds 
instead of 350. ‘There were many discussions about whether those 
50 beds could be taken, in effect, somewhere else and a new structure 
built. 

The CuairnmMan. This directive went from the Director of the 
Budget to the Administrator of Veterans’ Affairs. 1 wondered what 
the Director did mean. 

Mr. Merriam. I am indicating that in interpreting the law, the 
Director was talking about facilities, facilities that have bee ap- 
proved by the Congress, and was indicating that if there is a reduction 
as a result of changes in those facilities, that in effect was a reduction of 
the size of that facility and is not to be applied elsewhere. That is 
still the position, yes. 
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The Cuarrman, There was one other directive, about intermediate 
cares, where the Director of the Budget said that— 


Any plan that would require the activation of hospital beds intended for the 
care of long-term patients with chronic ailments should not be carried forward, 


and the Director said that— 


this would launch a new and far-reaching program of hospital care for what are 
termed intermediate patients— 

and in effect the Director was not able to agree that would represent 
sound public policy. 

Dr. Middleton announced a long-range intermediate-care program 
which evidently was not carried forward. 

Do you recall that directive, Mr. McNamara? 

Mr. McNamara. Yes, I do, Mr. Teague. 

The CuarrmMan. That is still in effect? 

Mr. McNamara. Rather than answer that directly, could I 
comment on that, sir? 

The CuHarrMAN. Yes. 

Mr. McNamara. Because I think there has been a misunderstand- 
ing as to the use of this term “intermediate care,’’ and as to the 
advice which we were given at that time as to what was contemplated, 
as contrasted with what is now being talked about as intermediate 
care. 

As we understood it at that time, and was was explained to us by 
the Veterans’ Administration staff, we understood it to envision an 
entirely new kind of program, neither hospital care nor domiciliary 
care, but it was to be a type of program that is generally termed, in the 
medical and hospital field or the institutional field, as ‘nursing home 
care.” 

The Bureau took the position, or the Director did, that the Vet- 
erans’ Administration had no legal authority to enter the field of 
nursing home care or so-called convalescent-type program. 

It was on the basis of that type of advice furnished to us that the 
Director wrote that letter saying that he felt they should not embark 
on a new kind of program, which he did not say was not authorized 
by law, but that was the implication that it left. 

Now it is my opinion that the Veterans’ Administration itself has 
adjusted its thinking as to what kind of a program they really had in 
mind. The term “intermediate” so far as I know is a term that was 
created, or coined by the Veterans’ Administration. I am not quite 
sure that we all know what is meant by the term, but if what is meant 
by the term is “chronic hospital care,’”’ then the Bureau of the Budget 
has never raised a question about providing hospital care for chronic- 
ally ill persons. That is well recognized in the hospital field, and as 
long as I have ever been identified with the Veterans’ Administration 
they have taken care of patients with chronic diseases. | am inclined 
to think that that is what is being talked about, and that at the time 
that letter was written, it was related to another type of a program. 
I hope that will clarify the situation. 

The CuarrMan. Yes, sir; it does because they were really talking 
about patients that are already in a hospital, except they aren’t segre- 
gated in that particular group. In other words, what you were talking 
about would i almost domiciliary patients. 


Mr. McNamara. The basis for admitting the vast number of domi- 
ciliary patients are they are in need of a place to live and are not in 
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need of hospital or medical care. This was conceived at the time we 
interpreted it as a really new type of program. Such a program was 
advocated in the State of Illinois to build 4,000 beds. They asked for 
Federal assistance. That was a new type of program. That was 
the purpose behind that letter, to say the Director could not support 
a new type of program not authorized by law. We have never raised 
the question about care of veterans for chronic diseases because this 
is one Of the national problems for everybody. The Veterans’ Admin- 
istration does care for a lot of them. It did when I was manager of a 
hospital, we had them. 

We have never had a question on that score. Iam glad we had the 
opportunity to clarify this point. 

The Cuarrman. When we asked Dr. Middleton about this he did 
not clarify it. I hope he understands it now, or knows what was 
happening then. 

Mr. McNamara. This happened before his time. There was 
uncertainty in the minds of the people at that time that was created 
by some staff people. Their concept of it was excellent. Maybe there 
is the need for nursing home care for veterans, as there is for the rest 
of the Nation, but the Congress has not authorized that type of care 
for veterans. 

The CuarrMan. Mr. Fino, did you have a question? 

Mr. Fino. Yes; with reference to question No. 5, | think we could 
go a little further than merely transferring of selected NP patients to 
go to the GM and S hospitals. I think we should also be interested 
in transferring the selected NP patients to the TB hospitals. You 
yourself this morning admitted that due to advancement in medical 
science, the number of TB patients has gradually decreased, so that 
the time will come when we will have very little TB patients to take 
care of. 

As a matter of fact, the waiting list is only about a hundred, as 
compared to 2,500 other patients. 

Throughout this country we have 20 TB hospitals, with a rated 
bed capacity of over 9,000 beds. Speaking specifically of New York 
State, we have 3 TB hospitals in New York State, with 311 vacant 
available beds. Yet, in New York State where we have Montrose, 
NP hospital, there is a terrifically long list. In asking the Adminis- 
trator about this transfer of NP patients to the TB hospital, the 
answer was ‘‘facilities,”” and what have you. 

In view of the fact that your Bureau has a tight hold on, not only 
the other departments but more specifically with the V A, I think 
you fellows ought to sit down with the Administrator and start 
figuring out how we can solve this problem, more particularly with the 
VA hospitals, which will have more and more available beds as we 
go along, to take this load from the NP hospitals and start converting 
these TB hospitals for the purpose of accepting the kind of patients 
that we have waiting for NP treatment. 

Mr. Merriam. I think our answer, Congressman, on that would 
have to depend very largely on what eventually would be recom- 
mended by the Administration as a result of this recent study. Cer- 
tainly what you have suggested would embark us in a major program 
of conversion of these hospitals, and all I can say is that this goes 
right to the basic question of what is going to be the future role of the 
Federal Government in providing care for non-service-connected 
veterans. 
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Mr. Frvo. I think you ought to sit down and start figuring that 
out soon, and not wait until the problem gets heavy. 

Mr. Merriam. We are doing that now, as I indicated earlier. We 
will have our suggestions to make, I bope, at a reasonably early date. 

Mr. Fino. Just one other thought: I want to clear this in my own 
mind. I think I understocd correctly, but so that I will rest com- 
fortably later on in the day, I just want to be sure I am correct. 

Once the Congress has appropriated X amount of dollars for the 
VA, it has been appropriated, approved, the President signs it, for 
X amount of dollars for the VA hospitals, is the VA prevented from 
spending the exact X amount of dollars appropriated by Congress 
in the administration of its department? 

Mr. Merriam. Well, you would have to answer that in several 
parts. Through the apportionment process reserves are set up. For 
exal nple, in a construction program, it may be several years after the 
appropriation is made before they are re: ady to spend the money. In 
the meantime, the money would be in reserve. I would say in that 
case the answer would be, of course, they are not prevented from 
spending it, but it gets to a question of timing. There could not be, 
and is not, any legal authority for anyone to permanently hold up 
the prosecution of functions authorized by the Congress. But an 
appropriation is only an authorization to spend and, as has been said 
by various congressional committees many times, this is not a mandate 
to spend all of that money. The Appropriations Committees hope we 
will spend less money than the amount appropriated in every instance. 
This is what the apportionment process is supposed to do, but the 
intent of the appropriation must be carried forward. 

In other words, the only leeway, short of certain areas in which 
the President has the role as Commander in Chief, the leeway is in 
how you do it, and in the timing of it, but not in what you do. 

Mr. Fino. Does your Bureau exercise greater authority in the 
spending of this money with the VA because it is only a small agency 
of Government, as compared to the Army, Navy, and other depart- 
ments? 

Mr. Merriam. Of course, I wouldn’t quite agree it is only a small 
agency of Government. There are 180,000 employ ees, and the second 
largest civilian budget, so it is a very major one. 

As the Director indicated earlier, there are large uncontrollable 
areas of the VA budget, and there is nothing that any of us can do 
about the appropriation for compensation and pensions, for example, 
because there is a mathematical formula which governs, based on the 
laws that exist at any one time. 

There are other areas, the hospital area, where there is a greater 
degree of discretion, in our opinion, and in those area, of course, we 
think we are under a very definite mandate to make certain that, to 
the best of our ability, the money is well spent. 

Mr. Fino. What I am interested in knowing is the extent of the 
pressure, or the control that your department has over the VA, as 
compared to, say, the Secretary of Defense in the spending of this 
money. 

Mr. Merriam. I| do not think | could give you a categorical answer 
to that. We try to, on all of the programs, to take a look at them, 
to determine what we need to know to assure ourselves that the 
money is being well spent. That applies to Defense as well as to the 





e 
() 


od RR ET e NURI EE _—r 


ee 


VETERANS’ ADMINISTRATION HOSPITALS 4733 


VA. Without wanting to quibble about words, I do not like per- 
sonally to agree to the word “control,’’ because actually, of course, 
ours is more in terms of a review. In many cases our actions are ad- 
visory to the President, and most of the decisions which are made by 
a budget director are made only in carrying out the President’s policy, 
and believe me, a budget director wouldn’t be around very long if he 
was not carrying out the President’s policies, as he interprets and 
understands them and is directed by him. 

Mrs. Rocers. Will the gentleman yield for a question? 

Mr. Fino. Yes. 

Mrs. Rocrers. Would it not be better for the Veterans’ Administra- 
tion if you had a Cabinet member at the head of it? It seemed to 
me in the past years that the Veterans’ Administration comes last 
and its services come first and often the Veterans’ Administration 
does not have a very good chance to be heard by the President. | 
know that from looking into it. 

Mr. Merriam. This is a very real problem, Mrs. Rogers. I am 
not sure the formal designation of Cabinet department is the answer, 
but you are right, when you say that the Veterans’ Administrator 
should have ready access to the President. As you know, the Vet- 
erans’ Administrator in recent months has been invited to all Cabinet 
meetings at which matters with which he might have concern are 
involved. 

[ think this is a very healthy, forward step. 

If I might be allowed to comment, a gratuitous comment, I get the 
impression that sometimes in the past the Veterans’ Administrators 
have felt that they were there just simply to administer the law, and 
not to help develop policy. I do not see how anybody in a position of 
responsibility of this magnitude can avoid the responsibility of giving 
his views and recommendations to the President, and the Congress, as 
to what the policy ought to be. 

realize this is a delicate area and that an Administrator would 
have voiced his beliefs with discretion, but we would hope that the 
Veterans’ Administrator would be the one who made policy recom- 
mendations to the President in this area, and to the extent that this 
occurs, of course, it reduces the necessity for somebody else to make 
those recommendations, because somebody has to help advise the 
President as to what policy would be. 

I might say on that score that we have had very excellent relation- 
ships with the present Administrator, in trying to sit down and 
resolve a lot of these problems, and I think some real progress has 
been made. I know he feels the same way. I think this is part of the 
necessary process of developing policy. 

Mrs. Rogers. The Administrator really runs six different busines- 
ses, or six different departments. 

Mr. Merriam. Yes. It is a very large and very complicated 
operation, as you know. 

The CHairMan. I have sat in on the hearings and it has been the 
Bureau of the Budget that sabotaged the hospital program. Mr. 
McNamara would rather I had not said it, or at least he feels you did 
not sabotage the hospital program. I think the Congress built these 
beds to be used and I think you, by not letting the Administrator have 
sufficient money, sabotaged the program. 
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I think there is not one act of Congress that you can point to that 
would say you should not use these beds. These excerpts I read 
are not advisory. ‘They are very much directive. I think in that 
way the Bureau of the Budget has reflected personal opinions and not 
congressional policy or congressional intent. 

I think that it could easily be proved in any court in the land. 

I do hope that you will take a new look at this hospital program and 
use these beds. I am not talking about the old broken-down tempo- 
rary beds. I am talking about beds that were built in good hospitals, 
because I do not believe you have given the VA enough money for 
the hospital program. I know that they do not think so. I am sure 
Dr. Middleton does not think so. I hope you will take a new look 
at the next year’s program. 

Mr. Merriam. May I say by way of conclusion, several things, 
Mr. Chairman. 

In the first place, I hope and firmly believe that you understand 
that Mr. McNamara and the others on our staff, who are very com- 
petent people, are carrying out assignments which are made to them 
by the Budget Director, whoever he may be, or may have been. 
I haven’t found a more loyal and devoted group of people, frankly, 
anywhere than those in the Budget Bureau. I am sure there was no 
attempt to cast aspersion on their loyalty or their ability. 

The CHarrRMAN. I am sure there is no doubt about that. 

Mr. Merriam. Secondly, I must say, when you examine the history 
of this whole problem, Veterans’ Administrators back through the 
years have said about what I have been saying; namely, that there is 
uncertainty as to exactly what Federal policy should be. 

I think there is uncertainty, and in the light of that uncertainty, 
consecutive administrations, one after the other, have made about 
the same interpretations as to what the development of a hospital 
program should be. For this reason it seems to me the way to clear 
the air best would be if the Congress and the executive could jointly, 
as we are now in effect doing, sit down with the Congress in the final 
analysis making such amendments as they deem essential, not just to 
clarify the question of how many beds should be used, because this 
gets into a numbers game that is almost impossible to solve, but 
rather what is the policy of the federal Government going to be 
toward veterans generally who are in need of hospitalization and who 
do not have service-connected illnesses. 

I really think, Mr. Chairman, in all due respect, that this ought to 
be thought through very carefully, as I say, not just in a numbers 
game but in terms of a long-range policy of determining an area of 
responsibility for the Federal Government. 

The CuarrMAN. Are there any questions? Mr. Sisk? 

Mr. Sisk. No questions. 

The CuarrMaAn. Mrs. Rogers? 

Mrs. Rocers. No, I would just like to say how much I enjoyed the 
hearings. I still think the budget system as it is operated today makes 
dishonest people of the heads who ask for money. I talked with Mr. 
Higley about the hospitals for hours. I think I would be completely 
correct in saying his only uncertainty was the Bureau of the Budget. 

Mr. Merriam. I cannot agree with that, Mr. Chairman. I don’t 
want to get into a long-involved discussion with you on that, but there 
were other factors in this which had to be taken into consideration, 
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and basically it stems right back to the fact that, lacking a firm direc- 
tive, in our opinion, you get differing interpretations of exactly what 
the agency shall do. 

The CHarrmMan. We are going to try to work it out next year, if 
we have to go down every hospital and spell it out in the bill. I know 
what this committee thinks about the hospital program. We are 
going to try to spell it out for you next year in the law. 

Mr. Merriam. I hope it will be spelled out in terms of overall 
policy, rather than numbers, because I think we all get bogged down 
when we deal with numbers. 

The CuarrmMan. As a result of this study that was made, do you 
know whether the Administration intends to recommend a policy 
or to make any recommendations? 

Mr. Merriam. Yes, sir. It is our very definite intention to make 
some recommendations to you. 

The CHarrmMan. Do you have any idea when? 

Mr. Merriam. I have been around Washington only 3 years, 
Mr. Chairman, but I have learned already not to make any firm 
commitments on the timing of matters. But if I have anything to 
say about it, we will have something before you at the next session 
of the Congress. 

Mrs. Rogers. May I say something there, Mr. Chairman? 

It is not always the Bureau of the Budget. Sometimes it is the 
Administrator wh». makes promises to us and does not keep them. It 
is not all your fault. 

The CuatrmMan. Do you know what decision has been made on beds 
at Dublin, Ga.? 

Mr. Merriam. No, sir. 

Mr. Sisk. I understand this will probably be the concluding meeting 
on this overall hospital matter. I want to say I desire, for the purpose 
of the record, to commend the chairman on the excellent job and the 
hard work he and the staff have done in this long series of hearings 
because it indicates to me a great interest in this whole problem, and 
certainly the grave implications concerned. I certainly as a member 
of this committee want to indicate how much I have enjoyed working 
with the chairman and with the other members of the committee. 
I feel a great job has been done on behalf of the veterans. If we can 
now carry this to its proper conclusion, it will be a fine thing. 

Mrs. Roaers. I agree with the gentleman from California. 

The CuargMan. I| thank both of my colleagues. Without objection 
[ will insert two letters on the bill H. R. 10028 and report thereon. 
The committee stands adjourned, and the hearings are completed. 
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AMENDING THE VETERANS’ BENEFITS ACT OF 1957 


TO INSURE MORE ADEQUATE MEDICAL CARE FOR 
VETERANS 


Juty 30, 1958.—Committed to the Committee of the Whole House on the State 
of the Union and ordered to be printed 


Mr. Teacue of Texas, from the Committee on Veterans’ Affairs, 
submitted the following 


REPORT 


(To accompany H. R. 10028] 


The Committee on Veterans’ Affairs, to whom was referred the bill 
(H. R. 10028) to amend title IT of the Veterans’ Benefits Act to limit 
the closing or transfer of functions or activities of Veterans’ Adminis- 
tration regional offices, or hospitals, homes, or centers, as amended, 
report favorably thereon with an amendment and recommend that 
the bill, as amended, do pass. 

The amendment is strike out all after the enacting clause and insert 
the following: 


That part A of title XVII of the Veterans’ Benefits Act of 1957 is amended by 
adding at the end thereof the following new sections: 


“OPERATION OF HOSPITAL BEDS 


“Sno. 1706. For the purpose of making facilities available to provide inpatient 
hospital care (including intermediate and long term chronic care) for an average 
daily patient load of not less than one hundred and thirteen thousand patients, 
the Administrator shall maintain not less than one hundred and twenty-five 
thousand operating beds in hospitals under his direct and exclusive jurisdiction. 


““OLOSING OF VETERANS’ ADMINISTRATION FACILITIES 


“Seo. 1707. No Veterans’ Administration hospital, domiciliary, medical center, 
or regional office shall be closed, nor shall all or a substantial part of the functions 
or activities of any such hospital, domiciliary, medical center, or regional office be 
transferred, until the Committee on Veterans’ Affairs of the House of Repre- 
sentatives has been notified in writing of such proposed closing or transfer of 
functions or activities, and at least ninety days of continuous session of the 
Congress have elapsed since such notification. For the purposes of this section, 
continuity of session shall be considered as broken only by adjournment sine die; 
but in the computation of the ninety-day period there shall be excluded the days 
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on which the House of Representatives is not in session because of an adjournment 
of more than three days to a day certain.” 

Sxc. 2. Section 522 of the Veterans’ Benefits Act of 1957 is amended (1) by 
inserting ‘‘(a)’”’ immediately after “Src. 522.’’, and (2) by adding at the end 
thereof the following new subsections: 

“(b) Before making the statement under oath referred to in subsection (a), a 
veteran applying for hospitalization or domiciliary care shall make, on such form 
as may be prescribed by the Administrator, a declaration of — 

(1) all medical, surgical, hospitalization and health insurance, and all 
annuities, of which the applicant is the beneficiary; 

““(2) the value of all property, real and personal, owned by the applicant, 
and of the extent to which such property consists of cash, bank accounts, 
and United States savings bonds; 

(3) the average monthly net income received by the applicant during 
the preceding six-month period from all sources; 

“(4) the average monthly expenditures of the applicant; and 

“(5) a statement of the applicant’s net worth (being a statement of total 
worth minus outstanding legal obligations). 

“(c) After the applicant makes the declaration referred to in subsection (b), 
the Administrator shall determine the type and extensiveness of the medical care 
and treatment, if any, that is necessary for the applicant, and the probable period 
of the applicant’s hospitalization. In the case of an applicant who is determined 
to require less than thirty days’ hospitalization and who does not require emer- 
gency care or treatment and is not suffering from tuberculosis or a psychosis, the 
Administrator shall, before such applicant makes the statement under oath 
referred to in subsection (a)— 

“(1) determine, approximately, what it would cost the applicant at 
another institution in the area, to obtain care and treatment comparable to 
that deemed necessary for the applicant by the Administrator; 

(2) review with the applicant the declaration referred to in subsection 
(b) made by the applicant; 

(3) tell the applicant the approximate cost of such care and treatment 
at another institution in the area as is deemed necessary for him by the 
Administrator; and 

““(4) read to the applicant section 1103 of this Act and section 1001 of 
title 18 of the United States Code.” 

Sec. 3. (a) Section 510 of the Veterans’ Benefits Act is amended (1) by insert- 
ing “(A)” immediately after “veteran of any war’ in subparagraph (1) of sub- 
section (a); (2) by inserting ‘‘(B)”’ immediately after “‘period of war, or’ in such 
subparagraph; and (3) by adding at the end of such section the following new 
subsection: . 

“‘(c) The Administrator may prescribe a system of priorities for veterans 
seeking admission to a Veterans’ Administration facility pursuant to clause (B) 
of subparagraph (1) of subsection (a) of this section under which— 

(1) any veteran who is eligible under any workmen’s compensation or 
industrial accident law for care for the disability or disabilities for which he 
seeks admission to such facility may be refused hospital care by the Adminis- 
trator so long as any other veteran not described in this subparagraph is on a 
waiting list for treatment in such faeility; and 

**(2) any veteran who is covered by a medical, surgical, hospitalization, or 
health insurance plan which will provide for payment or reimbursement of all 
or substantially all of his expenses of care in a private or other hospital may 
be refused hospital care by the Administrator so long as any other veteran 
not described in subparagraph (1) of this subparagraph is on a waiting list for 
treatment in such facility. 

This subsection does not affect the authority of the Administrator to furnish 
hospital care in emergency cases.” 

(b) Section 522 (a) of the Veterans’ Benefits Act of 1957 is amended by striking 
out ‘‘510 (a) (1)”’ and inserting in lieu thereof ‘‘510 (a) (1) (B)”’. 

Src. 4. (a) Section 501 (5) of the Veterans’ Benefits Act of 1957 is amended by 
inserting immediately after “dental and surgical services, and’’ the following: 
‘*, where a service-connected disability is involved,’’. 

(b) Section 512 of such Act is amended by adding at the end thereof the follow- 
ing new subsection: 
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“(f) The Administrator may also furnish medical services for a non-service- 
connected disability under the following circumstances: 

“‘(1) Where such care is reasonably necessary in preparation for admission 
of a veteran for hospital care, or where such care is reasonably necessary in 
determining whether or not hospital care is needed. 

““(2) Where a veteran has been granted hospital care, and outpatient care 
is reasonably necessary to complete treatment incident to such hospital care.” 

Sec. 5. The table of contents in the first section of the Veterans’ Benefits Act of 
1957 is amended by inserting immediately below 


“Sec. 1705. Acceptance of certain property.” 
the following: 


“Sec. 1706. Operation of hospital beds. 
“Sec. 1707. Closing of Veterans’ Administration facilities.”’ 


Amend the title so as to read: 


A bill to amend the Veterans’ Benefits Act of 1957 to insure more adequate 
medical care for veterans, and for other purposes. 


GENERAL STATEMENT 


This bill is being reported as a result of extensive hearings, covering 
a 3-week period, by the committee on the operation of the veterans’ 
hospital and medical program. It is the opinion of the committee 
that the law on the subject of use of Veterans’ Administration hospital 
facilities for the care of eligible veterans is clear, however, the intent 
of the law enacted by Congress is being circumvented by arbitrary 
administrative decisions, the result being that approximately 5,000 
hospital beds, made available to the Veterans’ Administration for the 
care of eligible veterans, are not being used, even though a large wait- 
ing list exists in all areas of the country. 

The administrative decisions imposed on Veterans’ Administration 
which have resulted in the curtailment of hospital facilities intended 
for the care of eligible veterans are as follows: 

(1) Veterans’ Administration plans for development of a 
program of care of long-term chronic or intermediate-type 
patients will not be expanded. 

(2) Beds which are eliminated through alteration, moderni- 
zation, or conversion programs may not be replaced. 

(3) Beds withdrawn from a particular use, such as the treat- 
ment of tuberculosis patients, may not be converted for the 
care of patients with other disabilities. (During the course of 
the hearings, the Veterans’ Administration reported a modifica- 
tion of this policy by the Bureau of the Budget, to the extent 
that the Administrator of Veterans’ Affairs is permitted to convert 
beds such as tuberculosis beds for the care of other types of 
disabilities, provided the average daily patient load is not 
exceeded and expenditures in excess of the amounts set forth in 
the agency’s appropriations act are not exceeded. It is apparent 
that this concession on the part of the Bureau of the Budget is of 
little consequence, since the Administrator will be required to 
withdraw allotted funds from other hospitals to support the 
opening of closed TB beds if the decision to convert in a particular 
instance is made.) 

The most serious problem confronting the Veterans’ Administration 
in its hospital and medical program is the care of mentally disabled 
veterans. With the support of the Independent Offices Appropria- 
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tions Subcommittee and this committee, the Veterans’ Administra- 
tion initiated, in 1953, a program of transferring selected mental 
patients with major disabilities of a general medical and surgical 
nature to selected general medical and surgical hospitals. Under this 
program, the Veterans’ Administration transferred 897 patients be- 
tween July 1, 1953, and December 31, 1954, and 724 patients during 
the calendar year 1955; however, for the 2-year period from January 1, 
1956, through December 31, 1957, total patients transferred under the 
program numbered only 383. For the 6-month period from July 1, 
1957, through December 31, 1957, only 94 patients were transferred 
and the program has virtually been discontinued. This apparently 
is pursuant to the administrative decision imposed on Veterans’ Ad- 
ministration that its program for the care of the long-term-chronic 
or intermediate-type patient will not be expanded. 

The program of transferring selected mental patients to general 
medical and surgical hospitals serves a dual purpose. In many in- 
stances, it is possible to transfer selected patients with mental dis- 
abilities and other disabilities requiring medical or surgical attention 
to general medical and surgical hospitals where the patient can 
receive good care. In each instance where it is possible to transfer 
one of these patients from a mental hospital, a bed was opened to an 
active mental case thereby making good use of the facilities of the 
Veterans’ Administration for active treatment of mental disabilities. 
This has been the only program in recent years which has offered 
much possibility of lowering the waiting list in Veterans’ Administra- 
tion mental hospitals. It is the intention of the committee, in the 
reporting of this bill directing the Veterans’ Administration to raise 
its level of operation to the number of operating beds and the average 
daily patient load specified in this bill, that this program of transfer 
of selected mental cases to general medical and surgical hospitals and 
to converted beds formerly used for the treatment of tuberculosis and 
other diseases, be immediately resumed and accelerated with all speed 
possible, consistent with satisfactory standards of medical care. 

During these hearings, data was presented to the committee showing 
that there are large waiting lists of eligible veterans in many areas 
of the country where beds have been withdrawn from use by the 
Veterans’ Administration on the basis that the beds are ‘‘not required 
to meet current operating plans.” It is the expectation of the com- 
mittee, in reporting this bill, that the Veterans’ Administration will 
immediately survey all of the beds currently listed as ‘not required 
to meet current operating plans,” and after maximum use has been 
made of these beds for the transfer of selected mental patients, the 
remainder of these beds will be utilized for the care of eligible veterans 
where a need in the area exists. 

In establishing a minimum level of operating beds and average 
daily patient load, this committee expects the Veterans’ Adminis- 
tration to plan its budget on the basis of operating these beds and 
submit such a request to the Bureau of the Budget. 

The veterans’ hospital and medical program has been affected 
by the rise in the cost of medicine during the past few years. The 
committee is of the opinion that the budget for the veterans’ medical 
and hospital program has not kept pace with the rising cost of medicine. 
It is apparent that if immediate attention is not given to an ad- 
justment in the budgetary support of the veterans’ hospital and 
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medical program consistent with the rising cost of medicine, the 
quality of care of veteran patients will be seriously and permanently 
impaired. 

The committee has given close attention to the program of the 
Veterans’ Administration for replacement, modernization, and repair 
of existing hospital facilities. This program has also had the support 
of the Independent Offices Appropriations Subcommittee. That sub- 
committee criticized delay in the program in its report, which accom- 

anied the independent offices appropriation bill for fiscal year 1959. 
t is the expectation of this committee that the program previously 
agreed upon between Veterans’ Administration, this committee, and 
the Independent Offices Appropriations Subcommittee, be executed 
vigorously in order that the hospital-plant facilities of the Veterans’ 
Administration may be protected and stabilized within the next 
few years. 

The committee has reviewed the plans of the Veterans’ Administra- 
tion for discontinuance of station-operated laundry facilities in favor 
of laundry services provided by private contractors and has reached 
the conclusion that this program imposed on the Veterans’ Adminis- 
tration by an outside agency is typical of the unwarranted inter- 
ference in the operation of the agency from outside sources. Informa- 
tion presented to the committee during the hearings shows that 
practically all of the large hospitals throughout the United States, 
public and private, operate their own laundry facilities, and that 
the trend in recent years has been in this direction. The Veterans’ 
Administration has been directed by the Bureau of the Budget to 
close its station-owned laundry facilities, despite the fact that 
$5,364,496 has been expended during the past 3 years for the expan- 
sion and improvement of laundry facilities at 11 stations. 

Veterans’ Administration presented no evidence to the committee 
which shows that any savings will accrue through discontinuance of 
station-operated laundry facilities. On the contrary, most of the 
evidence presented to the committee, particularly that obtained from 
the American Hospital Association, shows that laundry services are 
more economical when operated and controlled by the hospital. The 
primary issue on which this question should be resolved is care of the 
patient. It is indicated that the Department of Medicine and 
Surgery of the Veterans’ Administration has decided reservations 
about the wisdom of the policy of using outside laundry facilities; 
nevertheless, the Veterans’ Administration has been directed to utilize 
outside private contractors, and bids have been let by six stations to 
conduct a study. The committee was told that it would require an 
increased appropriation of $500,000 for 1 year to carry on this experi- 
ment. It is the position of the committee that the control and inter- 
ference being exercised by an outside agency should be discontinued 
und the Veterans’ Administration should be allowed to consider the 
question of laundry services on the basis of the best principles of 
medical care which are consistent with economical operation. 

Just prior to the beginning of these hearings, the President of the 
United States forwarded to the chairman of the committee a copy of a 
study conducted by the executive branch. The study shows that the 
demand for hospital care by eligible veterans will increase sharply 
during the next 30 years. It is apparent, therefore, that the policies 
set forth in this bill, requiring full use of existing facilities, are not in 
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fact a program of expansion when viewed in light of the rapidly 
increasing needs of eligible veterans for care, as projected by the 
administration’s study. 

This bill contains certain modifications in the admission procedure 
for veterans entering Veterans’ Administration hospitals. The com- 
mittee reiterates the policy it has previously stated: that it does not 
condone abuse of the hospital benefit by any veteran and will support 
the Veterans’ Administration in reasonable policies designed to curb 
such abuse. It is apparent that, in each instance where a veteran 
seeking care for a non-service-connected disability misrepresents his 
ability to pay, an illegal expense is borne by the taxpayers, and an 
eligible veteran is deprived of the use of the bed occupied by the in- 
eligible person. It is believed that this bill will assist the Veterans’ 
Administration in dealing with the relatively few cases of abuse 
which confront it. 

EXPLANATION OF THE BILL 
Section 1 

Section 1 would add 2 new sections to the Veterans’ Benefit Act of 
1957 (Public Law 85-56). 

The new section 1706 directs the Administrator to provide care for 
an average daily patient load of not less than 113,000 (level) and to 
maintain not less than 125,000 operating beds. This, it should be 
emphasized, applies only and solely to hospitals which are maintained 
under the direct and exclusive jurisdiction of the Administrator and is 
not in any way to be construed as indicating a desire on the part of the 
Congress that there be a reduction in the number of contract beds in 
private or public hospitals or a reduction in the number of members in 
domiciliaries. At the present time the domiciliaries have 17,000 mem- 
bers. As of June 30, 1958, the Veterans’ Administration had a rated 
bed capacity of 127,832 and an operating bed capacity of 120,526. It 
will thus be seen that the basic effect of section 1706 is to increase 
the number of operating beds by 4,474. It should be noted that 
this does not direct the Administrator to maintain the number of 
beds at any given location or of any particular type. In view of the 
waiting list of 25,000, the need for the increase in the number of 
operating beds is apparent. Under the provisions of the current 
appropriation for the Veterans’ Administration, funds have been 
provided by the Congress which would take care of an average daily 
patient load of 140,490. This, of course, involves contract patients 
as well as domiciliary members. A table giving pertinent data on this 


subject follows: 
VA hospitals 


| Type of— June 30, 1958 
VA hospital | Year | 7 


Rated | Operat- | Waiting 
bed ing beds list 
capacity 
ctheninel 


VA hospitals, total 127, 832 | 120, 526 


TB hospitals, total 9,193 | 7,719 


Baltimore, Md 291 
Batavia, N. 257 
Brecksville, 939 324 
Butler, Pa 500 
Castle Point, N. Y . 512 


See footnotes: d of table, p. 4745. 
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| 
Type of— June 30, 1958 
VA hospital Year — 
built | 
Construc- | Rated | Operat- | Waiting 
tion ! Hospital | bed ing beds | __list 
| capacity | 
| | 
Excelsior Springs, Mo- _.........--.- | 1920 P Us Si sane 209 183 3 
Fort Bayard, N. Mex..............- | 1922 P Ti ddlid.<dacese 222 | S| Sess iie 
Indianapolis, Ind................-.-| . 1981 P PT REL dawns 241 | 241 ¢ s 
6, eee P | TR. Jel... 449 | 481 | 17 
DRONONO HOME, «. «cn ddddnncccadsace 1924 P | ee ae 550 | 486 5 
Madison, Wis. _.............- .-| 1954 a & ) Rohe 481 | 475 £ 
GIA cccwwsckbhcoswoces 1929 2 P-T i anna | 1, 996 1, 063 67 
Outwood, Ky-- Sieedimen diesem. ae Pr Fe abe dneent 180 | Bee 4 cgSslG Lk 
Rutland Heights, DEAE... cds | 1924 Pp Th At, oanamhes 540 | SGP 4. cageclin. 
San Fernando, Calif- - estat ae P t Tees 519 | 517 astalies 
Sunmount, N. Wk ccieddncolummsanl.. ee P ay FeO We ie cd dad 
I NE i non ck dachannanuiiis 1928 P | TB. | 402 16 
Walla Walla, Wash_----- ‘_..| 18582 P-T | re eee We fascia lend 
Waukesha, Wis...........-...--..--| 1904 Pp | TB... a AMOb is Loca 
Whipple, Ariz___- os | 1908 > @Te.6 382 | het 
NP hospitals, total _ _- it # ical Dae aati oedes wns | 57,895 | “8, 295 15, 403 
» Ionvencaneetgl ottaisiipantade 
American Lake, Wash............--| 1923 | J 2 904 | 904 146 
pS A a p-T Dt It adiihidermadarwn 1,319 1, 329 446 
Battle Creek, Mich...............-.| 1923 P DUE athdatieinedanininn 2, 055 2, 055 77 
NIN: SINE i, chruisdl meeme demmaess | 1928 P EMT «ddl ocuanare 1, 803 1, 803 | 114 
Brockton, Mass..................-.-| 1953 | P iB peo ee 98S 988 120 
Canandaigua, N. Y-...--.-------- 1931 P |; NP 1, 700 1, 700 502 
Ohilicothe, Ohio............-.--- 1923 Pr De odiiainnss 2, 116 2, 116 284 
Coatesville, Pa__- BS oni 1930 | P | NP... | 1" 602 | 1, 602 651 
Danville, Il. _.__- poowcesnnonal MERE we S Meadibih | 173] °1% 38 
Downey, Ill am. he te | 2497] 2! 487 | 103 
Fort Lyon, Colo px aol, ae | P Mi Es 681 | 681 | 87 
Fort Meade, 8. Dak................ | 1906 P | Be dieaicccen | 720 | 720 12 
Gulfport, Miss........-.----- wetenl, Gd). 22 ee ee 915 915 251 
Jefferson Barracks, Mo... -- ; a 1950 P DPR Soin eacces 815 815 184 
Knoxville, lowa <n | 1938 Pp oo ea 1, 540 | 1, 540 72 
Lebanon, Pa.........--...-... a.) Pa wee 1,065 | 1,065 | 496 
Lexington, Ky babtwe 1948 | P Pad Siitihieséthed 1,171 | 1,171 71 
lads ht, i... ES) OM Bice 2041 | 2,041 1, 021 
Lyons, N. J.- weine P P WEP atiilde idanins 2, 009 2, 009 | 667 
URN, BIE ian :ciskitinsedcemanes ee NP... pote) ia 1, 650 | 62 
Montrose, N. Y | 1950 | P | elo ditiincancess | 1, 959 1, 959 1, 294 
Murfreesboro, Tenn 1939 | Pp By ae --| 1, 307 | 1, 285 40 
Northhampton, Mass...............| 1928 e-toc 1 105 1 105 | 93 
North Little Rock, A ier ES | 1936 P | NP. widesaet | ae 2, 062 48 
Northport, N. Y- bec asathqasel CMO P NP | Liieouecens | 2,488 2, 488 | 3, 413 
Palo Alto, Calif..........-.--- >| eee] SE) NP. a... | 1,400} 1,400 1, 202 
Party Peis, b66. ...........s2.....| WS P yl are = 1, 830 | 1, 634 290 
Pittsburgh, Pa.......--.-.---.------| 1958 P | eM a cheasant 951 996 579 
OO “*D, See Pp NP 2, 000 2, 000 7 
GN CO. oo... daidbehssscadeus | 1932 P Le NP itesten bane 670 | 670 7 
Ps BN, an diliinghsseagasone | 1923 P NP. — 1, 379 1,379 130 
Et ES a cncirachittimencchahute | 1953 | P Co eee | 973 973 s4 
Salt Lake City, NN i inten |} 1952 | Pp DD an hail ahiediesiie 546 | 546 106 
Sepulveda, Calif-. TT eS P | FR abbdioweuanedudl 956 | 946 | 433 
OS OO a ee Pe 1904 - eee 707 | 707 19 
TE, PAOD ccrcnoecnnece---neeee] HE) | PHN Gitnwnacene 869 869 25 
SNE, EONS cccuccutttbnoosan ----| 1946 P NP. 5 ine | 1, 176 | 1, 176 211 
Topeka, at de adinad 1942 | . DiI: dil diidieehinteiton’s | 1 250 1,051 655 
Tuscaloosa, Ala...........-..- aéGued 1931 P | RRR. Sik asedeces 64 964 95 
ee! “ee 1922 PD... Gf Pe cicricdintace | 1,953 1, 980 207 
SM; WE dit nn ctainsSbab>eenewdewe .| 1945 P DING oii <s0cqae | 2, 040 2, 040 234 
GM and § hospitals, total... _|.- 60, 744 55, 512 9, 631 
CE ee 1, 005 1, 005 139 
Albuquerque, N. Mex..-.---.------ 500 | 500 50 
OE See 851 478 130 
SI, HIE hcp cnnnkabcthicddesbod 200 200 25 
B,  esincnnanecocednmmen 156 156 68 
= DFU AREIOR.... once nccccnccsce 485 SD Dpdwiecnicls 
spinwall, inns 14 lettin dandcn enn 455 SR gabetiine 
anta, Sith. Ath delsceccamhaen 300 300 179 
Augusta GM and §, Georgia.....-.- 425 425 168 
Oe ee ee 273 —— er 
Bay Ren cere pseettenen-reren 516 516 489 
E,W Rl Rinciins mite iiccemantninin 196 196 45 
ee ea 250 250 60 
SN, MOEA oct wh citibinn Se aitanin ace 189 | 209 244 
Birmingham, Aje....44......0.--<- 479 | 450 197 





See footnotes at end of table, p. 4745. 
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VA hospital 


Year | 
built | 


| Construc- 


} 
| 


Type of— 


tion ! 


Hospital 


! 
—| 


Rated 
bed 


June 30, 1958 


Operat- 
ing beds 


Waiting 
list 


| capacity 
1907 
1951 
1952 
1902 
1950 
1949 
1932 
1953 
1953 
1954 
1950 
1942 
1932 
1925 
1955 
1931 
1939 
1951 
1932 
1944 
1953 
1898 
1952 
1951 
1945 
1933 
1939 
1895 
1903 
1894 
1950 
1949 
1950 
1949 
1921 2 
1926 
1946 
1932 
1951 
1952 
1950 
1942 
1952 
1937 
1955 
1930 
1950 
1942 2 | 
1927 
1952 
1950 
1941 
1950 
1942 
1942 
1942 
1951 
1889 
1950 
1940 
1905 
1923 
1942 
1930 
1952 
1954 
1910 
1953 
1953 P 
1952 P 
1¥5l P 
1954 P 
1950 P 
1928 P 
1949 - 
1947 P 
1942 2 P-T 


207 
56 
923 
442 
000 
951 
151 
495 
516 
463 | 
200 
000 
600 
450 
798 


O7r 
, 275 


914 
504 | 
386 
500 | 


GM and 8_.___| 
oa oowel 


207 
56 |. - 
920 | 
377 
000 
951 
151 | 
495 
516 
468 | 
184 
833 
570 | 
150 | 
410 | 
825 
914 | 
530 | 
386 
476 | 
489 
215 
950 | 
192 } 
200 
254 | 
390 | 
199 
377 
350 } 
200 | 
250 
201 |}. 
152 | 
2, 027 | 
255 
, 218 
180 | 
486, 
475 
269 
554 
439 
526 | 


Cheyenne, Wyo 

Chicago (West Side), Mlinois_--- 
Chicago (research), Illinois 
Cincinnati, Ohio_- ‘ 
Clarksburg, W. Va...- 
Cleveland, Ohio 

Columbia, 8. C- 

Coral Gables, Fla-----.- 

Dallas, Tex__- aie 

Dayton, Ohio-_-- 

Dearborn, Mich-- 

Denver, Colo_ 

Des Moines, Iowa- -- - 

Dublin, Ga_-_-- 

Durham, N,. C-_. 

Dwight, Il. -_-_-- 

East mate N.J. 

Erie, 7 boktben 
weg N. Re ne et 
Fayetteville, Ark_---- 
Fayetteville, N. C_.-..-- 

Fort Harrison, Mont j 
Fort Howard, Md---------- > 
Port Tommi, Ry... .<--.....- 
Fort Wayne, Ind_.-.--.----.-- 
4... ee Eee 
Grand Island, Nebr 

Grand Junction, Colo.....___-- 
Hines, Il. 

Hot Springs, ‘8. Dak_- 

Houston, Tex... 

Huntington, mt We.Jcn 5. 
Indianapolis, Ind --- 

Iowa City, lowa_- 

Iron Mountain, Mic! 

Jackson, Miss- 

Kansas City, Mo-- 
Kecoughtan, Va 

Lake City, Fla.........--.-..- 
Lincoln, Nebr. ..----.---- 
Little Rock, Ark- 

Long Beach, Calif. - : 
Los Angeles. GM and 8, Califor nia... 
Louisville, 3 Sg . : ay 
Manchester, N N. H. 

Marion, Il]__.----- 

Marlin, Tex. ._- : 
Martinsburg, W. Vaic.. . 
McKinney, Tex.-.-------- 
Memphis, Tenn __---.-.---- 
Miles City, Mont-.....---..-- 
Minneapolis, Minn-..---- 
Minot, N. Dak...........-. 
Montgomery, Ala- 
Mountain Home, Tenn.---- 
Muskogee, Okla 

Nashville, Tenn. -.--.----- 
Newington, Conn 

New Orleans, + 

New York, N. 

Oakland, Calif. : 
Oklahoma City, Okla....- 


Philadelphia, Pikcsedsase==- 
Phoenix, Ariz.___._- 
Pittsburgh, Pa. 

Poplar Bluff, Mo_-___--- 
Portland, Oreg- --------- 
Providence, R. I.--- 

Reno, Nev........--- 
Richmond, Va 


See footnotes at end of table, p. 4745. 
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VA hospitals—Continued 




















Type of— June 30, 1958 
VA hospital Year |__ 
built | | 
Construc-' Rated | Operat- | Waiting 
| | tion! Hospital bed ing beds list 
| capacity 
Saginaw, Mich...-- | 1950 P | GMand8. 217 | 217 |... : 
St. Louis, Mo..---- .-| 1953 P So aaeed 495 | 495 175 
Salt Lake City, Utah- 1932 P | Acta bane 164 | 164 21 
San Francisco, Calif... | 1933 P | ae | 440 440 73 
San Juan, P. R.--- - -_| 19438 P pees... 453 200 200 95 
Seattle, Wash__-. 1951 P Re 320 320 49 
Shreveport, La_---- 1950 | P Le. 2.5. 449 443 99 
Sioux Falls, 8. Dak. ‘ 1949 | P Os dace ‘ 270 i eer 
Spokane, Wash... 1950 | P | lad 200 Te Testes ae ‘ 
Syracuse, N. Y... . 1953 P | TOD tie ob 488 488 27 
Temple, Tex_--. } 1942 7. | WERinpesse <1 800 800 80 
Vancouver, Wash_-- } 1942 | + A, , 575 oe EY 
Wadsworth, Kans. . 1933 | P | a eae 944 808 78 
Washington, D. C_- 1926 P ecole | 335 335 110 
West Haven, Conn- 1953 P JOE aaa 861 773 9 
West Roxbury, Mass. 1943 | P | Me saahiinae | 304 ee a dinniceininn 
White River Junction, Vt_... | 1937 P “do... 188 188 2 
Wichita, Kans_- --| 1932 P ME tito ay 252 252 108 
Wilkes-Barre, Pa--- } 1950 P asain gc aay 500 500 196 
Wilmington, Del----.. 1950 P he. c342 i 300 Ween ki 
WOO, Wilh cosncos 1922 | P ee . 1, 233 1, 233 21 
| 


i P, permanent; T, temporary; P-T, permanent and temporary. 
2 Date of first construction. 


The new section 1707 bars the closing or transfer of any Veterans’ 
Administration hospital, domiciliary, medical center, or regional office 
or the closing of a substantial part thereof, until the Committee on 
Veterans’ Affairs has been notified in writing of such proposed closing 
or transfer of functions and at least 90 days of continuous session of 
Congress have elapsed since such notification. In recent years and 
months the committee has heard informally or has been advised after 
the fact of the closing or proposed closing of many Veterans’ Admin- 
istration hospitals and regional offices. For example, this spring the 
Administrator of Veterans’ Affairs had under consideration the clos- 
ing of seven Veterans’ Administration hospitals but it was not until 
the publication of the hearings before the Committee on Appropria- 
tions that this information was made available to the Committee on 
Vete rans’ Affairs. It is to prevent such occurrences in the future and 
to give the committee of primary concern in this operation an oppor- 
tunity to consider the proposed closing or transfer that section 1707 
has been included. 

The committee feels that section 1707 is reasonably necessary as an 
aid to the committee in exercising its legislative oversight responsi- 
bilities under section 136 of the Legislative Reorganization Act of 
1946 and under clause 26 of rule XI of the Rules of the House. 
Section 2 

Section 2 of the bill relates to the addendum to the 10-P-10 form 
which a veteran completes when he is applying for non-service-con- 
nected hospitalization. Subsec ‘tion (b), 1 through 5, reflects the exist- 
ing requirements in Veterans’ Administration Regulations. 

It would require the applicant to declare— 

All medical, surgical, hospital and health insurance, and all 
annuities of which he is a beneficiary; 
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The value of all property, real and personal, and the extent*to 
which the property consists of cash, bank accounts, and United 
States savings bonds; 

Average monthly net income during the preceding 6-month 
period; 

Average monthly expenditures; 

Net worth—statement of total worth minus outstanding legal 
obligations. 

Following the declarations indicated above the local manager of a 
Veterans’ Administration hospital or his representative would deter- 
mine the type and extensiveness of medical care that is necessary for 
the applicant other than one suffering from tuberculosis or a psychosis 
and the probable period of hospitalization. In the case of an appli- 
cant who is found to be in need of less than 30 days of hospitali- 
zation, not an emergency, and not suffering from ‘tuberculosis or 
psy chosis, the manager would advise the applicant prior to his 
making a statement that he is unable to bear the cost of hospitaliza- 
tion, of the cost to the applicant at another institution in the area of 
the treatment found to be required, review the various declarations 
which the applicant made, and read to the applicant the appropriate 
penal sections of Public Law 85-56, and section 1001 of title 18 of 
the United States Code having to do with false statements. The 
procedure outlined above would not preclude the immediate admission 
of an emergency case. 

The committee believes that this will work in the best interests of 
all veterans as well as improving administration. It has been the 
experience of the committee that the overwhelming majority of 
veterans are honest and do not desire in any way to abuse the hos- 
pitalization to which they may be entitled. If such a formula as 
indicated above is carefully followed, each individual applicant will 
be able to make a fair determination of his ability to pay and will be 
on notice as to the penalties for any deliberate misrepresentations. 































SECTION 3 










During the course of the most recent hearings it was disclosed that 
the Veterans’ Administration had in effect established a system of 
priorities for admission to Veterans’ Administration hospitals which 
resulted in veterans who were eligible under workmen’s compensation 
or industrial accident laws in being placed in the lowest priority for 
admission. This section would give statutory recognition to this 
practice and in addition would authorize the Administrator to grant 
a similar priority to veterans who have hospitalization insurance 
which would provide for payment or reimbursement of all or sub- 
stantially all expenses of care in a private or other hospital. 

Your committee believes that this latter provision is particularly 
desirable since veterans who have prepaid hospitalization insurance 
and who do not use it are depriving other veterans who lack such 
coverage and protection the treatment they need in a Veterans’ 
Administration hospital. This situation is further emphasized when 
it is considered that very few hospital insurance plans will today pay 
for care in a Federal hospital or more particularly in a Veterans’ 
Administration hospital. There is no way for the Veterans’ Adminis- 
tration to collect payment in such instances since the hospitalization 
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is a contract between the company and the individual insured. This 

rovision should result in veterans making full use of their private 
Sicapiealieation contract. Nothing in this subsection would of course, 
affect in any way the care and treatment of emergency cases. The 
result of collections by the Veterans’ Administration under existing 
hospital insurance is shown in the following table. 


Number of patients discharged and total collections 


| 








Fiscal year Patients Collections Fiscal year Patients Collections 
discharged discharged 
Oe CUT ae RT alll cites Ri cnnssiennannee 
Biascen | 52, 209 $3, 046, 745 idea ak cian bwetee meine 71, 569 $3, 114, 431 
|_| ee 7 62, 160 3, 010, 081 BOE th dgfibvduentlid ongaie 73, 157 2, 708, 455 
Bin ineintow 7 63, 139 3, 192, 042 1958 (1st half).......... 34, 047 1, 068, 626 
Section 4 


During the course of the current hearings and on numerous other 
occasions considerable information has been given the committee 
concerning the great difference in cost between care in a Veterans’ 
Administration hospital and that in a private or community hospital. 
There are numerous reasons and items which go into such cost, all of 
which were not thoroughly discussed or disclosed by the proponents 
of private medical care in their testimony before the committee. 
There is also good and sufficient reason why the turnover rate in 
Veterans’ Administration hospitals is not as low as in private huspitals 
and the same can be said for the average length of stay. For that 
reason the committee has included an amendment to section 512 
of the Veterans’ Benefits Act of 1957 which would provide for the 
first time authority for the Administrator to furnish outpatient medi- 
cal service for non-service-connected disabilities. This would be pro- 
vided in two categories. The first category is where such care is reason- 
ably necessary in getting the patient ready for admission to a Veterans’ 
Administration hospital or in determining whether or not hospital 
care is needed. This would mean the usual laboratory tests, X-rays, 
etc., which today can only be made when the patient has been ad- 
mitted to the hospital. The second category is where a veteran has 
been granted hospital care and may be discharged with outpatient 
sare provided which would be necessary to complete the treatment. 
Under existing laws the patient must remain in the hospital and 
occupy a bed which could otherwise be used for someone critically in 
need of it. 

This section also makes it clear that the care provided is to be 
limited to medical care, as such, and does not include the furnishing 
of dental appliances, wheelchairs, trusses, and the like. 


Section 6 
This section makes a technical amendment to the table of contents 
in the Veterans’ Benefits Act of 1957. 


DEPARTMENTAL REPORTS 
The reports of the Veterans’ Administration, General Accounting 


Office, the Bureau of the Budget on subsections (b) and (c) of section 2 
(H. R. 58) follow, as well as the report of the Veterans’ Administration 
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on the second portion of section 1 which adds a new section designated 
sec. 1707 (H. R. 10028): 


CompTROLLER GENERAL OF THE UNITED STATEs, 
Washington 25, D. C., January 23, 1957. 
B-130277 
Hon. Ourn E. Teacue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives. 

Dear Mr. CHarrMan: Reference is made to your letter of January 
7, 1957, requesting a report on H. R. 58, 85th Congress, which would 
mpose additional requirements on certain veterans seeking hospital- 
ization or domiciliary care in Veterans’ Administration facilities. 

Under existing law (38 U.S. C. 706), war veterans may be furnished 
hospitalization or domiciliary care, if unable to defray the necessary 
expenses, on a facilities-available basis irrespective of whether the 
disease or injury was due to military service. The applicant’s state- 
ment under oath is required to be accepted as sufficient evidence of 
inability to defray necessary expenses. 

The purpose ot the bill is to correct abuse of the privilege of obtain- 
ing free hospitalization in Veterans’ Administration facilities for non- 
service-connected disabilities by veterans able to pay for civilian 
medical and hospital care by attempting to place some restraint on 
nonindigent veterans applying for hospitalization for short periods 
It would require the applicant to make a declaration disclosing not 
only all his medical, hospital, health and life insurance and annuities, 
but his income and expenses, as well as all property, including his 
liquid assets, and a statement of his net worth. After the applicant 
makes such a declaration, the Administrator of Veterans’ Affairs 
would determine the type and extensiveness of the medical care and 
treatment required and the probable duration of hospitalization. If 
the veteran is not suffering from tuberculosis or a psychosis and does 
not require emergency care or treatment and it is determined that less 
than 30 days’ hospitalization is required, the Administrator of Vet- 
erans’ Affairs shall determine and advise the veteran what it would 
cost at another institution in the area to obtain care and treatment 
deemed necessary for him and read to him the provisions of existing 
law imposing penelties for making false statements or concealing any 
material fact in the declaration. 

The bill would not impose any new sanctions for a false statement or 
effect any substantive change in existing law concerning eligibility 
of veterans for medical and hospital care for non-service-connected 
disabilities and diseases. It would continue the present requirement 
that the Administrator accept the veteran’s affidavit of inability to 
pay as sufficient evidence of that fact. 
| The Congress never intended that veterans with ability to pay 








should be furnished medical and hospital care for non-service-con- 
nected disabilities at Government expense. In that connection the 
report to the Congress on Federal Medical Services by the Commission 
en Organization of the Executive Branch of the Government (Febru- 
ary 1955) observed (p. 35): 

* * * In providing this care for non-service-connected disabilities many 
thought that no great expense to the Government would be involved since these 


; 
- 
i provisions merely permitted the occupancy by indigent veterans with non-service- 
| connected disabilities of hospital beds not in use at the time. 
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That Commission there (p. 36) estimated that the annual cost of pro- 
viding medical care in non-service-connected cases amounts to about 
$500 million annually. 

The General Accounting Office has conducted a survey of admission 
practices of Veterans’ Administration medical facilities and the finan- 
cial status of certain veterans treated for non-service-connected dis- 
abilities. A report covering that investigation conducted at 51 
Veterans’ Administration hospitals located in 41 States and the Dis- 
trict of Columbia was transmitted to your committee by letter of 
February 6, 1956, in which we concluded that the statement of finan- 
cial condition currently used by the Veterans’ Administration has 
been of questionable effectiveness as a deterrent of erroneous decla- 
rations of ability to pay for the required care. The requirements in 
the bill, however, that additional financial information be furnished, 
that the penalties for furnishing erroneous information or concealing 
material facts be read to each applicant, and that the applicant be 
advised of the probable cost of the required care in a civilian institution 
should tend to reduce the number of admissions, particularly if that 
information enables him to determine that he can pay for it. 

We favor the enactment of legislation that would accomplish the 
purpose of this bill. For a different approach to the solution of the 
problem which this bill seeks to meet, attention is invited to the 
recommendations of the Commission on Organization of the Executive 
Branch of the Government in its Report on Federal Medical Services 
(see pp. 34-38) that the right of veterans with non-service-connected 
disabilities to admission to Veterans’ Administration hospitals be 
limited, that the veterans’ declarations of inability to pay for hos- 
pitalization for non-service-connected disabilities be subject to veri- 
fication, and that the Veterans’ Administration be authorized to collect 
the costs incurred if the declaration of inability to pay is not sub- 
stantiated. 

Sincerely yours, 
JosEPH CAMPBELL, 
Comptroller General of the United States. 





VeTERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington 25, D. C., January 31, 1957. 
Hon. Ourn E. Treacue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, 
Washington 25, D. C. 


Dear Mr. Treacue: Reference is made to your request for a report 
by the Veterans’ Administration on H. R. 58, 85th Congress, a bill to 
amend Public No. 2, 73d Congress, so as to impose additional require- 
ments on certain veterans seeking hospitalization or domiciliary care 
in Veterans’ Administration facilities. 

The purpose of the bill apparently is to enact into law certain pro- 
cedures relating to hospitalization for non-service-connected disabil- 
ities, which for the most part are now required administratively by 
the Veterans’ Administration. 

The applicant would be required to make a declaration of all his 
medical, surgical, hospitalization, health, and life-insurance policies 

28678—58——_53 
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and annuities. He would also be required to declare the value of all 
property owned by him and the extent to which such property consists 
of cash, bank accounts, and United States savings bonds, his average 
monthly net income for the past 6 months, his expenditures, and a 
statement of his net worth. 

After the declaration has been made the Administrator of Veterans’ 
Affairs would be required to determine the type and extent of necessary 
medical care and treatment and the prubelte period of hospitalization. 
If the veteran does not require emergency care or treatment, is not 
suffering from tuberculosis or a psychosis and would require less than 
30 days’ hospitalization, the Administrator would be required to 
determine the approximate cost of necessary care and treatment at 
another institution in the area, review with the applicant his declara- 
tion, tell the applicant the approximate cost of necessary care and 
treatment at another institution in the area, and read to the applicant 
section 15 of Public No. 2, 73d Congress, as amended, and section 
1001 of title 18 of the United States Code. Generally those sections 
deal with penalties which may be imposed for making false statements. 

The law governing the eligibility of veterans to hospitalization 
as Veterans’ Administration beneficiaries is contained in section 6, 
Public No. 2, 73d Congress, as amended. This section contains the 
following proviso relative to hospitalization or domiciliary care of 
veterans suffering from non-service-connected disabilities: 

That any veteran of any war who was not dishonorably discharged, suffering from 
disability, disease, or defect, who is in need of hospitalization or domiciliary care 
and is unable to defray the necessary expenses therefor (including transportation 


to and from the Veterans’ Administration facility), shall be furnished necessary 
hospitalization or domiciliary care (including transportation) in any Veterans’ 


Administration facility, within the limitations existing in such eens, 


tive of whether the disability, disease, or defect was due to service. he state- 
ment under oath of the applicant on such form as may be prescribed by the 
Administrator of Veterans’ Affairs shall be accepted as sufficient evidence of 
inability to defray necessary expenses. 

In 1953 an extensive study was made of administrative steps which 
might be taken to clarify and possibly amplify existing procedures 
relating to the hospitalization of veterans for non-service-connected 
disabilities on the basis of inability to defray necessary expenses. 
As a result an addendum to the hospital application form (VA form 
10-P-10) was issued requiring that the applicant state the total 
current value of his property, the current amount of his ready assets, 
the approximate value of any unpaid mortgage, his average monthly 
expenditures and average monthly net income from all sources for 
the last 6 months. In addition, on the application form itself the 
applicant is required to answer the following question: 

Are you entitled to hospital care by membership in a union, group plan, insur- 
ance policy, etc., or reimbursement for its cost by reason of a cause of action 
against any party? 

If the answer is ‘“‘Yes” the applicant is required to state the name 
and address of the agency or organization. 

The application form contains a warning as follows: 

If you knowingly make a false statement of any material fact in or in connection 
with this application you are subject to possible forfeiture of veterans’ benefits 
and prosecution in a United States court. 

The addendum contains a similar warning. The penalty provisions 
of the law which the bill would require be read to certain applicants 
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are couched in legal language which many applicants might have 
difficulty in understanding. 

Veterans’ Administration Circular No. 11, which was issued on 
November 4, 1953, to explain the purpose and use of the addendum, 
provides among other things that in order to assist an applicant in 
determining his ability to pay he should, if and when practically 
possible, be given some indication of the probable length of required 
treatment. A clarification of the meaning of certain language appear- 
ing in the circular appeared necessary and was issued on December 28, 
1956, as follows: 


Applicants for hospitalization who are required to complete the addendum as 
a part of the basic application should be advised prior to the time they complete 
the “‘oath of inability to defray’ on VA Form 10—-P-10 of the probable length of 
care, and an estimate of the cost of comparable hospital care in the community 
hospitals. * * * 

In addition, the December 28, 1956, letter clarifies the procedure 
to be followed in the case of applicants requiring emergency care as 
follows: 

* * * veterans who are admitted as emergency should not be requested to 
execute VA Form 10—P-10 or the addendum. These forms should, however, be 
completed by such veterans as soon as the emergency has terminated and/or at 
such time as the veteran recovers his faculties and is aware of the significance of 
his actions in this regard. If at that time the veteran is not willing to state that he 
is financially unable to defray the cost of hospital care on the basis of the estimates 
furnished, he should be considered as having been admitted for humanitarian 
reasons rather than as a beneficiary of the Veterans’ Administration. In such 
cases these patients should be discharged from the hospital as soon as the emer- 
gency terminates and billed for their care in the same manner as any other 
ineligible person * * * 


It will be noted that much of the information to be required by the 
subject bill already is required by Veterans’ Administration pro- 
cedures, which also specify that advice as to probable length of care 
and estimate of cost in a community hospital be given in all applicable 
cases except emergencies. The subject bill would not require the 
furnishing of this advice if the applicant needed more than 30 days’ 
hospitalization, or was suffering from tuberculosis or a psychosis, in 
addition to excepting emergency cases. However, the bill makes no 
explicit exception as to the required financial declaration, prior to ad- 
mission, in the case of applicants requiring emergency care or treat- 
ment, and the intent in this situation should be clarified. It is as- 
sumed that there is no intention to delay emergency admissions by 
requiring a procedure not presently applicable. 

Copies of Circular No. 11, VA Form 10—P-10, the addendum 
thereto, and the Chief Medical Director’s letter No. 56-48, all of 
which are referred to above, are enclosed herewith for the information 
of the committee. 

As indicated, it is the purpose and presumably the sole intent of 
the bill to enact into law certain Veterans’ Administration procedures 
and directives, without attempting to change the basic provisions of 
the existing statute. Hence, it should be pointed out that it would not 
bear upon either of the major sources of difficulty in dealing with al- 
leged abuses in the field of hospital care for non-service-connected 
disabilities. As the committee of course knows, the last sentence of 
the proviso to section 6, previously quoted, provides that the veteran’s 
statement of inability to defray necessary expenses shall be accepted 
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as sufficient evidence of that fact, and this precludes denial of care 
based on a conflicting determination by the Veterans’ Administration. 
Moreover, as a practical matter, it has proved difficult to impose sanc- 
tions in any case where the correctness of the statement under oath 
might be seriously questioned. The availability of punitive measures 
for false statement is severely limited by the fact that the question of 
ability to pay presents so many variables, depending on individual 
circumstances, that it frequently involves an expression of what 
amounts to opinion rather than demonstrable fact. While the ad- 
ministrative procedures relating to a financial declaration are con- 
sidered to have been helpful, the mere fact of their enactment into 
law would in no way obviate these difficulties. 

The cost of the bill, if enacted, would appear to be minimal since 
current procedures are essentially those which would be required. 
The only additional expense would appear to be the initial one of 
amending forms and instructions. 

To summarize, the bill would have the effect of enacting into law 
certain Veterans’ Administration procedures and directives and its 
enactment, therefore, would not appear essential. However, should 
the committee feel that such an enactment into permanent law would 
serve a useful purpose, the Veterans’ Administration would interpose 
no objection. 

Advice has been received from the Bureau of the Budget that there 
would be no objection to the submission of this report to your com- 
mittee. 

Sincerely yours, 
H. V. Hiainy, Administrator. 
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VETERANS ADMINISTRATION 


APPLICATION FOR HOSPITAL TREATMENT OR DOMICILIARY CARE 


7.1 HEREBY APPLY TO THE VETERANS! 2 LAST NAME—FIRST NAME—MIDOLE WAME ( Type or print) 
ADMINISTRATION FOR (Check) ; 


HOSPITAL DOMICILIARY 
TREATMENT CARE 


A HISTORY OF ACTIVE oa ae 
mE coast OTHER 
MILITARY SERVICE , DO maw LJ Force Come > - GUARD = (Speevfy) 
| DATE PLACE ] GRADE TYPE 
SERVICE NO ENTERED Pee Foy OF OF AND OF 
ACTIVE DUTY . SEPARATION ‘SEPARATION ORGANIZATION SEPARATION 


$. # You SERVED | UNDER A NAME OTHER THAN THE ONE LISTED ABOVE. ENTER THAT. NAME ME AND SERVICE DA’ DATES iW THIS SPACE 





GA, PERMANENT ADORESS 68, PRESENT HOME ADORESS 





JA. MAME OF NEXT OF KIN TO BE NOTIFIED IN CASE OF EMERGENCY T?o. RELATIONSHIP 


THE FOLLOWING DATA ARE FOR ADMINISTRATIVE PURPOSES and Are Not Used for Determination of Eligibility: 


SE 12 8 


6. PLACE OF BIRTH 9. DATE OF BIRTH Tt 10. RELIGION nl SEX (Check) 


wae Cue 





13. MARITAL STATUS (Check) | 14. OCCUPATION 


oO MARRIED J wanmico O WIDOWED 0 DIVORCED { 


1S. SOCIAL SECURITY NUMBER OR RAIL. | 16. AGE OF 17. AGE OF 18. DEPENDENTS OTHER THAN SPOUSE AND 19. LENGTH OF TIME RESIDED IN— 
ROAD RETIREMENT BOARD NUMBER SPOUSE YOUNGEST | CHILDREN (Specify) : 


CHILD 


198. COMMUNITY 
YRS. = MOB. 





2. HAVE YOU RECEIVED FROM VETERANS ADMINISTRATION (Check) Ta mosr RECENT DATES OF CARE, AND LOCATION OF HOSPITAL AND/OR DOMICILIARY 


HOSP:TAL OOMICWIARY 
TREATMENT Cane (Af checked fill in item 21) 


Z ARE YOU RECEIVING FROM FEDERAL GOVERNMENT | 23. F ITEM 22 IS CHECKFD, ENTER DETAILS RELATIVE THERETO (Source, disability, percent, ete.) 
COMPEN. RETIRE 
O SATION O PENSION a} MENT PAY 





2A. LOCATION OF OFFICE HAVING CLAIMS FOLDER (J/ applicable) 25. MONTHLY AMOUNT RECEIVED 


@. 1 0€s' 1GNATE THE FOLLOWING PCRGON 0.8 PEFSONS IN THE ORDER LISTED TO RECEIVE POSSESSION OF ALL MY PERSONAL PROPERTY LEFT ON PREMISES UNDER THE CONTROL OF THE VA 
AFTER LEAVING SUCH PLACE OR AT THE TIME OF MY DEATH 


I application is for a condition reaulting in diecharge for: disability incurred | Z7A. NAME AND ADDRESS OF AGENCY OR ORGANIZATION 
in line of duty, or adjudicated service-connected by VA, ITEMS 27, 28, 29, 
AND Jt, NEED NOT BE COMPLETED 
27. ARE YOU ENTITLED TO HOSPITAL CARE BY MEMBERSHIP iN A UNION, GROUP PLAN. 1S. POLICY 
ETC.. OR, REIMBURSEMENT FOR ITS COST BY REASON OF A CAUSE OF -—» 
ACTION AGAINST AMY PARTY? (Jf * Yes,” comp Mate dem $7.4) _j Yes Oro 


papwaneniehe 4 
23. ARE YOU FINANCIALLY ABLE TO PAY NECESZARY EXPENSES OF HOSPITAL OR DOMICILIARY CARE? | 29. ARE YOU FINANCIALLY ABLE TO PAY COST OF YOUR TRANSPORTATION TO AND 
(Check) FROM HOSPITAL AT TIME OF ADMISSION AND DIS -- 
7 no CHARGE? (Check) O ves O ) 


3. I AGREE to eccept transfer to another hoepitel if, in the opinion of the medical staff. such transfer is deemed expedient. I understand the questions. The 
answers to ei! questions are true and complete to the best of my knowledge and belief, | acunowledge nutice of the effect of the lew mentioned on the re 
verse side hereof. 

(TMs application must be signed in all cases) ‘ 
(Signature of applicant or representative) 


WARNING —If yc you knowin, ly y make a false statement of eny meteria! fect in or in connection with this application, you are subject to possi ble forfeiture of 
veterans’ beachts, end prosecution in a United Sietes Court. 





3. Subscribed and eworn to before me this 


by a , Caiment, to whom the statements herein were fully made known and expleimed. 
I certify that the questions end »newers thereto f ave, in my presence, been 
rr c 


(SEAL) LJ READ TO i READ BY ‘the claimant. 


(Notary public or authorized VA representative) 


: RD NO, se - ee y" 
22. APPLICANT REGISTER NO. WARD NO. | PERIOD OF SERVICE (i. ¢. WWI, WWII, other) 


SHOULD NOT | 
WRITE In : 


ADMISSION DAT= | TYPE OF PATIENT , | ADMITTED FOR ELIGIONITY STATUS 
THESE SPAC —_ oly in a 
[ 1] i Psy = | HOSPITAL t} pomict. [ ‘} iB! e 
cwas | cnome }vo} (J) treararwt |_) care sc _} wee 


oe 10-P-10 Fristing stock of VA Form: 10-110, Aug 1454, will be used 
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33. MAME OF FATHER 


3S. MAIDEN MAME OF MOTHER 


Nors.—The law provides that upon the death of any veteran recelving care or treatment by the Veterans Admintstration in any institution leaving no widow (wid 
nest of kin or beir entitled to inherit, all personal property, including money or balances in bank, and all claims end choses in action, owned by such veteran, and 
disposed of by will or otherwise, will become the property of the United States as trustee for the Post Fund. 


MEDICAL CERTIFICATE 


(NOTE TO EXAMINING PHYSICIAN.—History, intome and physical Andings must be recorded in sufficient detall to clearty support the 
diagnosis. If additional apace is needed, attach plain sheets of paper) 


DD saier nisTory 


34. SYMPTOMS 


38. PHYSICAL, LABORATORY, AND X-RAY FINDINGS 


40. DIAGNOSIS (See note lo eramining physician abore) 


CAN APPLICANT DO THE FOLLOWING (Check): CHECK EACH OF THE FOLLOWING: 





41, DRESS HIMSELF AND USE LAVATORY WITHOUT ASSISTANCET ! 1S APPLICANT INCONTINENT? 


42. ASCEND AND DESCEND STAIRS? 1S APPLICANT AMBULANT? 


43, FEED HIMSELF WITHOUT ASSISTANCE? . 1S APPLICANT MENTALLY COMPETENT? 


44. OPERATE A WHEEL CHAIR WIVHOUT AID, IF A WHEEL CHAIR CASED | ee ae ee ee 


(7iis question need net be enswered Y/ net epplicstic) IS ATTERDANT A RELATIVE OF THE APPLICANT? 
SO. METHOD OF TRAVEL RECOMMENDED (Check) 





ro TRAIN OR AMBU. ro) PRIVATE 
LJ sus LANCE _J conveyance 


SIGNATURE OF EXAMINING PHYSICIAN 


5%. TO BE COMPLETED BY VA PERTONNEL ONLY 


LEGAL ELIGIBILITY (Check) ~ | VA REGULATION [ MEDICAL ELIGIBULITY (Check) 


j 


O EUGIBLE O INELIGIBLE 7s Ui J} cuscimee 


O INELIGIBLE 


SIGNATURE OF ELIGIBILITY CLERK - ] SIGNATURE OF VA MEDICAL OFFICER 


rred from VA 





S GOVERNMENT PRINTING OFFICE 196 - O-390117 


a, 








VETERANS’ ADMINISTRATION HOSPITALS 4755 
Veterans’ Administration, Washington 25, D. C. 
CircuLaR No. 11, Novemper 4, 1953 
PURPOSE AND USE OF THE ADDENDUM TO VA FORM 10—-P—10 


1. The attached addendum to VA Form 10—P-10 is designed to 
protect applicants for hospitalization, and veterans generally, from 
charges of “chiseling’’ on the Government by signing a false state- 
ment of inability to defray the necessary expenses of hospital or 
domiciliary care. 

2. Use of this addendum should cause each applicant for hospitaliza- 
tion to focus his attention on his financial status, and thereby give him 
a clearer understanding of the propriety of signing the oath of inability 
to pay. To assist him in determining his ability to pay, the applicant 
should, if and when practically possible, be given some indication of 
the probable length of required treatment. 

3. This addendum may be used in no way whatever to deny hospi- 
talization to a veteran, as the law specifically provides that “the state- 
ment under oath of the applicant * * * shall be accepted as sufficient 
evidence of inability to defray necessary expenses.”’ 

4. If a veteran-applicant for hospitalization signs the oath of inabil- 
ity to pay contained in VA Form 10-P-10, that is legal evidence of 
eligibility for hospitalization and the applicant shall be admitted when 
a bed is available and the need of hospitalization has been medically 
determined. 

5. Each veteran filling in the addendum to VA Form 10-P-10 
should be informed that he may, if desired, qualify any answers to the 
questions by entering such information on the back of the addendum. 

6. Veterans who have been adjudicated to have service-connected 
disabilities, as defined in VA Regulation 6047 (A), (B), and (C), and 
veterans eligible for hospitalization under VA Regulation 6047 (D) (5) 
will not be required to fill in the addendum. 

7. All other applicants for hospitalization or domiciliary care will 
be required to complete the addendum before a determination of 
medical entitlement is made. Im all such cases the addendum and 
VA Form 10—P-—10 will be filled in at the same time and submitted 
as a single document. Of course, emergency applicants are excepted. 
They will furnish the information later, if and as required. 

8. All Veterans’ Administration personnel are cautioned that VA 
Form 10—P-10 and the addendum are confidential, the same as all 
other material in a veterans’ file, and may not be seen by, or informa- 
tion therefrom be given to, anyone except as provided in VA Regula- 
tions 500 to 526. 

9. The adoption of this addendum in no way changes or modifies 
the Personal and Confidential letter of March 27, 1953, in which the 
Chief Medical Director instructs all managers and area medical 
directors to “report to the Administrator * * * all cases * * * 
which clearly indicate the statement as to inability to defray expenses 
of hospitalization is false.” 

10. No investigation of such cases will be made or requested at the 
local level, and no report of them will be made to any other Govern- 
ment agency or official, except as authorized by central office. 
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Porm ipproved 
Budget Bureae No. 76-P970 


VETERANS ADMINISTRATION : 
ADDENDUM TO VA FORM 10-P-10, 


APPLICATION FOR HOSPITAL TREATMENT OR DOMICILIARY CARE 


INSTRUCTIONS: This addendum must be completed by all veterans (excluding those admitted as emergencies ard those 
separeted for disability incurred in line of duty or in receipt of compensation) who apply for treatment under VA 
Regulation 6047 (D) (1) through (4), of a condition not attributable to service in the Armed Forces. 


—_——$——— . $$ $$$ ——_______ — 
2A. LAST mame « FIRST NAME. - MIDOLE NaME OF VETERAN 288. ADORESS OF VETERAN 


Zac. WAVE OF PRIVATE PHYSICIAN (if amy) WHO REFERRED VETERAN 230. AOORESS OF PRIVATE PHYSICIAN 


ns 
WHAT 1S THE TOTAL CURRENT VALUE OF YOUR PROPERTY. BOTH REAL AND PERSONAL? (Personnel prop- 


erty includes such items #8 motor vehicles, business fixtures and equipment, etc., but 
does not include personal items such as household furniture, clothing, jewelry, etc.) 


26€. 


26F.) WHAT 1S THE CURRENT ~AMOUNT OF YOUR READY ASSETS. IN THE FORM OF CASH, BANK DEPOSITS, 


SAVINGS BONDS (cash velue)? 


1F YOU OWN REAL PROPERTY (e.g... @ howe, @ lot, etc.) WHAT 
THE UNPAID MORTGAGE OR OTHER INDEBTEDNESS OWED THEREON? 


286. 1S THE APPROXIMATE AMOUNT OF 


WHAT ARE YOUR AVERAGE MONTHLY EXPENDITURES. !NCLUDING YOUR MORTGAGE PAYMENTS AND ALL 
OTHER PERSONAL EXPENSES INCLUDING YOUR EXPENSES FOR YOUR DEPENDENTS? 


«| WHAT WAS YOUR AVERAGE MONTHLY NET INCOME FOR THE LAST SIX MONTHS FROM ALL SOURCES? (See 
instructions below.) 


The facts in the foregoing financial statement are made by me and are hereby certified to be correct to the best 
of my knowledge and belief. In view thereof, I have stated under oath on VA Form 10-P-10, and hereby swear (or 
affirm) thet I am unable to defray the necessary expenses of the hospital treatment (domiciliary care) for which 


I have applied. 





28K. SIGNATURE OF VETERAN OR HIS REPRESENTATIVE 


Veteran must sign his name in the space provided above. If for any reason, veteran cannot comply with this re- 
quirement, .this form may be signed for him by his representative with an appropriate notation to that effect. 


WARNING: If you knowingly make a false statement of any material fact in of in connection with this addendum to 
your application for hospital treatment (domiciliary.care), you are subject to possible forfeiture of 
veterans’ benefits and prosecution in a United States court. 


INSTRUCTIONS FOR AVERAGE MONTHLY NET INCOME - READ CAREFULLY 


The “ Average Monthly Net Income” reported in Item If you have rental income or if you are self- 


28% must include the average total amounts received 
monthly from all sources, including but not limited to 
wages, saleries, fees, commissions, bonuses, earnings 
other than wages, dividends, interest, annuities, re- 
tirement benefits, rents, gifts, public assistance, and 
income from a business, profession or farm. You need 
not include the separate income of your wife or children. 


In reporting wages or salary, report “ take home 
pay’ not gross wages. DO NCT include amounts withheld 
under a retirement plan or amounts withheld for income 
tanes or social security. 


Vv A FOKme 
oct 1983 


10-P-100 


employed or engaged in the operation of a business or farm, 
either solely or in partnership with others, report the 
average of the monthly net income you receive from such 
sources. Net income is gross income less the expenses 
of operating the rental property or the business or 
farm. Gross income includes both receipts in cash and 
the market value of goods or services received in lieu 
of cash. Expenses include cost of goods sold (for busi- 
nesses), normal repairs, taxes, salary or wages of em- 
ployees, insurance, interest on business debts (but not 
payment of principel), supplies purchased and other 
similar expenses. 








b~ P3708 
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11. Initial distribution will be made of VA Form 10—P-10a, Adden- 
dum to VA Form 10—P-10, Application for Hospital Treatment or 


Domiciliary Care. 
H. V. Hiewey, 


Administrator of Veterans’ Affairs. 
Distribution in accordance with VA Form 3-3040, Mailing or 
Distribution List. 


Notrr.—This circular is being distributed in advance of VA Circular 
10. 


VETERANS’ ADMINISTRATION, 
Orrice or Cuter Mepicat Director, 
DEPARTMENT OF MEDICINE AND SURGERY, 
Washington 25, D. C., December 28, 1956. 


Cuter Mepicat Direcror’s Lerrer No. 56-48 


To: Managers, all VA hospitals, regional offices with medical activities, 
centers, domiciliaries, Veterans Benefits Office, Washington, D. C. 
director, outpatient clinic, Boston, Mass., and area medica 
directors. . 

Subject: Clarification of paragraphs 2 and 7, VA Circular No. 11, 
November 4, 1953. 

1. Inquiries received in this office with respect to the provisions of 
subject issue indicate a need for clarification of the meaning of certain 
language used therein. To that end there is furnished below informa- 
tion which we believe may be helpful in understanding the provisions 
of that circular. 

2. Applicants for hospitalization who are required to complete the 
addendum as a part of the basic application should be advised prior 
to the time they complete the ‘oath of inability to defray” on VA 
Form 10—P-10 of the probable length of care, and an estimate of the 
cost of comparable hospital care in the community hospitals. Of 
necessity this can only be done following a medical examination to 
determine the need for hospital treatment. This is not inconsistent 
with that part of paragraph 7 of the circular which prescribes that— 


All other applicants for hospitalization or domiciliary care will 
be required to complete the addendum before a determination 
of medical entitlement is made. 


This language should be interpreted as permitting the examination of 
otherwise eligible veterans on completion of items 28E through 28I 
of the addendum. ‘The signature to the addendum should be accom- 
jlished by the applicant at the same time he attests under oath on 

A Form 10—P-10 that he is unable to defray the necessary expenses 
of hospitalization. 

3. Consistent with the last sentence of paragraph 7, veterans who 
are admitted as emergent should not be requested to execute VA 
Form 10—P-10 or the addendum. These forms should, however, be 
completed by such veterans as soon as the emergency has terminated 
and/or at such time as the veteran recovers his faculties and is aware 
of the significance of his actions in this regard. If at that time the 
veteran is not willing to state that he is financially unable to defray 
the cost of hospital care on the basis of the estimates furnished, he 
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should be considered as having been admitted for humanitarian 
reasons rather than as a beneficiary of the Veterans’ Administration. 
In such cases these patients should be discharged from the hospital 
as soon as the emergency terminates and billed for their care in the 
same manner as any other ineligible person consistent with the pro- 
visions of Interim Issue 10-382, dated December 4, 1956. 

Roy A. Wotrorp, M. D., 
Deputy Chief Medical Director. 















Executive Orrick OF THE PRESIDENT, 
BUREAU OF THE BUDGET, 
Washington, D. C., February 6, 1957. 






Hon. Ourn E. TEeacue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

My Dear Mr. Cuatrman: This will acknowledge your request of 
January 7, 1957, for the views of the Bureau of the Budget on H. R. 58, 
a bill to amend Public No. 2, 73d Congress, so as to impose additional 
requirements on certain veterans seeking hospitalization or domiciliary 
care in Veterans’ Administration facilities. 

Present legislation provides that ‘‘the statement under oath of the 
applicant * * * shall be accepted as sufficient evidence of inability 
to defray necessary expenses,”’ but does not provide for any assistance 
to the veteran in coming to a decision. The purpose of H. KR. 58 is 
to assure that the veteran makes a considered judgment of inability 
to pay for treatment of non-service-connected disabilities before 
signing this statement by requiring him to furnish information on 
his financial condition. Furthermore, when less than 30 days’ 
hospitalization for general medical care is indicated, the Veterans’ 
Administration would inform the applicant of the approximate costs 
of hospitalization elsewhere and would read to him provisions of law 
pointing out legal liabilities of a false certification. 

The need for improving procedures for admission to Veterans’ 
Administration hospitals and domiciliaries with respect to those who 
can afford to pay has been convincingly demonstrated. Subsequent 
to a report in 1953 by the General Accounting Office disclosing abuse, 
the Veterans’ Administration issued a directive requiring veterans to 
answer at the time of application virtually the same questions as to 
financial resources as would be required by H. R. 58. Subsequent 
investigation by General Accounting Office of the value of this pro- 
cedure revealed that it was not effective in screening out veterans 
able to pay for their hospitalization. Some veterans failed to report 
their real financial resources; others accurately reported large resources 
but nevertheless signed the statement as to inability to pay. On 
December 28, 1956, the Veterans’ Administration took the additional 
step of requiring that the veteran be advised of the estimated length 
and probable cost of comparable care in a community hospital. 

No one questions the Federal Government’s obligation to provide 
care for service-connected disabilities. The fundamental question 
which needs to be considered is the extent to which free hospital and 
medical care is provided for non-service-connected cases. 

Ability to pay is presently interpreted by each applicant upon the 
basis of his individual standards. The only deterrent to veterans 
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receiving care at Veterans’ Administration expense for non-service- 
connected disabilities for which he can pay is the possibility of prose- 
cution for making a false oath as to inability to pay. Experience has 
demonstrated that legal action is extremely difficult to initiate against 
those who abuse this privilege. Although a Federal court has recently 
rendered a judgment against a veteran for making a false claim of 
inability to pay, it appears that many other cases do not lend them- 
selves to litigation, largely because the basic legislation provides no 
objective standard of ability to pay. 

Unfortunately, the belief is widespread among the veteran popula- 
tion that hospital admission procedures are mere redtape and that all 
honorably discharged veterans are entitled to Veterans’ Administra- 
tion hospitalization for non-service-connected disabilities. To a 
sizable number of veterans the ability to pay for hospitalization has 
been construed in terms of being able to pay without sacrifice. Others 
have not applied for hospitalization, feeling that only those actually 
indigent should be admitted for short-term hospitalization for non- 
service-connected conditions. The general language of the law invites 
such inconsistent interpretations with the result that the Veterans’ 
Administration has not discouraged veteran applicants even when 
there is evidence of ability to pay for their hospitalization and this 
serves to officially confirm misconceptions as to the individual’s 
responsibilities. 

Two out of three citizens are today at least partially protected from 
short-term hospitalization expenses by prepayment plans and the 
proportion is rapidly increasing. When in a group plan, the average 
annual premium for family coverage under Blue Cross is $56 and 
surgical-medical coverage under Blue Shield averages $37 per year. 
A number of commercial insurance companies offer coverage at com- 
parable rates. Approximately 20 percent of the Veterans’ Adminis- 
tration’s general medical and surgical admissions are being discharged 
within 8 days, 42 percent within 15 days, and 71 percent within 30 
days. Since hospitalization prepayment plans will generally cover 
hospitalization of 30 days or longer, family protection against normal 
short-term hospital expenses is within the means of most veterans. 

Although many veterans have hospitalization prepayment policies, 
these generally do not pay for care in a Government hospital. In 
fiscal year 1956, the Veterans’ Administration billed prepayment and 
employee compensation plans for 71,569 admissions involving non- 

service-connected cases. Total billings amounted to $15,835,000 and 

collections were only $3,114,000. From the viewpoint of sound public 
policy, consideration should be given to revision of admission criteria 
with the objective of curtailing nonemergent, short-term admissions 
in Veterans’ Administration hospitals for non-service-connected con- 
ditions when it is apparent that the applicants have adequate coverage 
under hospitalization and medical care plans. 

The potential savings from prevention of abuse are considerable. 
Ninety percent of the 38,000 general patients in Veterans’ Adminis- 
tration hospitals are presently being treated for non-service-con- 
nected conditions, and the percentage is becoming progressively 
greater as time elapses since wartime service. Annual expenditures 
for treating non-service-connected general medical and surgical cases 
approximate $250 million and if present bed capacity is maintained 
will become larger. 
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It is noted that H. R. 58 makes a distinction between domiciliar 
and short-term general medical care in outlining procedures to be fol- 
lowed with the applicant. Domiciliary applicants are to be admitted 
upon completing the addendum and certifying as to inability to pay. 
At the present time, around 95 percent of the working population is 
covered under OASI or other retirement systems. Benefits are be- 
coming increasingly liberal. Veterans are covered under these systems 
and it should not be assumed that they cannot bear the expense of 
domiciliary-type care at other facilities. 

The Bureau of the Budget believes that enactment of H. R. 58 
would be desirable in order to incorporate into law the existing ad- 
ministrative procedures aimed at prevention of abuse of hospital and 
domiciliary care for non-service-connected disabilities. However, it is 
suggested that the bill could be improved by requiring the veteran to 
provide information with respect to his income for the full year re- 
ported on his latest Federal income-tax return and for the subsequent 
period not yet reported. H.R. 58, which requires recording of income 
for only the preceding 6 months, might not provide the basis for an 
adequate review of the resources of individuals whose income is 
seasonal, as in the case of many farmers. 

It is our belief that to deal effectively with the fundamental problem 
of the policy to be followed in admission of non-service-connected 
cases to VA hospitals and domiciliaries, Congress should consider 
supplementing H. R. 58 with legislation which would provide guide- 
lines for the establishment of reasonable criteria of ability to pay, 
encompassing income, assets, and prepaid hospital and medical care 
entitlement. In our judgment, administration of such criteria will 
also require changing or repealing the existing statutory impediments 
which prohibit the Veterans’ Administration from going behind the 
veteran’s affidavit of inability to pay. Providing the agency with this 
additional authority will permit effective administration of the long- 
established policy that non-service-connected cases are to be cared 
for in Veterans’ Administration facilities only when the cost of such 
care cannot be defrayed by the applicant. 


Sincerely yours, 
R. W. Jonzs, Acting Director. 


VETERANS’ ADMINISTRATION, 
OFFICE OF THE ADMINISTRATOR OF VETERANS’ AFFAIRS, 
Washington, D. C., June 3, 1958, 
Hon. Ourn E. Tracue, 
Chairman, Committee on Veterans’ Affairs, 
House of Representatives, Washington, D. C. 

Dear Mr. Teague: The following report on H. R. 10028 and 
H. R. 10130, 85th Congress, is submitted as requested. 

These identical bills would require the Veterans’ Administration to 
give written notice to the House Committee on Veterans’ Affairs before 
closing, or transferring the functions or activities of, any hospital, 
domiciliary, medical center, or regional office. They would also 
prevent such closing or transfer until not less than 90 days of con- 
tinuous session of the Congress had elapsed after such notification. 
For this purpose, continuity of session would be broken only by an 
adjournment sine die; but in the computation of the 90-day period 
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there would be excluded the days on which the House of Representa- 
tives was not in session because of an adjournment of more than 
3 days to a day certain. 

The bills are similar in general purpose to bills which have been 
introduced in each Congress since the 82d Congress. On June 7, 
1957, the Veterans’ Administration submitted an adverse report to 
your committee (Committee Print No. 115) on one such bill (H. R. 
2478, 85th Cong.). 

The laws governing the responsibility of the Administrator of 
Veterans’ Affairs, like laws governing heads of other agencies, contem- 
plate that he shall administer the programs for which he is responsible 
in such a way as to provide service with the maximum degree of 
efficiency and economy possible. Effective discharge of this responsi- 
bility presupposes, as a matter of sound management principle, cor- 
responding authority to take prompt action to improve essential 
services and to reduce costs when that can be done without jeopardiz- 
ing such services. 

Enactment of the proposed legislation would unduly restrict 
necessary authority to adjust organizational structure, functions, or 
activities in the light of program fluctuations, available r resources, 
improved techniques, etc. It not only would prevent expeditious 
action in emergent situations but could impede the timely implementa- 
tion of long-range planning. 

The adverse consequences inherent in the proposed curtailment of 
administrative authority would be especially severe in those situations 
requiring action at a time when the Congress is not in session. If, 
for example, the Congress adjourned sine die shortly before expiration 
of the 90-day period following notification of Veterans’ Administration 
plans, the deferment of action which would be required by the bills 
could involve a delay of almost a full year from date of notice. In 
this respect, the bills are more restrictive than H. R. 2478 on which 
the Veterans’ Administration reported adversely in the Ist session 
of the 85th Congress. 

In view of the foregoing, I recommend that the committee not give 
favorable consideration to the proposed legislation. 

Advice has been received from the Bureau of the Budget that there 
would be no objection to the submission of this report to the com- 
mittee and that the Bureau strongly recommends against enactment 
of the proposed legislation. 

Sincerely yours, 
Sumner G. WuirtiEr, 
Administrator. 
RAMSEYER RULE 


In accordance with clause 3 of rule XIII of the Rules of the House 
of Representatives, the changes made in existing law by the bill are 
shown as follows (existing law proposed to be omitted is in black 
brackets; new matter is in italics; existing law in which no changes 
are proposed i is shown in roman): 

. . . * - * * 
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Part C—VererAns’ ADMINISTRATION REGIONAL Orrices; EMPLOYEES 


Sec. 230. Central and regional offices. 

Sec. 231. Placement of employees in military installations. 

Sec. 232. Employment of translators. 

Sec. 233. Employees’ apparel; school transportation; recreational 
equipment; visual exhibits. 

Sec. 234. Telephone service for medical officers. 

Sec. 235. Courses of instruction for professional personnel. 

Sec. 236. Notification to House Committee on Veterans’ Affairs before 
closing certain facilities. 

* * * * * * * 


COURSES OF INSTRUCTION FOR PROFESSIONAL PERSONNEL 


Src. 235. (a) The Administrator may provide courses of 
instruction for the professional personnel of the Veterans’ 
Administration, and may detail employees to attend such 
courses. 

(b) The Administrator may detail not more than 2 per 
centum of the professional personnel of the Veterans’ Ad- 
ministration to attend professional courses conducted by 
agencies other than the Veterans’ Administration. 

(c) Employees detailed to attend courses under this 
section shall in addition to their salaries be paid their ex- 
penses incident to such detail, including transportation. 

(d) This section does not authorize travel or instruction 
outside the forty-eight States and the District of Columbia. 


NOTIFICATION TO HOUSE COMMITTEE ON VETERANS’ AFFAIRS 
BEFORE CLOSING CERTAIN FACILITIES 


Sec. 236. No Veterans’ Administration hospital, domicil- 
sary, medical center, or regional office shall be closed, nor shall 
all or a substantial part of the functions or activities of any 
such hospital, domiciliary, medical center, or regional office be 
transferred, until the Committee on Veterans’ Affairs of the 
House of Representatives has been notified in writing of such 
proposed closing or transfer of functions or activities, and not 
less than ninety days of continuous session of the Congress has 
elapsed since such notification. For the purposes of this sec- 
tion, continuity of session shall be considered as broken only by 
adjournment sine die; but in the computation of the ninety-day 
period there shall be excluded the days on which the House of 
Representatives is not in session because of an adjournment of 
more than three days to a day certain. 


CHANGES IN LAW MADE BY REPORTED BILL 


For the convenience of Members of the House, changes in existing 
law made by the bill, as reported, are shown as follows (existing law 
proposed to be omitted is enclosed in black brackets, new matter is 
printed in italic, existing law in which no change is proposed is shown 
in roman): 
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VeTerAns’ Benerits Act or 1957 


(Public Law 85-56) 


AN ACT To consolidate into one Act, and to simplify and make more uniform, 
the laws administered by the Veterans’ Administration relating to compensa- 
tion, pension, hospitalization, and burial benefits, and to consolidate into one 
Act the laws pertaining to the administration of the laws administered by the 
Veterans’ Administration. 


Be it enacted by the Senate and House of Representatives of the United 
States of America in Congress assembled, That this Act, divided into 
titles and sections according to the following Table of Contents, may 
be cited as the ‘‘Veterans’ Benefits Act of 1957’’. 


TABLE OF CONTENTS 
* * * * * * * 


Tirte XVII—AcQuISITION AND OPERATION OF HOSPITAL AND DOMICILIARY 
FaciLitiEs; PROCUREMENT AND SUPPLY 


PART A-—PROVISIONS RELATING TO HOSPITALS AND HOMES 


Sec. 1701. Hospitals and domiciliary facilities. 

Sec. 1702. Construction and repair of buildings. 

Sec. 1703. Use of Armed Forces facilities. 

Sec. 1704. Garages on hospital and domiciliary reservations. 
Sec. 1705. Acceptance of certain property. 

Sec. 1706. Operation of hospital beds. 

Sec. 1707. Closing of Veterans’ Administration facilities. 


* * ot k x * aS 
TITLE V—HOSPITAL, DOMICILIARY, AND MEDICAL CARE 
Part A—DrFINITIONS 
DEFINITIONS 


Sec. 501. For the purposes of this title— 

(1) The term ‘‘disability’’ means a disease, injury, or other physical 
or mental defect. 

(2) The term ‘‘veteran of any war’ includes any veteran of the 
Indian Wars, and the term “period of war’ includes each of the 
Indian Wars. 

(3) The term ‘Veterans’ Administration facilities’’ means— 

(A) facilities over which the Administrator has direct and 
exclusive jurisdiction ; 

(B) Government facilities for which the Administrator con- 
tracts; and 

(C) private facilities for which the Administrator contracts in 
order to provide hospital care (i) in emergency cases for persons 
suffering from service-connected disabilities or from disabilities 
for which such persons were discharged or released from the 
active military, naval, or air service; (li) for women veterans of 
any war; or (ili) for veterans of any war in a Territory, Com- 
monwealth, or possession of the United States. 

(4) The term “hospital care’ includes medical services rendered 
in the course of hospitalization and transportation and incidental 
expenses for veterans who are in need of treatment for a service- 
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connected disability or are unable to defray the expense of trans- 
portation. 

(5) The term “medical services” includes, in addition to medical 
examination and treatment, dental and surgical services, and, where 
a service-connected disability 1s involved, dental applicances, wheelchairs, 
artificial limbs, trusses, and similar appliances, special clothing made 
necessary by the wearing of prosthetic appliances, and such other 
supplies as the Administrator determines to be reasonable and 
necessary. 

(6) The term ‘domiciliary care” includes transportation and inci- 
dental expenses for veterans who are unable to defray the expense of 
transportation. 

* * * . * * % 


”? 


Part B—Hospitau or DomicrLiary CARE AND MEDICAL TREATMENT 
ELIGIBILITY FOR HOSPITAL AND DOMICILIARY CARE 


Src. 510. (a) The Administrator, within the limits of Veterans’ 
Administration facilities, may furnish hospital care which he deter- 
mines is needed to— 

(1) a veteran of any war (A) for a service-connected disability 
incurred or aggravated during a period of war, or (B) for any other 
disability if such veteran is unable to defray the expenses of 
necessary hospital care; 

(2) a veteran whose discharge or release from the active mili- 
tary, naval, or air service was for a disability incurred or aggra- 
vated in line of duty; and 

(3) a person who is in receipt of disability compensation. 

(b) The Administrator, within the limits of Veterans’ Adminis- 
tration facilities, may furnish domiciliary care to— 

(1) a veteran who was discharged or released from the active 
military, naval, or air service for a disability incurred or aggra- 
vated in line of duty, or a person who is in receipt of disability 
compensation, when he is suffering from a permanent disability 
or tuberculosis or neuropsychiatric ailment and is incapacitated 
from earning a living and has no adequate means of support; and 

(2) a veteran of any war who is in need of domiciliary care, 
if he is unable to defray the expenses of necessary domiciliary 
care. 

(c) The Administrator may prescribe a system of priorities for veterans 
seeking admission to a Veterans’ Administration facility pursuant to 
clause (B) of subparagraph (1) of subsection (a) of this section under 
which— 

(1) any veteran who is eligible under any workmen’s compensa- 
tion or industrial accident law for care for the disability or disabili- 
ties for which he seeks admission to such facility may be refused 
hospital care by the Administrator so long as any other veteran not 
described in this subparagraph is on a waiting list for treatment in 
such facility; and 

(2) any veteran who is covered by a medical, surgical, hospitaliza- 
tion, or health insurance plan which will provide for payment or re- 
imbursement of all or sib tantially all of his expenses of care in a 
private or other hospital may be refused hospital care by the Admin- 
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istrator so long as any other veteran not described in subparagraph 
(1) or this subparagraph is on a waiting list for treatment in such 
facility. 
This subsection does not affect the authority of the Administrator to furnish 
hospital care in emergency cases. 
* * * * x o* * 


ELIGIBILITY FOR MEDICAL TREATMENT 


Suc. 512. (a) Except as provided in subsection (b), the Adminis- 
trator, within the limits of Veterans’ Administration facilities, may 
furnish such medical services for a service-connected disability as he 
finds to be reasonably necessary to a veteran of any war, to a veteran 
discharged or released from the active military, naval, or air service 
for a disability incurred or aggravated in line of duty, or to a person 
in receipt of disability compensation. Veterans eligible under this 
subsection by reason of discharge or release for disability incurred or 
aggravated in line of duty may also be furnished medical services for 
that disability, even though it is not a service-connected disability for 
the purposes of this title. 

(b) Outpatient dental services and treatment, and related dental 
appliances, shall be furnished under this section only for a dental 
condition or disability 

(1) which is service-connected and compensable in degree: 

(2) which is service-connected, but not compensable in degree, 
but only (A) if it is shown to have been in existence at time of 
discharge or release from active military, naval, or air service and 
(B) if application for treatment is made within one year after 
such discharge or release; 

(3) which is a service-connected dental condition or disability 
due to combat wounds or other service trauma, or of a former 
prisoner of war; 

(4) which is associated with and is aggravating a disability 
resulting from some other disease or injury which was incurred 
in or aggravated by active military, naval, or air service; or 

(5) from which a veteran of the Spanish-American War is 
suffering. 

(c) Dental services and related appliances for a dental condition 
or disability described in clause (2) of subsection (b) of this section 
shall be furnished on a one-time completion basis, unless the services 
rendered on a one-time completion basis are found unacceptable within 
the limitations of good professional standards, in which event such 
additional services may be afforded as are required to complete 
professionally acceptable treatment. 

(d) Dental appliances, wheelchairs, artificial limbs, trusses, special 
clothing, and similar appliances to be furnished by the Administrator 
under this section may be procured by him either by purchase or by 
manufacture, whichever he determines may be advantageous and 
reasonably necessary. 

(e) Any disability of a veteran of the Spanish-American War, upon 
application for the benefits of this section or outpatient medical serv- 
ices under section 524, shall be considered for the purposes thereof to 
~ a service-connected disability incurred or aggravated in a period 
of war. 
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({) The Administrator may also furnish medical services for a non-~ 
service-connected disability under the following circumstances: 

(1) Where such care is reasonably necessary in preparation for 
admission of a veteran for hospital care, or where such care is 
reasonably necessary in determining whether or not hospital care 
as needed. 

(2) Where a veteran has been granted hospital care, and out- 
patient care is reasonably necessary to complete treatment incident 
to such hospital care. 

* * * * * * © 


Part C—MiIscELLANEOUS Provisions RELATING To Hospitat CARE 
AND MepicaL TREATMENT OF VETERANS 


* * * * * 


STATEMENT UNDER OATH 


Sec. 522. (a) For the purposes of sections 510 (a) (1) (B), 510 (b) 
(2), and 524 (c), the statement under oath of an applicant on such 
form as may be prescribed by the Administrator shall be accepted as 
sufficient evidence of inability to defray necessary expenses. 

(6) Before making the statement under oath referred to in subsection (a), 
a veteran applying for hospitalization or domiciliary care shall make, 
- such form as may be prescribed by the Administrator, a declaration 
Oo —_— 


(1) all medical, surgical, hospitalization and health insurance, 
and all annuities, of which the applicant is the beneficiary; 
(2) the value of all property, real and personal, owned by the 


applicant, and of the extent to which such property consists of cash, 
bank accounts, and United States Savings Bonds; 

(3) the average monthly net income received by the applicant 
during the preceding six-month period from all sources; 

(4) the average monthly expenditures of the applicant; and 

(5) a statement of the applicant’s net worth (being a statement 
of total worth minus outstanding legal obligations). 

(c) After the applicant makes the declaration referred to in subsection 
(6), the Administrator shall determine the type and extensiveness of the 
medical care and treatment, if any, that is necessary for the applicant, 
and the probable period of the applicant’s hospitalization. In the case 
of an applicant who is ditesininad to require less than thirty days’ hos- 
pitalization and who does not require emergency care or treatment and is 
not suffering from tuberculosis or a psychosis, the Administrator shall, 
before such applicant makes the statement under oath referred.to in sub- 
section (a)— 

(1) determine, approximately, what it would cost the applicant at 
another institution in the area, to obtain care and treatment com- 
parable to that deemed necessary for the applicant by the Admin- 
ustrator ; 

(2) review with the applicant the declaration referred to in subsec- 
tion (b) made by the applicant; 

(3) tell the applicant the approximate cost of such care and treat- 
ment at another institution in the area as is deemed necessary for him 
by the Administrator; and 
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(4) read to the applicant section 1108 of this Act and section 1001 
of title 18 of the United States Code. 


* * * * * * * 
FORFEITURE FOR FRAUD 


Suc. 1103. (a) Whoever knowingly makes or causes to be made or 
conspires, combines, aids, or assists in, agrees to, arranges for, or in 
any way procures the making or presentation of a false or fraudulent 
affidavit, declaration, certificate, statement, voucher, or paper, con- 
cerning any claim for benefits under any of the laws administered by 
the Veterans’ Administration (except laws pertaining to insurance 
benefits) shall forfeit all rights, claims, and benefits under all laws 
administered by the Veterans’ Administration (except laws pertaining 
to insurance benefits). 

(b) Whenever a veteran entitled to disability compensation has 
forfeited his right to such compensation under section 504 of the 
World War Veterans’ Act, 1924, section 15 of Public, Numbered 2, 
Seventy-third Congress, or this section, the compensation payable 
but for the forfeiture shall thereafter be paid to his wife, children, and 
parents. Payments made to a wife, children, and parents under the 
preceding sentence shall not exceed the amounts payable to each if 
the veteran had died from service-connected disability. No wife, 
child, or parent who participated in the fraud for which forfeiture 
was imposed shall receive any payment by reason of this subsection. 

(c) Forfeiture of benefits by a veteran under this section or prior 
law on such subject shall not prohibit payment of the burial allow- 
ance, death compensation, dependency and indemnity compensation, 
or death pension in the event of his death. 

* * * * * * * 


TITLE XVII—ACQUISITION AND OPERATION OF HOS- 
PITAL AND DOMICILIARY FACILITIES; PROCUREMENT 
AND SUPPLY 


Part A—Provisions RELATING TO HospiTaALs AND HomgEs 
HOSPITAL AND DOMICILIARY FACILITIES 


Src. 1701. (a) The Administrator, subject to the approval of the 
President, shall provide hospitals, iasntiatien and out-patient dis- 
pensary facilities for veterans entitled under this Act to hospital or 
domiciliary care or medical services. Such hospitals, domiciliaries, 
and other facilities may be provided by (1) purchase, replacement, 
or remodeling or extension of existing plants, or (2) construction of 
such facilities on sites already owned ee the United States or on sites 
acquired by purchase, condemnation, gift, or otherwise. 

(b) Hospital and domiciliaries provided by the Administrator 
under subsection (a) shall be of fireproof construction. Where an 
existing plant is purchased it shall be remodeled to be fireproof. 

(c) The location of each hospital or domiciliary and its nature 
(whether for domiciliary care or the treatment of tuberculosis, neuro- 
psychiatric cases, or general medical and surgical cases) shall be within 
the discretion of the Administrator, subject to the approval of the 
President. 
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(d) The Administrator may accept gifts or donations for any of 
the purposes of this section. 

(e) The Administrator, subject to the approval of the President, 
may use as hospitals, domiciliaries, or out-patient dispensary facilities 
such suitable buildings, structures, and grounds owned by the United 
States on March 3, 1925, as may be available for such purposes, and 
the President may by Executive order transfer any such buildings, 
structures, and grounds to the control and jurisdiction of the Veterans’ 
Administration upon the request of the Administrator. 

(f) As used in this section and in section 1702 and 1703, the term 
“hospitals, domiciliaries, or out-patient dispensary facilities’ includes 
necessary buildings and auxiliary structures, mechanical equipment, 
approach work, roads, and trackage facilities leading thereto, side- 
walks abutting hospital reservations, vehicles, livestock, furniture, 
equipment, accessories, accommodations for officers, nurses, and 
attending personnel, and proper and suitable recreational facilities. 


CONSTRUCTION AND REPAIR OF BUILDINGS 


Sec. 1702. The construction of new hospitals, domiciliaries, and 
out-patient dispensary facilities, or the replacement, extension, altera- 
tion, remodeling, or repair of all such facilities shall be done in such 
manner as the President may determine. The President may require 
the architectural, engineering, constructing, or other forces of any of 
the departments of the Government to do or assist in such work, and 
he may employ individuals and agencies not connected with the Gov- 
ernment, if in his opinion desirable, at such compensation as he may 
consider reasonable. 


USE OF ARMED FORCES FACILITIES 


Sec. 1703. The Administrator and the Secretary of the Army, the 
Secretary of the Air Force, and the Secretary of the Navy may enter 
into agreements and contracts for the mutual use or exchange of use 
of hospitals and domiciliary facilities, and such supplies, equipment, 
and material as may be needed to operate such facilities properly, or 
for the transfer, without reimbursement of appropriations, of facili- 
ties, supplies, equipment, or material necessary and proper for 
authorized care for veterans, except that at no time shall the Admin- 
istrator enter into any agreement which will result in a permanent 
reduction of Veterans’ Administration hospital and domiciliary beds 
below the number established or approved on June 22, 1944, plus the 
estimated number required to meet the load of eligibles under this 
Act, or in any way subordinate or transfer the operation of the 
Veterans’ Administration to any other agency of the Government. 


GARAGES ON HOSPITAL AND DOMICILIARY RESERVATIONS 


Src. 1704. The Administrator may construct and maintain on 
reservations of Veterans’ Administration hospitals and domiciliaries, 
garages for the accommodation of privately owned automobiles of 
employees at such hospitals and domiciliaries. Employees using such 
garages shall make such reimbursement therefor as the Administrator 
may deem reasonable. Money received from the use of such garages 
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shall be covered into the Treasury of the United States as miscellaneous 
receipts. 
ACCEPTANCE OF CERTAIN PROPERTY 


Suc. 1705. The President may accept from any State or other 
political subdivision, or from any person, any building, structure, 
equipment, or grounds suitable for the care of the disabled, with due 
regard to fire or other hazards, state of repair, and all other pertinent 
considerations. He may designate which agency of the Federal 
Government shall have the control and management of any property 
so accepted. 


OPERATION OF HOSPITAL BEDS 


Sze. 1706. For the purpose of making facilities available to provide 
in-patient hospital care (including intermediate and long term chronic 
care) for an average daily patient load of not less than one hundred and 
thirteen thousand patients, the Administrator shall maintain not less 
than one hundred and twenty-five thousand operating beds in hospitals 
under his direct and exclusive jurisdiction. 


CLOSING OF VETERANS’ ADMINISTRATION FACILITIES 


Sec. 1707. No Veterans’ Administration hospital, domiciliary, meda- 
cal center, or regional office shall be closed, nor shall all or a substantial 
part of the functions or activities of any such hospital, domiciliary, 
medical center, or regional office be transferred, until the Committee on 
Veterans’ Affairs of the House of Representatives has been notified in 
writing of such proposed closing or transfer of functions or activities, and 
at least ninety days of continous session of the Congress have elapsed 
since such notification. For the purposes of this section, continuity of 
session shall be considered as broken only by adjournment sine die; but 
in the computation of the ninety-day period there shall be excluded the 
days on which the House of Representatives is not in session because of an 
adjournment of more than three days to a day certain. 


[H. R. 10028, 85th Cong., 2d sess. 1) 


A BILL To amend title II of the Veterans’ Benefits Act to limit the closing or transfer of functions or activi- 
ties of Veterans’ Administration regional offices, or hospitals, homes, or centers 


Be it enacted by the Senate and House of Representatives of the United States of 
America in Congress assembled, [That (a) part C of title II of the Veterans’ 
Benefits Act of 1957 is amended by adding at the end thereof the following: 


(‘NOTIFICATION TO HOUSE COMMITTEE ON VETERANS’ AFFAIRS BEFORE CLOSING 
CERTAIN FACILITIES 


[‘‘Sec. 236. No Veterans’ Administration hospital, domiciliary, medical 
center, or regional office shall be closed, nor shall all or a substantial part of the 
functions or activities of any such hospital, domiciliary, medical center, or regional 
office be transferred, until the Committee on Veterans’ Affairs of the House of 
Representatives has been notified in writing of such proposed closing or transfer of 
functions or activities, and not less than ninety days of continuous session of the 
Congress has elapsed since such notification. For the purposes of this section, 
continuity of session shall be considered as broken only by adjournment sine die; 
but in the computation of the ninety-day period there shall be excluded the days on 
which the House of Representatives is not in session because of an adjournment of 
more than three days to a day certain,” 
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[(b) The table of contents in the first section of the Veterans’ Benefits Act of 
1957 is amended by inserting immediately below 


(Sec. 235. Courses of instruction for professional personnel.” 


[the following: 
(Sec. 236. Notification to House Committee on Veterans’ Affairs before closing certain facilities.”"} 


That part A of title X VII of the Veterans’ Benefits Act of 1957 is amended by adding 
at the end thereof the following new sections: 


“OPERATION OF HOSPITAL BEDS 


“Szc. 1706. For the purpose of making facilities available to provide inpatient 
hospital care (including intermediate and long term chronic care) for an average 
daily patient load of not less than one hundred and thirteen thousand patients, the 
Administrator shall maintain not less than one hundred and twenty-five thousand 
operating beds in hospitals under his direct and exclusive jurisdiction. 


“CLOSING OF VETERANS’ ADMINISTRATION FACILITIES 


*“Szc. 1707. No Veterans’ Administration hospital, domiciliary, medical center, or 
regional office shall be closed, nor shall all or a substantial part of the functions or activi- 
ties of any such hospital, domiciliary, medical center, or regional office be transferred, 
until the Committee on Veterans’ Affairs of the House of Representatives has been 
notified in writing of such proposed closing or er of functions or activities, and 
at least ninety days of continuous session of the Congress have elapsed since such 
notification. For the purposes of this section, continuity of session shall be con- 
sidered as broken only by adjournment sine die; but in the computation of the ninety- 
day period there shall be excluded the days on which the House of Representatives is 
nol in session because of an adjournment of more than three days to a day certain.” 

Sec. 2. Section 522 of the Veterans’ Benefits Act of 1957 is amended (1) by 
inserting ‘‘(a)”’ immediately after ‘‘Sec. 522.”, and (2) by adding at the end thereof 
the following new subsections: 

““(b) Before making the statement under oath referred to in subsection (a), a 
veleran applying for hospitalization er domiciliary care shall make, on such form as 
may be prescribed by the Administrator, a declaration of— 

(1) all medical, surgical, hospitalization and health insurance, and all 
annuities, of which the applicant is the beneficiary; 

(2) the value of all property, real and personal, owned by the applicant, 
and of the extent to which such property consists of cash, bank accounts, and 
United States savings bonds; 

““(3) the average monthly net income received by the applicant during the 
preceding six-month period from all sources; 

““(4) the average monthly expenditures of the applicant; and 

**(6) a statement of the applicant’s net worth (being a statement of total worth 
minus outstanding legal obligations). 

““(c) After the applicant makes the declaration referred to in subsection (b), the 
Administrator shall determine the type and extensiveness of the medical care and treat- 
ment, if any, that is necessary for the applicant, and the probable period of the appli- 
cant’s hospitalization. In the case of an applicant who is determined {0 require less 
than thirty days’ hospitalization and who does not require emergency care or treat- 
ment and is not suffering from tuberculosis or a psychosis, the Administrator shall, 
before such applicant makes the statement under oath referred to in subsection (a)— 

(1) determine, approximately, what it would cost the applicant at another 
institution in the area, to obtain care and treatment comparable to that deemed 
necessary for the applicant by the Administrator; 

““(2) review with the applicant the declaration referred to in subsection (b) 
made by the applicant; 

““(3) tell the applicant the approximate cost of such care and treatment at 
another institution in the area as is deemed necessary for him by the Adminis- 
trator; and 

““(4) read to the applicant section 1103 of this Act and section 1001 of title 18 
of the United States Code.”’ 

Sec. 3. (a) Section 510 of the Veterans’ Benefits Act is amended (1) by inserting 
“(A)” immediately after ‘veteran of any war’’ in subparagraph (1) of subsection (a); 
(2) by inserting “‘(B)’’ immediately after ‘“‘period of war, or’’ in such subpara- 
graph; and (3) by adding at the end of such section the following new subsection: 
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““(c) The Administrator may prescribe a system of priorities for veterans seeking 
admission to a Veterans’ Administration facility pursuant to clause (B) of sub- 
paragraph (1) of subsection (a) of this section under which— 

(1) any veteran who is eligible under any workmen’s compensation or indus- 
trial accident law for care for the disability or disabilities for which he seeks admis- 
sion to such facility may be refused hospital care by the Administrator so long as 
any other veteran not described in this subparagraph is on a waiting list for treat- 
ment in such facility; and 

“(2) any veteran who is covered by a medical, surgical, hospitalization, or 
health insurance plan which will provide for payment or reimbursement of all or 
substantially all of his expenses of care in a private or other hospital may be 
refused hospital care by the Administrator so long as any other veteran not 
described in subparagraph (1) or this subparagraph is on a waiting list for 
treatment in such facility. 

This subsection does not affect the authority of the Administrator to furnish hospital 
care in emergency cases.” 

(b) Section 522 (a) of the Veterans’ Benefits Act of 1957 is amended by striking 
out ‘‘510 (a) (1)” and inserting in lieu thereof “510 (a) (1) (B)”’. 

Sec. 4. (a) Section 501 (5) of the Veterans’ Benefits Act of 1957 is amended by 
inserting immediately after ‘‘dental and surgical services, and’’ the following: “‘, where 
a service-connected disability is involved,’’. 

(b) Section 512 of such Act is amended by adding at the end thereof the following 
new subsection: 

“(f) The Administrator may also furnish medical services for a non-service-con- 
nected disability under the following circumstances: 

““(1) Where such care is reasonably necessary in preparation for admission 
of a veteran for hospital care, or where such care 1s reasonably necessary in deter- 
mining whether or not hospital care is needed. 

“(2) Where a veteran has been granted hospital care, and outpatient care is 
reasonably necessary to complete treaiment incident to such hospital care.” 

Sec. 5. The table of contents in the first section of the Veterans’ Benefits Act of 
1957 is amended by inserting immediately below 
“Sec. 1705. Acceptance of certain property.” 
the following: 


“See. 1706. Operation of hospital beds. 
“‘Sec. 1707. Closing of Veterans’ Administration facilities.” 


Amend the title so as to read ‘A bill to amend the Veterans’ Benefits Act of 
1957 to insure more adequate medical care for veterans, and for other purposes.” 





METROPOLITAN INSTITUTIONAL LAUNDRY MANAGERS ASSOCIATION, 
New York, August 8, 1958. 
Hon. Ourn E. TEAGUE, 
House of Representatives, Washington, D. C. 


Dear Mr. Teacue: The Bureau of the Budget and the Veterans’ Adminis- 
tration are about to commit a grave injustice to the public interest by spending 
more than it now costs the veterans’ hospitals. 

They may also play into the hands of a group of persons found guilty of many 
unlawful practices. 

Since there is no one with organized power to voice protest in this matter, 
we, the small men who supervise hospital and other institutional laundries, are 
writing to you to protect the public. 

This letter concerns the contracting out of the laundering of veterans’ hospitals. 
The Bureau of the Budget and Veterans’ Administration seem bent on having 
the veterans’ hospitals contract out laundering of the hospitals’ linens to com- 
mercial firms regardless of the fact that the costs will be greater than now. 

In 1 year, in but 1 hospital, such contracting out will cost the Government 
$104,858.52, or 71.5 percent more than at present. In another, such contracting 
out will cost $95,818.20 more, or 59.1 percent more than at present. 

Here are specific cases, the Veterans’ Hospital, New York City, and the Vet- 
erans’ Hospital, Bronx, N. Y.: 

The Veterans’ Administration asked for bids from commercial laundries. 

A low bid of $218,135.28 was received from Linens of the Week of 350 Gerard 
Avenue, New York 51, N. Y., for New York Veterans’ Administration Hospital. 
And a low bid of $223,777.20 per year was received from Consolidated Laundries, 
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Inc., of 122 East 42d Street, New York, N. Y., for the Bronx Veterans’ Adminis- 
tration Hospital. 

A careful examination of these low bids, and the other costs involved but not 
evident, show that contracting the work out to these low bidders will actually 
cost the Veterans’ Administration $104,858.52 more (71.5 percent more) than 
at present at one hospital, and $95,818.20 more (59.1 percent more) at the other. 

Here are the comparative costs of doing the laundry in the veterans’ hospitals 
versus contracting the work outside. 


VA Hospital,| VA Hospital, 
New York Bronx 


Low bid for 1 year $218, 135. 28 $223, 777. 20 
Add to this bid the costs of counting soiled linens previous to sending to con- 

tractor. Such counting is now unnecessary.! (See explanation below.)-.-- 30, 834. 00 34, 149. 60 
Add to this bid the cost of laundering now done by VA Hospital, New York 

for the New York regional office of VA, which is not included in the low 

bidder’s price 2, 500. 00 


Total costs in outside contracting 251, 469. 28 
Present cost of laundering at VA Hospital 146, 610. 76 162, 108. 60 


Additional costs to Government by contracting to lowest bidder. 104, 858. 52 95, 818. 20 
Percentage increase by contracting out to lowest bidder is 71.5 59.1 


1 Counting of soiled linens, an additional cost if laundry is contracted out. 


If the linens go out to contractor, they must be counted and a record kept as 
linens are Government property. Otherwise, large losses may occur. At present, 
such counting is unnecessary as the soiled linens stay within the guarded premises 
of the veterans’ hospitals. 

If linens go outside, 9 additional persons will be required at each hospital, 
costing a total of $64,983.60. 

Norr.—Counting of some types of soiled linens involves use of face masks, 
special gowns, and other safety measures to prevent spreading of disesse. 

The safe handling of linens used in some types of communicable diseases is a 
very valid reason in itself for doing such laundering within the hospital premises, 
where strict measures of safety control can be more readily exercised. 

A false claim is sometimes made that the veterans’ hospitals costs would be 
hither than contracted prices if cost of equipment, space, and overhead were con- 
sidered. Below are the figures disproving this claim. 

By including depreciation of equipment and installation costs, overhead, rent, 
etc., doing the laundry by the low bid outside contractor would still cost the 
Government $73,758.52 more or 50.3 percent more than now at 1 hospital, and 
$68,981.83 more or 42.5 percent more than now at the other. 


VA hospital, | VA hospital, 
New York Bronx 


Depreciation per — (on basis of original cost and 15-year life) $14, 100. 00 $4, 836. 37 
Overhead (rent, share of top management salary, etc.)...........-..-..-..-.-- 17, 000. 00 22, 000. 00 


31, 100. 00 


Present cost of doing work at VA hospital 146, 610. 76 162, 108. 60 
Add for depreciation and overhead 31, 100. 00 26, 836. 37 


Total cost of laundering at VA hospital a 177, 710. 76 188, 944. 97 
Cost of laundry by outside bidder 251, 469. 28 257, 926. 80 


Additional cost to Government by contracting out 73, 758. 52 68, 981. 83 


Percentage increase by contracting out 5 42.5 


Notre.— Uncle Sam has already paid for these laundry installations. Why 
shouldn’t the Government get the benefits of having them? Why pay for them 
again as equipment costs are included in any contractor’s bid. 

So, too, with the space used. It has been paid for and a good portion of it will 
be required for handling linens even if contracted out. 

So, too, with top management. Some attention to the laundry function of the 
hospital will be required even if contracted out. 
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An additional linen inventory of $70,000 at VA Hospital, New York, and $85,000 
at VA Hospital, Bronx, will be required if the laundering is contracted out. 

When soiled laundry comes to the existing veterans’ hospital laundry, it is 
washed immediately without counting and returned clean for reuse. Little 
inventory is required and little storage space. 

However, should the linens go to an outside contractor, not only must they be 
counted and placed in transport containers, but enough must be accumulated 
for economic truckloads. Similarly, enough clean washed linens must be ac- 
oe“ la for economic truckloads at the contractor’s plant to return them to the 
hospital. 

One hundred and fifty-five thousand dollars more linen inventory will be required 
at these veterans’ hospitals under outside contracting. 

Mention is sometimes made of outside contractors paying income taxes. 

It is inconceivable that any such additional income taxes will equal the extra 
$104,858.52 and $95,818.20 that must be spent to have this laundry work done by 
contractors. 

It is - desirable to break up the present laundry organizations in the veterans’ 
hospitals. 

Should the existing laundries now operating in the veterans’ hospitals be 
closed down, what assurance is there of outside costs not becoming more than 
71.5 percent and 59.1 percent greater? 

The president of one low bidding company, Linens of the Week, is Louis Gordon 
who is one of those foind guilty on June 17, 1958. The other low bidding com- 
pany, Consolidated Laundries, Inc., was also found guilty June 17, 1958 (see 
attached New York Times report). 

There is grave question as to whether it is in the public interest to break up 
and disband existing laundry organizations and to leave the veterans’ hospitals 
to the mercy of a group of individyals and laundries of the type described in this 
Department of Justice case (see New York Times and World-Telegram reports 
attached). 

We feel that if these facts and figures get a proper hearing, the laundering will 
be left within hospital premises as the facts and figures indicate it should. 

We appeal to you to take care of the public welfare. It is the sincere hope of 
the entire membership of this organization that you and the Committee on 
Veterans’ Affairs will intercede against the closing of the VA hospital laundries. 

Yours truly, 
Irvine STERN, 
Secretary, Metropolitan Institutional 
Laundry Managers Association, 





(From New York Times, June 18, 1955] 


Monopoty Founp 1n LINEN Suppty—2 AssocrtaTIons, 8 CONCERNS, AND 6 
Persons Guiuty In ANTITRUST CaAsE 


(By Edward Ranzal) 


Two linen-supply associations whose members do $23 million business annually 
in the New York-New Jersey area, 8 linen suppliers, and 6 individuals were 
found guilty yesterday of criminally violating the Sherman antitrust laws. 

Federal Judge Edmund L. Palmieri arrived at his verdict after a 2-month trial 
without a jury. He found the defendants guilty on two counts of monopoly and 
restraint of trade. 

He will sentence them next Monday. The individuals can each receive up to 1 
year in prison and a $50,000 fine for each count and each association and corpora- 
tion can be fined up to $50,000 on each count. 

The activities upon which the verdict was based took place between May 1943, 
and January 1957, the date the indictment was returned, 


CONSTITUTES MONOPOLY 


In his 56-page opinion, Judge Palmieri said that “the power and the ability of the 
defendants and members of the defendant associations to raise prices constitute 
monopoly power within the meaning of the Sherman Act.” 

He said they had violated the act through agreements to compel or induce 
linen suppliers in the New York and New Jersey areas to join one or both of their 
associations. He asserted that this was an agreement to monopolize trade and 
commerce. 
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Judge Palmieri also found them guilty of excluding competitors from the linen- 
supply industry through the illegal use of their “power.” 

he defendants were: 

Linen Supply Institute of Greater New York; Central Coast, Apron, and 
Linen Service, Inc.; the Consolidated Laundry Co., Inc.; Modern Silver Linen 
Supply Co., Inc., and Standard Coat, Apron, and Linen Service, Inc., all of 
New York. 

In New Jersey, the Linen Service Council of New Jersey; the Cascade Linen 
Supply Corp. of New Jersey; the Modern Silver Linen Supply Co. of New Jersey, 
and Standard Coat, Apron, and Linen Service, Inc. 

The individuals, executives of the corporations or associations, were Louis 
Gordon, Charles Maslow, Fred §. Radnitz, Sam Spatt, Harry Kessler, and Jack 
Orlinsky. 

VOLUME OF BUSINESS CITED 


The organizations supply linens to hotels, restaurants, beauty shops, barber- 
shops, and public buildings. Judge Palmieri said of their operation: 

“The dollar volume of linen supply business done by the * * * defendants * * * in 
New York and New Jersey amounted to from about $17 million to $21 million 
per year during the years 1949 to 1955 and to more than $23 million in 1956.” 

The judge said that the largest of the suppliers, Consolidated, “‘had key officers 
of its supposed competitors on its board al dioettiee** 

“Independents who neither joined nor made peace were harassed by the 
defendants until they were forced to sell such parts of their business as they had 
left,’”’ he said. 

Ironically, Judge Palmieri said, the organizations, through their activities, even 
restrained their own trade. 

Concluding, Judge Palmieri said: 

“They have thus deprived customers of the right to select among suppliers. 
They have been able to charge higher prices than would have been charged under 
normal competitive conditions and have been able to supply undesirable or worn 
merchandise after it should normally have been replaced.” 

The Government had charged that the defendent corporations controlled 80 
percent of the business in New York and 85 percent in New Jersey. 





[From Brooklyn edition, New York World-Telegram, and Sun, May 23, 1955} 


LINEN Suppiy Firms Facine Tria As Trust—18 In New York, NEw JERSEY 
ARE CiTEp By UNITED STATES 


A group of linen supply firms controls 80 percent of the $40-million-a-year 
business done here and 85 percent of the $9 million done in New Jersey, according 
to law enforcement investigators. 

As a result, criminal and civil antitrust indictments have been returned by 
Federal grand juries against 11 firms and individuals here and 7 in New Jersey. 
Trial dates are expected to be fixed this week. 

The organizations and individuals under indictment here are: Linen Supply 
Institute of Greater New York, Inc., Central Coat, Apron, and Linen Service, 
Inc., Consolidated Laundries Corp., General Linen Supply & Laundry Co. Ine., 
Modern Silver Linen Supply Co., Inc., Standard Coat, Apron, & Linen Service, 
Inc., Louis Gordon, Harry Kessler, Charles Maslow, Fred 8. Radnitz, and Sam 
Spatt. 

JERSEY NAMES 


The New Jersey indictments are against: Linen Service Council of New Jersey, 
Cascade Linen Supply Corp., Lackawanna Linen Supply & Laundry Co., Modern 
Silver Linen Supply Co., Inc., New Jersey Linen & Towel Service Co., Standard 
Coat, Apron, & then Service, Inc., and Jack Orlinsky. 

The Federal action here is part of a nationwide drive against linen supply firms 
that have cornered the business, overpriced the service by as much as 20 times, 
according to investigators, and have driven out of competition by unfair methods. 

The Government’s action came after the heads of many business firms here and 
throughout the Nation protested they have been forced to overpay for services 
and are not permitted to choose their own linen suppliers. 
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SHODDY GOODS 


They have told Federal authorities that they have no voice in their linen supply 
dealings and have been forced, in many instances, to take worn and shoddy mer- 
chandise because they could not get any other supplier to accept their business. 

The complaints, given to Federal grand juries, have been supported by inde- 
pendent linen suppliers. 


These independents testified that the controlling rings of linen suppliers have 


used concessions and pressures of all kinds to prevent customers from doing 
business with suppliers outside the ring, the World-Telegram and Sun was told, 


TIGHT CONTROLS 


The rings’ controls have become so tight that even members of associations | 


which the larger firms dominate are reported to have voiced their objections to 
some of the unethical trade practices of fellow members. 

Although the controlling group here has not resorted to strong-arm tactics or 
to damaging equipment, they have been accused of putting “‘tails’’ on the inde- 
pendents’ deliverymen, and listing the names and addresses of the customers they 
serve. 

These customers then are subjected to long sessions of high-pressure salesman- 
ship which may go on for several days. 





STATEMENT OF Hon. Ca tL Euuiorr 


Mr. Chairman, I appreciate the opportunity of giving my views to the House 
Veterans’ Affairs Committee on behalf of my bill, H. R. 1114, which proposes to 
construct a hospital of 500 beds in Russellville, Ala. Mr. Chairman, I would like 
to commend this committee for its decision to conduct this extensive inquiry into 
the operation of the hospital and medical program. I have read the exchange of 
correspondence between the chairman and the President regarding the 5,000 beds 
which have been closed by administrative decision. It is my opinion that we 
should do everything necessary to require that these beds be reopened and used for 
the care of veterans. 

I am not advocating a long-range program of expansion for the Veterans’ 
Administration hospital system. I do believe, however, that we should use the 
beds we have for the care of veterans, for after all that is the purpose for which 
they were constructed and, in addition, I think that we should make such adjust- 
ments as are necessary to remove imbalance in hospital bed allocation in geo- 
graphical sections of the country. I am pleased to hear that some additional 
beds are going to be added to the hospitals in Florida and I know, Mr. Chairman 
that you have been interested in opening the unused facilities at Dublin, Ga. 
Alabama is part of this general problem. There are not sufficient facilities for the 
care of veterans in the South and enactment of my bill will do a great deal to 
solve this problem. 

A review of the Veterans’ Administration’s waiting list quickly demonstrates 
the situation which exists in the southern part of the country. 


Alabama: 


UME: isn i wna cdwabeddcdebdas seuss eaninasanideuseemaane 87 

TR, cwcccnnesndonnacaamenghttiabneuditnwiaandibaaaan 226 
Mississippi: 

CN aise inti os. teil ete ain om esireninain aabeaiaeiediekiia dante iadeniaainadal 323 

POET PORT OOND, 5c cacedccese agaeadndaleaiinateumemameneenee 144 
INS IR i. oc ace nuitenditndydbnndtiindebaunenaieebmdeadinaiata 419 


These figures which I have just read, Mr. Chairman, demonstrate rather 
clearly that there is a great demand for care in the southern area and insufficient 
beds to meet this demand. This situation becomes particularly acute when 
viewed in light of the disclosure of the Veterans’ Administration during this 
hearing, that its actual waiting list is almost double the published waiting list. 

As you know, Mr. Chairman, I was a member of this committee for several 
years and have continued my interest in veterans’ affairs. You can depend on 
my support in your program to provide adequate medical care for veterans and 
I will appreciate your cooperation and help in solving the problem in Alabama. 


OF Ee ARE Tern. Ce ee een ee 
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AMERICAN FEDERATION OF GOVERNMENT EMPLOYEES, 
Washington, D. C., August 12, 1958. 
Hon. Ouin E. Teacur, 
Chairman, House Veterans’ Affairs Committee, 
Old House Office Building, Washington, D. C. 


Dear CONGRESSMAN TEAGUE: The fact that your committee has expressed 
concern over the Veterans’ Administration’s proposal to contract to private firms 
laundry work now accomplished by the agency has been brought to my attention. 

Some interesting figures have been brought to our attention relative to com- 
parative costs for having this work done in VA facilities and having it performed 
under contract to private firms. 

The figures apply to operation of the laundry at the Bronx, N. Y., VA Hospital 
and under contract. 


Annual cost of operation of VA laundry, including ve utilities, 
supplies, materials, maintenance, repairs to equipment $162, 108 
Cost of operation under bid, 10-month ners: Woe 
Operation for additional 2 months. ____- < he 37, 296 
223, 777 
Maintaining 9 employees for checking, counting, sorting. 34, 149 
—_—————_ 257, 926 
Additional costs to contract work: 
Increased linen inventories_-- - -- ee 62, 650 
Personnel retained_-___ eer 35, 880 
Terminal leave Z 9, 500 
Contractor’s cost above appropriation__-___.___------ 43, 870 
Mothball equipment JSi2 3, 000 
——— 154, 900 


T am certain you will find these figures impressive. They are presented so that 
committee records can fully reflect all evidence available concerning the lack of 
economy in proceeding with these contracts. 

Sincerely, 


James A. CAMPBELL, National President. 


(Whereupon, at 12:07 p. m. the committee was recessed subject 


to call.) 
x 








